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House of Representatives
The House met at 10 a.m. and was

called to order by the Speaker pro tem-
pore (Mrs. BIGGERT).

f

DESIGNATION OF THE SPEAKER
PRO TEMPORE

The SPEAKER pro tempore laid be-
fore the House the following commu-
nication from the Speaker:

WASHINGTON, DC,
October 7, 1999.

I hereby appoint the Honorable JUDY
BIGGERT to act as Speaker pro tempore on
this day.

J. DENNIS HASTERT,
Speaker of the House of Representatives.

f

PRAYER

The Reverend Carl W. Rehling, St.
James Parish, Lothian, Maryland, of-
fered the following prayer:

Almighty and everliving God, Foun-
tain of all wisdom, creator of all good
knowledge, whose will is good and gra-
cious and whose law is truth, so guide
and bless the Representatives in this
Congress assembled, that they may
enact such laws as shall please You, to
the glory of Your name and to the wel-
fare of all people.

We ask that Your holy and life-giving
spirit may so move every human heart,
especially the hearts of those ap-
pointed by the people to lead us, that
barriers which divide us may crumble,
suspicions disappear, and hatreds
cease; that our divisions being healed,
we may live in a country and a world
governed by Your justice and secure in
Your peace. Amen.

f

THE JOURNAL

The SPEAKER pro tempore. The
Chair has examined the Journal of the
last day’s proceedings and announces
to the House her approval thereof.

Pursuant to clause 1, rule I, the Jour-
nal stands approved.

Ms. KILPATRICK. Madam Speaker,
pursuant to clause 1, rule I, I demand a
vote on agreeing to the Speaker’s ap-
proval of the Journal.

The SPEAKER pro tempore. The
question is on the Chair’s approval of
the Journal.

The question was taken; and the
Speaker pro tempore announced that
the ayes appeared to have it.

Ms. KILPATRICK. Madam Speaker, I
object to the vote on the ground that a
quorum is not present and make the
point of order that a quorum is not
present.

The SPEAKER pro tempore. Pursu-
ant to clause 8, rule XX, further pro-
ceedings on this question will be post-
poned.

The point of no quorum is considered
withdrawn.
f

PLEDGE OF ALLEGIANCE

The SPEAKER pro tempore. Will the
gentleman from New York (Mr. GIL-
MAN) come forward and lead the House
in the Pledge of Allegiance.

Mr. GILMAN led the Pledge of Alle-
giance as follows:

I pledge allegiance to the Flag of the
United States of America, and to the Repub-
lic for which it stands, one nation under God,
indivisible, with liberty and justice for all.

f

ANNOUNCEMENT BY THE SPEAKER
PRO TEMPORE

The SPEAKER pro tempore. The
Chair will entertain 15 one-minutes on
each side.
f

HEALTH CARE AND MISS NANNIE
LACKEY

(Mr. FLETCHER asked and was given
permission to address the House for 1
minute.)

Mr. FLETCHER. Madam Speaker, as
I was walking to work this morning
and reflecting on the day’s very impor-

tant vote to ensure real patient protec-
tion, I was reminded of Miss Nannie
Lackey and her 100th birthday.

As I got closer to the Capitol and the
Longworth Building, I thought how
rich her life was in health, friendship,
love, and faith. See, Miss Lackey has
voted in every election since women
were first given the right to vote. She
takes voting very seriously, and she
hopes all of us will take equally seri-
ously the votes we cast today.

So I would ask that my colleagues
take a few minutes to reflect on the
importance of providing the best
health care possible in our next cen-
tury.

I hope my colleagues will see, as I do,
that increasing the cost and number of
uninsured is not the answer to real
health care reform, nor is it real pa-
tient protection.

I ask that my colleagues join me in
supporting positive health care reform
and support the Coburn-Shadegg coali-
tion substitute.
f

DO NOT LET AMERICA DOWN;
VOTE FOR NORWOOD-DINGELL
SUBSTITUTE

(Ms. KILPATRICK asked and was
given permission to address the House
for 1 minute.)

Ms. KILPATRICK. Madam Speaker,
today is the most important day in the
life of this House of Representatives.
Will the people of America be able to
have quality health care or not? Will
the people of America have the oppor-
tunity to have their doctors determine
their health care, their length of stay,
their type of procedure; or will they
turn it over to the bureaucrats, the ac-
countant whose main purpose is to
watch the bottom line.

Madam Speaker, let us not take this
lightly. Besides quality education, be-
sides environment that is clean and
safe, and decent housing, health care is
the number one priority of American
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citizens. Let us not let them down.
Vote for the Norwood-Dingell bill
today, the most effective of all the pro-
posals.
f

GOVERNOR OF NEW MEXICO’S
CALL FOR DRUG LEGALIZATION
(Mr. GILMAN asked and was given

permission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. GILMAN. Madam Speaker, the
Governor of New Mexico, Gary John-
son, has been calling for the legaliza-
tion of mind-altering drugs. His ration-
ale for throwing in the towel is his mis-
taken belief that we are losing the war
on drugs.

Regrettably, under the Clinton ad-
ministration, there has not been a bal-
anced supply-and-demand-side fight
against drugs. In fact, the war on drugs
never truly began at its source in
places like Colombia, since all of it was
concentrated on treating the wounded
here at home.

During the Reagan and Bush era,
when we fought this battle against
drugs on both the supply side and de-
mand side simultaneously, we made
real progress. Between 1985 and 1992, we
reduced monthly cocaine use by nearly
80 percent. That is real progress.

In the city of Baltimore, we have
learned firsthand the disastrous impact
of a de facto legalization program and
the lax attitude as has been proposed
by Governor Johnson. The number of
heroin addicts increased dramatically
during a long laissez-faire period while
population declined. Today, one in 17
citizens of Baltimore are heroin ad-
dicts. No one would agree that is any
solution to the drug use problem. That
is what Governor Johnson’s legaliza-
tion plan would bring to our Nation.

I urge the Governor to reconsider his
stand.
f

WEST VIRGINIANS DESERVE
PATIENTS’ BILL OF RIGHTS

(Mr. WISE asked and was given per-
mission to address the House for 1
minute.)

Mr. WISE. Madam Speaker, today,
almost 200,000 people in West Virginia
in HMOs and thousands more in man-
aged care are watching Congress today.
Today, this Congress has a chance to
pass real health care reform.

If one’s car is sick, one gets to choose
one’s mechanic. Do not my colleagues
think people have the same rights
when they are choosing their doctor?

This bill provides guaranteed access
to emergency room care. It protects
the doctor-patient relationship. It
gives more rights to choose OB/GYNs
and pediatricians. It has strong en-
forcement provisions against violation
of patient rights. It holds HMOs and in-
surance companies accountable for
their medical decisions. It has a real
appeals process when an insurance
company denies treatment.

From the Northern Panhandle, where
44 percent of all insured in Ohio County

alone are in HMOs, to the growing 25
percent in the Kanawha Valley, to the
thousands more across the State of
West Virginia, there is a bill of rights
for all citizens. Should there not be a
bill of rights for patients in managed
care?

I urge Congress to pass this today.
f

BIENNIAL BUDGET: AN IDEA
WHOSE TIME HAS COME

(Mr. STEARNS asked and was given
permission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. STEARNS. Madam Speaker, in
the next 3 weeks, we will see, perhaps,
the best and worst of democracy in ac-
tion; and that is why I have called for
a biennial budget review process.

I have a bill, H.R. 493, I hope my col-
leagues will look at this. I am a firm
believer that, by adopting such meas-
ure, we will remove this inherent poli-
tics every year that so often occurs
during budget negotiations.

What I would like to see is the first
session of Congress being dedicated to
passing all of the 13 appropriations
bills, then the second session of Con-
gress would be dedicated to authorizing
these bills, and then to look at over-
sight of the laws that we have passed.

Let us investigate and evaluate all
these laws we pass every year. The cur-
rent way of doing business often leads
to a stalemate where politics prevails.
This country deserves better.
f

IT IS NOT MANAGED CARE ANY
MORE, IT IS MANAGED COSTS

(Mr. TRAFICANT asked and was
given permission to address the House
for 1 minute and to revise and extend
his remarks.)

Mr. TRAFICANT. Madam Speaker,
America’s the land of the free, but one
cannot choose one’s doctor. Freedom of
speech; but doctors are gagged. Judi-
cial review; HMOs are judge and jury.

Madam Speaker, health care in
America has gone from the Constitu-
tion to HMOs. Beam me up. It is not
managed care any more; it is managed
costs. It is time for Congress to vote on
behalf of the American people and pass
the Patients’ Bill of Rights, stone cold
simple remedy today.

I yield back more medicine than ever
in America and less health care.
f

IMPORTANCE OF INCREASING
AWARENESS OF THYROID DISEASE

(Ms. ROS-LEHTINEN asked and was
given permission to address the House
for 1 minute and to revise and extend
her remarks.)

Ms. ROS-LEHTINEN. Madam Speak-
er, the women of our country form the
backbone of strong, healthy families.
However, it is American women who
are often subject to debilitating and
sometimes life-threatening diseases
which subsequently deteriorate the
stability of American households.

This week, I had the privilege of
speaking to a remarkable woman who
fights a valiant battle against a thy-
roid disorder known as Graves disease.
This woman is none other than three-
time Olympic track and field gold med-
alist Gail Devers. In spite of her ill-
ness, Gail will compete in the upcom-
ing Olympics.

Approximately one in eight women
will develop a similar thyroid disorder
during her lifetime, and more than half
of American women over 40 experience
three or more common symptoms; yet,
they fail to discuss them with their
doctors.

To help raise awareness, Gail has
joined forces with the American Wom-
en’s Medical Association to launch a
public, nationwide education campaign
designed to increase awareness of thy-
roid disease.

Yesterday, the Congressional Preven-
tion Coalition provided free thyroid
screening, and I encourage all of our
colleagues to embark on an edu-
cational campaign on the dangers of
thyroid diseases.
f

BIPARTISAN CONSENSUS MAN-
AGED CARE IMPROVEMENT ACT
(Ms. SCHAKOWSKY asked and was

given permission to address the House
for 1 minute.)

Ms. SCHAKOWSKY. Madam Speaker,
I rise today in support of H.R. 2723, the
Bipartisan Consensus Managed Care
Improvement Act of 1999.

Enactment of this bill is the answer
to the letter I received from a mother
and a constituent in my district. She
wrote, ‘‘When my middle son was born,
the insurance company wouldn’t let
my son stay in the hospital one extra
day to finish the course of antibiotics.
They sent him home with a shunt in
his arm. The neonatologist has warned
us that typically in babies so small the
shunt comes out and then you have to
start the antibiotics all over again
orally and that they would upset the
baby’s symptom, causing severe intes-
tinal distress and diarrhea, not good
for a newborn. My son’s shunt came
out, and he screamed for 2 weeks.’’

This baby deserved better. This bill
assures that doctors, not insurance
companies, decide how long newborns
get to stay in the hospital when they
are sick. Let us act now. Let us pass
H.R. 2723.
f

GOVERNOR JESSE VENTURA
SHOULD BE HONORED WITH NA-
TIONAL DAY OF RECOGNITION
(Mr. HEFLEY asked and was given

permission to address the House for 1
minute.)

Mr. HEFLEY. Madam Speaker, I am
here today to propose a national holi-
day in honor of the Governor in Min-
nesota, Jesse Ventura.

After all, he confounded the pundits,
the pollsters, and the prognosticators
by winning the highest office in the
State at a time when most voters
thought of him as ‘‘Jesse the Body.’’
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He continues to confound everyone.

Not too much notice was made when he
indicated he would like to be re-incar-
nated as a large bra, but eyebrows did
raise when he referred to members of
the Armed Forces as Frankenstein
monsters that cannot be controlled.

Then, of course, he outdid Oliver
Stone by suggesting that President
John Kennedy was killed by our own
military-industrial complex in order to
stimulate business.

Who can forget his plunge into the-
ology? ‘‘Organized religion is a sham
and a crutch for weak-minded people
who need strength in numbers,’’ the
Governor said.

b 1015

So today I am proposing we name a
day after Jesse Ventura, and the day I
have chosen is April 1. That is right,
April Fool’s Day, because I can think
of no one that so embodies the spirit of
that day as the Governor of Minnesota.
f

AMERICANS SHOULD VOICE THEIR
SUPPORT FOR NORWOOD-DIN-
GELL BILL

(Ms. JACKSON-LEE asked and was
given permission to address the House
for 1 minute and to revise and extend
her remarks.).

Ms. JACKSON-LEE of Texas. Madam
Speaker, yesterday I introduced into
the RECORD the testimony from Dr.
Thomas W. Self, an M.D. educated at
Yale and UCLA, but an M.D. that has
fallen victim to being terminated be-
cause his only grievance and error was
spending too much time with patients.

Today, America’s voices can be
heard, and we ask that all Americans’
voices be heard on a revolutionary
idea, that is, that the patient and the
physician are the two most important
individuals who should assess the
health condition of American patients
on the precipice of the 21st century.

Today we have the opportunity to de-
feat poison pill bills that will do noth-
ing but undermine the true essence of
what we are trying to do. The Nor-
wood-Dingell bill will emphasize the
relationship of patient to physician. It
will allow individuals to get into an
emergency room, allow them to get the
care that they need; it will allow
women to have a relationship with
their OB-GYN, and it will ensure that a
patient can press their grievance when
medical care is denied.

This is a day when patients will be
able to determine that they are not
commodities but that they are people.
America should, today, let their voices
be heard on the floor of the United
States Congress that the Norwood-Din-
gell bill should pass.
f

TO DETERMINE CREDIBILITY,
LOOK TO THE RECORD

(Mr. PITTS asked and was given per-
mission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. PITTS. Madam Speaker, some-
times it is difficult for people to tell
who is being straight with them and
who is being misleading or disingen-
uous. One way to help decide who
ought to be believed and who not is to
look at the record and the credibility
of those making various claims.

Take Social Security, for example.
The record will show that the other
party controlled this House for 40
years, along with its appropriations
process, and not only failed to put
aside one dime of the Social Security
surplus; but 30 years ago they began
the annual practice of raiding the So-
cial Security Trust Fund to pay for
things other than Social Security and
left us with a huge Federal debt.

Just a few months ago, the other
party turned their backs on the Presi-
dent’s own Commission on Social Secu-
rity because bipartisan Social Security
reform would take away their ability
to scare seniors on the issue in the
next election process.

Republicans, on the other hand, have
passed Social Security lockbox legisla-
tion that locks away 100 percent of So-
cial Security taxes for Social Security
and Medicare, and they have been re-
serving H.R. 1 even to this day for the
President’s proposal on Social Security
reform.

So in judging credibility, look at the
record, not just rhetoric.
f

VOTE AGAINST COBURN SUB-
STITUTE AND FOR NORWOOD-
DINGELL
(Mr. TURNER asked and was given

permission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. TURNER. Madam Speaker, as a
former member of a State legislature,
both the House and Senate, I implore
my colleagues today to support the
Dingell-Norwood bill because it re-
serves in the States what for 2 cen-
turies has been a clear right of every
State in this Nation, and that is to
control the medical malpractice laws
of our country.

Why should we be able to sue a doc-
tor for malpractice in State court but
have to go to Federal Court to sue a
managed care company? That is what
the Coburn substitute does. That pro-
posal is wrong; it does injustice to our
State legislatures who work hard to be
sure that we have malpractice protec-
tions for our citizens. It creates a new
Federal cause of action that means in-
dividuals will have to go into Federal
court.

If we read the Coburn substitute
carefully, we will find out that it de-
nies due process even after someone
gets to Federal court, because the
Coburn substitute says that when an
individual gets to Federal court, it is
the decision of the external review
panel that governs and that individual
has no right to challenge that once
they get to Federal court.

I think it is a travesty of justice to
support the Coburn substitute, and I

urge the passage of the Norwood-Din-
gell bill.
f

WILDERNESS ISSUES IN THE WEST

(Mr. HANSEN asked and was given
permission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. HANSEN. Madam Speaker, one
of the most contentious issues we have
in the West is called wilderness. We
find it very interesting, because whole
industries have started because of this.
They come in and have their attorneys
and their accountants, and they come
up and do all they can to get all our
brethren to sign on to their bills, which
everybody knows means nothing. We
find it interesting because they start
out with a small amount, and it just
keeps going up.

Today, I am introducing a bill which
will solve many of the problems of the
great State of Utah, and I think this
particular bill would be something that
we could finally resolve this. This bill
will call for 2.3 million acres of wilder-
ness in the State of Utah.

But we have to be concerned about
the local people there. For some rea-
son, a lot of our people from the East
think it is a throw-away vote to give
away our western land. The people who
live on the land, who make their living
there, who recreate on the land should
have a hand in this.

Today, I am very concerned about
the Utah Test and Training Range. For
those of us who sit on the military
committees, we realize that the Utah
Test and Training Range is the best
training range the United States Air
Force has. And if another bill goes
through, we will find that we are kill-
ing the golden goose, and we will not
be able to train our pilots. I will assure
the military there will be nothing in
this bill that will be detrimental to
this.

Madam Speaker, I would hope that
my colleagues could join us on this
good piece of legislation and finally re-
solve an issue that has been very con-
tentious to the West.
f

SUPPORT DEMOCRATS’ PATIENTS’
BILL OF RIGHTS

(Mr. KLINK asked and was given per-
mission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. KLINK. Madam Speaker, back in
1994, the insurance companies of this
country spent tens of millions of dol-
lars having Harry and Louise tell us
that we did not want the Government
to control our health care, and they
won. And as a result, now the insur-
ance companies control our health
care. Now managed care means if we
need health care, we are going to have
to learn to manage.

Beginning in early 1997, when I heard
complaints from doctors and from pa-
tients, I held a series of health care fo-
rums across my district. Over 60 hours
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of testimony, 1,500 people and horror
stories beyond comprehension. I
brought those stories and the results of
that to the Democratic caucus. We
began holding hearings here on the
lawn right outside the Capitol. And
from that came a series of health care
proposals, because we learned that the
American people had lost complete
confidence in the health care system.

They were screaming for help and
could not understand why we as Mem-
bers of Congress let this go on so long.
We had the best health care delivery
system in the entire world, and we let
it fall apart; and people could not un-
derstand why.

Now, today, we have a chance to fix
that. We can stop the insurance compa-
nies from deciding what doctor we can
go to, if we can go to a doctor, what
hospital, what kind of treatment we
can get. We can put health care back in
the hands of doctors and patients by
passing Norwood-Dingell.
f

NATIONAL 4–H WEEK

(Mr. DEAL of Georgia asked and was
given permission to address the House
for 1 minute and to revise and extend
his remarks.)

Mr. DEAL of Georgia. Madam Speak-
er, I rise today in honor of the National
4–H Club. October 3 through 9 is des-
ignated as National 4–H Week.

Across the country this week, the
youth are marking the 97th year of this
organization and are asking the ques-
tion with the theme: Are you into it?
The theme is embraced by more than
6.5 million young Americans who take
part in 4–H educational programs. It is
time to celebrate the diversity of 4–H
activities and people, and to recognize
the achievements of youth who strive
to develop the four Hs: head, heart,
hands, and health.

Founded in 1902 as an agricultural
youth organization, 4–H is no longer
just cows and plows. To keep up with
the wide range of interests of today’s
youth, 4–H programs have diversified
and include such things as designing
web pages, participating in mock legis-
latures, community cleanups, and so
forth. Since its beginning nearly 100
years ago in rural America, about 45
million Americans from all walks of
life have been involved in 4–H.

Madam Speaker, I have authored a
resolution in honor of the 4–H clubs of
America as we congratulate their
members.
f

SUPPORT NORWOOD-DINGELL
PATIENTS’ BILL OF RIGHTS

(Mr. ALLEN asked and was given
permission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. ALLEN. Madam Speaker, I rise
in strong support of the Norwood-Din-
gell Bipartisan Consensus Managed
Care Improvement Act.

This debate pits doctors and patients
against the health insurance industry.

The insurance industry has weighed
into this debate to protect its pocket-
books, not its patients. In TV ads and
on this floor, opponents of a patients’
bill of rights have tried to demonize
trial lawyers. But this debate is how to
encourage HMOs to provide better care
to their patients.

The substitutes to Norwood-Dingell
preserve some or all of the legal immu-
nity that the insurers now have even
when their decisions kill or injure pa-
tients. If HMOs can be held liable for
their own negligence, they will pay
more attention to patients. They will
be more careful. That is all. It is sim-
ple. That is what this debate is about.
Pass the Dingell-Norwood Patients’
Bill of Rights.
f

SUPPORT H.R. 3034, TO EXPAND
FLEXIBLE SPENDING ACCOUNTS

(Mr. ROYCE asked and was given per-
mission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. ROYCE. Madam Speaker, flexible
spending accounts allow employers and
employees to contribute pretax money
to accounts which they can then use to
pay for out-of-pocket medical expenses
and insurance costs and to pay for
deductibles. But there is a problem in
the Tax Code with the way in which
these accounts work today, and that is
there is a use it or lose it provision
where it reverts back to the employer.
So, typically, people put down $750 of
pretax to use for these flexible spend-
ing accounts, and at the end of the
year about $140 reverts back that they
are not able to use.

My bill, House bill 3034, would allow
this to be expanded, would allow this
to be carried over into the following
year so that that would not be lost. A
lot more people would utilize this pro-
vision if they did not lose it.

Many employees would choose less
expensive, high-deductible insurance
policies and put the premium savings
then in their flexible spending accounts
if they knew they could roll that over
into the following year. It also rein-
forces the doctor-patient relationship.

Madam Speaker, I urge support for
H.R. 3034.
f

NORWOOD-DINGELL OFFERS BEST
PROTECTIONS FOR AMERICAN
FAMILIES

(Ms. DELAURO asked and was given
permission to address the House for 1
minute and to revise and extend her re-
marks.)

Ms. DELAURO. Madam Speaker,
today we have a historic opportunity
to pass HMO reform that will ensure
that medical decisions are made by
doctors and patients and not by insur-
ance companies.

These are sensible patient protec-
tions that all parents should have for
their families. But to pass them, we are
being forced to cross a mine field. The
Republican leadership has teamed up

with the insurance industry to obstruct
and weaken the Patients’ Bill of
Rights. The Republican leadership has
set up a series of amendments that will
undermine the basic provisions of this
bill, a bipartisan bill. And I stress bi-
partisan.

The Patients’ Bill of Rights simply
ensures that medical decisions are
being made by doctors and hospitals
and that HMOs are accountable for
damages caused by wrongful denials.
These provisions are already working
for families in California and in Texas;
now every family deserves them.

I call on my colleagues to defeat the
poison pill amendments, pass the Nor-
wood-Dingell bill, the Patients’ Bill of
Rights, which today’s New York Times
says, and I quote, ‘‘offers the best place
to start in getting strong protections
for millions of American families.’’
f

SUPPORT A PATIENTS’ BILL OF
RIGHTS, NOT A LAWYER’S RIGHT
TO BILL
(Mr. HAYWORTH asked and was

given permission to address the House
for 1 minute and to revise and extend
his remarks.)

Mr. HAYWORTH. Madam Speaker, I
always enjoy hearing from my col-
league from Connecticut, especially
her description of a poison pill involv-
ing legislation. Madam Speaker, let me
suggest to my colleagues the only poi-
son pill is that which would seek to en-
rich and empower trial lawyers and
courtrooms over clinics.

There is much we can agree on in
truly a bipartisan fashion. I believe, as
I think every Member of this House
does, that when it comes to health care
decisions, those decisions should not be
made by an insurance company bureau-
crat any more than they should be
made by a Washington bureaucrat. The
power should be in the hands of the pa-
tients.

The patients I know in the Sixth Dis-
trict of Arizona want to see a doctor,
not a lawyer. They want access to a
clinic, not a courtroom. And they do
not want their estates to sue; they
want to live long, productive lives and
seek help. That is the essence of what
happens today, not demonization of the
insurance companies nor a poison pill
of freedom for patients.

Let us have a true patients’ bill of
rights, not a lawyer’s right to bill.
f

LOOK TO TEXAS FOR EXAMPLE OF
MEANINGFUL MANAGED CARE
REFORM
(Mr. GREEN of Texas asked and was

given permission to address the House
for 1 minute and to revise and extend
his remarks.)

Mr. GREEN of Texas. Madam Speak-
er, my colleague from Arizona needs to
come to Texas, and we will show him
what has happened in the real world
when we have really had a Patients’
Bill of Rights and real effective reform.

We do not have a lot of lawsuits. In 2
years, in fact we have had three, maybe
four.
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What we have seen, though, is the ex-
ternal appeals process backed up with
the right to go to the courthouse
means that they settle those appeals.

In Texas, we are finding that over 50
percent of the appeals are being found
in the patient’s favor. In other words,
the decision-maker, the insurance com-
pany, whoever made that decision was
wrong over 50 percent of the time. And
that is what is wrong with the current
system.

I do not want lawyers to get rich.
They want health care. The people
want health care. That is what they
are doing. And in Texas, with 2 years’
experience, that is what is happening,
strong external appeals backed up with
a judicial review that they do not want
to go to neither the insurance compa-
nies nor the patients.

We have that in the Norwood/Dingell
bill, and that is why it is so important.
Medical necessity, external appeals, ac-
cess to specialists, emergency care, but
also backed up with an accountability
system.

If Wal-Mart can be sued for a slip-
and-fall in State courts, why should
their employees not be able to go to
State courts?

f

TIME FOR CONGRESS TO QUIT
PLAYING PARTISAN POLITICS
WITH AMERICA’S SCHOOL-
CHILDREN

(Mr. CHABOT asked and was given
permission to address the House for 1
minute.)

Mr. CHABOT. Madam Speaker, we
have heard a lot of talk about health
care here this morning. And health
care is very important. Education is
pretty important, too.

I think it is time for the President
and his liberal Democratic friends here
in the House to quit playing partisan
politics with American schoolchildren
and with their schools. They spend so
much time distorting the Republican
record on education spending that they
fail to acknowledge that spending is
not the only issue.

We all believe that education funding
is important. The difference lies in how
we want that money to be spent. Lib-
eral Democrats want it to be spent on
more big government programs. It does
not matter to them if the programs
work or not as long as they can make
themselves believe that they are help-
ing kids.

I would rather see education dollars
go directly to the classroom where it
can be spent by people who know other
children’s names. They could spend it
on books or chalk or computer equip-
ment or whatever else they need to
teach their students. This is a whole
lot better than spending it on reams of
bureaucratic paperwork.

BIPARTISAN CONSENSUS MAN-
AGED CARE IMPROVEMENT ACT
OF 1999

(Mr. LAMPSON asked and was given
permission to address the House for 1
minute.)

Mr. LAMPSON. Madam Speaker, I
rise today to challenge all of my col-
leagues, Democrats, Republicans, Inde-
pendent, to pass legislation that would
provide all Americans with the health
care protections they need and deserve.

It concerns me that patients from my
district are being denied the health
coverage they need to lead productive
lives. It seems that I cannot pick up
the Beaumont Enterprise or Texas City
Sun without reading about someone
who was denied care because some in-
surance company decided that a proce-
dure was not necessary. It has even
happened to my own daughter, Steph-
anie.

It is one thing to keep costs down,
but it cannot be done at the patient’s
expense. That is why I support the Bi-
partisan Consensus Managed Care Im-
provement Act of 1999.

I am confident that this bill will give
residents of Hotel Beaumont, a senior
citizens community in the heart of my
hometown, the right to choose a spe-
cialist and see the same doctor
throughout treatment.

It is time for us to put our money
where our mouth is. Let us prove to the
American people that this Congress
can work together to address issues
that they really care about. Let us pass
H.R. 2723.

f

HEALTH CARE REFORM

(Mr. HAYES asked and was given
permission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. HAYES. Madam Speaker, this
morning I rise to simply say that the
people in the 8th District of North
Carolina care about access, they care
about quality, they care about afford-
ability. That is what we on our side of
the aisle care about this morning. We
want to provide that.

The language that some of my liberal
friends use may be good politics, but it
is bad medicine for the people in the
8th District. Support the bill that gives
access, that gives affordability, and
give quality to the people of America.
Support Boehner. Support Shadegg/
Coburn.

f

HEALTH CARE REFORM

(Mr. SNYDER asked and was given
permission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. SNYDER. Madam Speaker, as a
family doctor in Arkansas for 20 years,
I am well aware that doctors and
nurses do not know everything about
health policy. But one thing I do know
is that, in a doctor’s office in America
today, arguments and shouting

matches with insurance companies
occur on a regular basis.

Let me tell my colleagues about one
example. I saw a patient with depres-
sion; and as part of the treatment, I
thought they needed counseling. How
do I obtain counseling? I took the pa-
tient into a room, gave them an 800
number to their insurance company,
and they had to call an anonymous
voice on the phone who made the deci-
sion about whether they would get
counseling and for how many sessions.

This is wrong. If anonymous voices
working for insurance companies at
the end of a phone make medical deci-
sions, they should be held just as ac-
countable under State law as doctors
and nurses.

Pass Norwood-Dingell.
f

REPUBLICANS ENDING 30-YEAR
RAID ON SOCIAL SECURITY

(Mr. THUNE asked and was given
permission to address the House for 1
minute.)

Mr. THUNE. Madam Speaker, Repub-
licans here in the House are doing the
right thing for seniors, the right thing
for our children, and the right thing for
every American who hopes to retire.
We have walled off Social Security and
placed it in a secure lockbox. We are
ending the 30-year raid on Social Secu-
rity.

Now we need our colleagues in the
Senate to do the same thing: Take up
the lockbox legislation, follow our
lead, and do what is right for our par-
ents, our children, and for the next
generation of Americans.

The American people deserve to
know who is serious about protecting
and saving Social Security. We need
the lockbox legislation passed in the
Senate and signed into law by the
President.
f

ANNOUNCEMENT BY THE SPEAKER
PRO TEMPORE

The SPEAKER pro tempore (Mrs.
BIGGERT). The Chair must remind all
Members not to suggest actions to be
taken by the Senate.
f

MANAGED CARE REFORM: A MAT-
TER OF VALUE, ETHICS AND
PRIORITIES

(Mr. STRICKLAND asked and was
given permission to address the House
for 1 minute and to revise and extend
his remarks.)

Mr. STRICKLAND. Madam Speaker,
the issue before the House today is a
complex one, but the answer is fairly
simple. We are being given a forced
choice today. We can either choose to
put medical care back into the hands of
physicians and patients, or we can
allow those medical decisions to re-
main in the hands of insurance bureau-
crats.

All across America today, citizens
are being harmed and I believe are los-
ing their lives because we have allowed
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the insurance companies and the HMOs
to make medical decisions. This is a
matter of value. It is a matter of eth-
ics. It is a matter of priorities.

Who are we going to put first? Pa-
tients? And are we going to honor the
sacred relationship between the physi-
cian and the patient, or are we going to
continue to allow the HMOs and the in-
surance companies to put profits above
patient welfare? It is a simple choice.

The American people are watching,
and every one of us ought to be held ac-
countable for what we do in this cham-
ber today.
f

EUROPE JOB CREATION ALMOST
ZERO

(Mr. COOKSEY asked and was given
permission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. COOKSEY. Madam Speaker, the
unemployment rate in most European
countries is nearly three times the un-
employment rate of the United States.
While the U.S. economy is a job cre-
ating machine, in Europe job creation
is almost zero. Older workers who lose
their jobs cannot find new ones, and
younger people looking for that first
job often do so for years and often have
to wait years before they could move
out of the house.

Meanwhile, in the U.S., there is actu-
ally a job shortage in many areas of
the country. I would be positively fas-
cinated to know how my liberal col-
leagues might explain this situation.

I wonder if it would ever occur to
them that low-tax countries such as
the U.S., Hong Kong, Singapore have
low unemployment rates, while high-
tax countries such as France, Sweden,
Germany, Italy, Spain and so many
others are wallowing in economies with
no economic growth.

The truth is European governments
which are successful in implementing
the policies of the Democratic party
are successful in achieving dreadfully
performing economies. It does make
one wonder.
f

REPUBLICAN HEALTH CARE
REFORM IS A RUSE

(Mr. PASCRELL asked and was given
permission to address the House for 1
minute.)

Mr. PASCRELL. Madam Speaker, I
want to commend the gentleman from
Michigan (Mr. DINGELL) and the gen-
tleman from Georgia (Mr. NORWOOD),
great Americans, for providing a great
service to all of us on a managed care
bill which I think will work. But there
are Members of this House that are
working against this consensus by in-
troducing substitutes that in no way
equal the comprehensive approach.

We have heard a great deal of
hysteria in the past few weeks about
how Norwood/Dingell will expose our
small business owners and employers of
all shapes and sizes to massive new liti-
gation threats.

If my colleagues read the bill, and I
would suggest that they read the bill,
on page 99 it says very specifically in
Section 302 that the bill ‘‘does not au-
thorize any cause of action against an
employer, or other plan sponsor main-
taining the group health plan, or
against an employee of such an em-
ployer.’’

It is a ruse. They have provided a
ruse. Why do they not tell the Amer-
ican people the truth instead of stand-
ing out there with the money changers
as they were yesterday as we walked
here to do business?
f

AMERICANS HAVE A CHANCE TO
HAVE A ACCOUNTABILITY AGAIN
IN HEALTH ORGANIZATIONS

(Mr. KUYKENDALL asked and was
given permission to address the House
for 1 minute and to revise and extend
his remarks.)

Mr. KUYKENDALL. Madam Speaker,
today the American people are going to
get a chance to have accountability
put back in their health care organiza-
tions. There are a number of options
before us, and at least three of those
options are going to give the American
public the ability to sue their health
plan. They have not had that right in
the past. That is an accountability
they will have again over the medical
profession for medical decisions.

What comes with that is a need to
figure out how to protect this employer
group that so many of us are dependent
upon for our livelihood and health care
insurance coverage. I think there are
several options today that do a good
job at that as well.

Those employers are not meant to be
in the medical business, they are
meant to be employers, manufacturers,
and service providers. In this legisla-
tion today, I think we have a couple of
options and the public will be well-
served when they see the outcome.
They will have accountability from
their medical providers and their em-
ployers will remain sound and still be
the conduit through which most people
will get their medical coverage.

I would encourage the public to
watch today. This debate will be both
lengthy and strident. But at the end of
the day, they will be better served.
f

SAFEWAY SHOULD RECOGNIZE ITS
CORPORATE RESPONSIBILITY

(Mr. LANTOS asked and was given
permission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. LANTOS. Madam Speaker, I rise
on behalf of the large group of senior,
frail, and low-income citizens in my
congressional district in the city of
Pacifica. They have been shopping at
Safeway for decades, but Safeway—in a
display of corporate arrogance and ir-
responsibility—suddenly closed that
store.

These folks have no automobiles.
They are too frail and too old to walk

two miles to another store. Safeway
should have found a way to keep open
this facility. But in an irresponsible
act of corporate recklessness, it closed
the store, and the seniors are left high
and dry, trying to fend for themselves.

I call on Safeway—a multi-billion-
dollar corporation—to change its
course and recognize its corporate re-
sponsibility. It has the duty to serve
the people who have kept it profitable
for decades. It can’t just walk out on
them.

f

THE JOURNAL

The SPEAKER pro tempore. Pursu-
ant to clause 8, rule XX, the pending
business is the question of the Speak-
er’s approval of the Journal.

The question is on the Speaker’s ap-
proval of the Journal of the last day’s
proceedings.

The question was taken; and the
Speaker pro tempore announced that
the ayes appeared to have it.

Ms. DEGETTE. Madam Speaker, I ob-
ject to the vote on the ground that a
quorum is not present and make the
point of order that a quorum is not
present.

The SPEAKER pro tempore. Evi-
dently a quorum is not present.

The Sergeant at Arms will notify ab-
sent Members.

The vote was taken by electronic de-
vice, and there were—yeas 341, nays 73,
not voting 19, as follows:

[Roll No. 486]

YEAS—341

Ackerman
Andrews
Archer
Armey
Bachus
Baird
Baker
Baldwin
Ballenger
Barcia
Barrett (NE)
Barrett (WI)
Bartlett
Barton
Bass
Bateman
Becerra
Bentsen
Bereuter
Berkley
Berman
Berry
Biggert
Bilirakis
Bishop
Blagojevich
Bliley
Blumenauer
Blunt
Boehlert
Boehner
Bonilla
Bonior
Bono
Boswell
Boucher
Boyd
Brady (TX)
Brown (FL)
Brown (OH)
Bryant
Burr
Burton
Buyer
Callahan
Calvert
Camp

Campbell
Canady
Cannon
Capps
Cardin
Carson
Castle
Chabot
Chambliss
Clayton
Coble
Coburn
Collins
Combest
Condit
Conyers
Cook
Cooksey
Cox
Coyne
Cramer
Cubin
Cummings
Cunningham
Danner
Davis (FL)
Davis (VA)
Deal
DeGette
Delahunt
DeLauro
DeLay
DeMint
Deutsch
Diaz-Balart
Dicks
Dingell
Dixon
Doggett
Dooley
Doolittle
Doyle
Dreier
Duncan
Dunn
Edwards
Ehlers

Emerson
Engel
Eshoo
Everett
Ewing
Farr
Fattah
Fletcher
Foley
Forbes
Fossella
Fowler
Frank (MA)
Franks (NJ)
Frelinghuysen
Gallegly
Ganske
Gejdenson
Gekas
Gephardt
Gilchrest
Gillmor
Gilman
Gonzalez
Goode
Goodlatte
Goodling
Gordon
Goss
Graham
Granger
Green (TX)
Green (WI)
Greenwood
Hall (OH)
Hall (TX)
Hansen
Hastings (WA)
Hayes
Hayworth
Herger
Hill (IN)
Hill (MT)
Hinchey
Hinojosa
Hobson
Hoeffel
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Hoekstra
Holden
Holt
Horn
Hostettler
Houghton
Hoyer
Hunter
Hyde
Inslee
Isakson
Istook
Jackson (IL)
Jenkins
John
Johnson (CT)
Johnson, Sam
Jones (NC)
Kanjorski
Kasich
Kelly
Kennedy
Kildee
Kilpatrick
Kind (WI)
King (NY)
Kingston
Kleczka
Klink
Knollenberg
Kolbe
Kuykendall
LaHood
Lampson
Lantos
Larson
Latham
LaTourette
Lazio
Leach
Levin
Lewis (CA)
Lewis (KY)
Lofgren
Lucas (KY)
Lucas (OK)
Maloney (CT)
Maloney (NY)
Manzullo
Markey
Martinez
Mascara
Matsui
McCarthy (MO)
McCarthy (NY)
McCrery
McHugh
McInnis
McIntosh
McIntyre
McKeon
McKinney
Meehan
Meeks (NY)
Menendez
Metcalf
Mica

Millender-
McDonald

Miller (FL)
Miller, Gary
Minge
Mink
Mollohan
Moore
Moran (VA)
Morella
Murtha
Myrick
Nadler
Napolitano
Nethercutt
Ney
Northup
Norwood
Nussle
Obey
Olver
Ortiz
Ose
Oxley
Packard
Pascrell
Pastor
Paul
Payne
Pease
Peterson (PA)
Petri
Phelps
Pickering
Pitts
Pombo
Pomeroy
Porter
Portman
Price (NC)
Pryce (OH)
Quinn
Radanovich
Rahall
Rangel
Regula
Reyes
Reynolds
Rivers
Rodriguez
Roemer
Rogan
Rogers
Rohrabacher
Ros-Lehtinen
Rothman
Roukema
Roybal-Allard
Royce
Rush
Ryan (WI)
Ryun (KS)
Salmon
Sanchez
Sanders
Sandlin
Sanford

Saxton
Schakowsky
Scott
Sensenbrenner
Serrano
Sessions
Shadegg
Shaw
Shays
Sherman
Sherwood
Shimkus
Shows
Shuster
Simpson
Sisisky
Skeen
Skelton
Smith (MI)
Smith (NJ)
Smith (TX)
Smith (WA)
Snyder
Souder
Spence
Spratt
Stabenow
Stearns
Stump
Sununu
Sweeney
Talent
Tancredo
Tauscher
Tauzin
Taylor (NC)
Terry
Thomas
Thornberry
Thune
Tiahrt
Tierney
Toomey
Towns
Traficant
Turner
Upton
Vitter
Walden
Walsh
Watkins
Watt (NC)
Watts (OK)
Waxman
Weiner
Weldon (FL)
Wexler
Weygand
Whitfield
Wicker
Wilson
Wise
Wolf
Woolsey
Wu
Wynn
Young (FL)

NAYS—73

Aderholt
Allen
Baldacci
Bilbray
Borski
Brady (PA)
Capuano
Chenoweth-Hage
Clay
Clyburn
Costello
Crane
Crowley
DeFazio
Dickey
English
Etheridge
Evans
Filner
Frost
Gibbons
Gutierrez
Gutknecht
Hastings (FL)
Hefley

Hilleary
Hilliard
Hooley
Hulshof
Hutchinson
Jackson-Lee

(TX)
Johnson, E. B.
Jones (OH)
Kucinich
LaFalce
Lee
Lewis (GA)
Lipinski
LoBiondo
Lowey
Luther
McDermott
McNulty
Meek (FL)
Miller, George
Moran (KS)
Neal
Oberstar
Pallone

Peterson (MN)
Pickett
Ramstad
Riley
Sabo
Schaffer
Slaughter
Stark
Stenholm
Strickland
Stupak
Tanner
Taylor (MS)
Thompson (CA)
Thompson (MS)
Thurman
Udall (CO)
Udall (NM)
Velazquez
Vento
Visclosky
Wamp
Waters
Weller

NOT VOTING—19

Abercrombie
Barr
Clement

Davis (IL)
Ehrlich
Ford

Jefferson
Kaptur
Largent

Linder
McCollum
McGovern
Moakley

Owens
Pelosi
Sawyer
Scarborough

Weldon (PA)
Young (AK)
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Ms. JACKSON-LEE of Texas and Mr.
DICKEY changed their vote from
‘‘yea’’ to ‘‘nay.’’

So the Journal was approved.
The result of the vote was announced

as above recorded.
f

BIPARTISAN CONSENSUS MAN-
AGED CARE IMPROVEMENT ACT
OF 1999

The SPEAKER pro tempore (Mrs.
BIGGERT). Pursuant to House Resolu-
tion 323 and rule XXVIII, the Chair de-
clares the House in the Committee of
the Whole House on the State of the
Union for the further consideration of
the bill, H.R. 2723.

b 1107

IN THE COMMITTEE OF THE WHOLE

Accordingly, the House resolved
itself into the Committee of the Whole
House on the State of the Union for the
further consideration of the bill (H.R.
2723) to amend Title I of the Employee
Retirement Income Security Act of
1974, title XXVII of the Public Health
Service Act, and the Internal Revenue
Code of 1986 to protect consumers in
managed care plans and other health
coverage, with Mr. HASTINGS of Wash-
ington in the chair.

The Clerk read the title of the bill.
The CHAIRMAN. When the Com-

mittee of the Whole rose on Wednes-
day, October 6, 1999, all time for gen-
eral debate had expired.

Pursuant to the rule, the amend-
ments printed in part A of House Re-
port 106–366 are adopted and the bill, as
amended, is considered read for amend-
ment under the 5-minute rule.

The text of H.R. 2723, as amended, is
as follows:

H.R. 2723

Be it enacted by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled,
SECTION 1. SHORT TITLE; TABLE OF CONTENTS.

(a) SHORT TITLE.—This Act may be cited as
the ‘‘Bipartisan Consensus Managed Care Im-
provement Act of 1999’’.

(b) TABLE OF CONTENTS.—The table of con-
tents of this Act is as follows:

Sec. 1. Short title; table of contents.

TITLE I—IMPROVING MANAGED CARE

Subtitle A—Grievances and Appeals

Sec. 101. Utilization review activities.
Sec. 102. Internal appeals procedures.
Sec. 103. External appeals procedures.
Sec. 104. Establishment of a grievance proc-

ess.

Subtitle B—Access to Care

Sec. 111. Consumer choice option.
Sec. 112. Choice of health care professional.
Sec. 113. Access to emergency care.
Sec. 114. Access to specialty care.
Sec. 115. Access to obstetrical and gyneco-

logical care.
Sec. 116. Access to pediatric care.
Sec. 117. Continuity of care.
Sec. 118. Access to needed prescription

drugs.

Sec. 119. Coverage for individuals partici-
pating in approved clinical
trials.

Subtitle C—Access to Information
Sec. 121. Patient access to information.

Subtitle D—Protecting the Doctor-Patient
Relationship

Sec. 131. Prohibition of interference with
certain medical communica-
tions.

Sec. 132. Prohibition of discrimination
against providers based on li-
censure.

Sec. 133. Prohibition against improper in-
centive arrangements.

Sec. 134. Payment of claims.
Sec. 135. Protection for patient advocacy.

Subtitle E—Definitions
Sec. 151. Definitions.
Sec. 152. Preemption; State flexibility; con-

struction.
Sec. 153. Exclusions.
Sec. 154. Coverage of limited scope plans.
Sec. 155. Regulations.
TITLE II—APPLICATION OF QUALITY

CARE STANDARDS TO GROUP HEALTH
PLANS AND HEALTH INSURANCE COV-
ERAGE UNDER THE PUBLIC HEALTH
SERVICE ACT

Sec. 201. Application to group health plans
and group health insurance cov-
erage.

Sec. 202. Application to individual health in-
surance coverage.

TITLE III—AMENDMENTS TO THE EM-
PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

Sec. 301. Application of patient protection
standards to group health plans
and group health insurance cov-
erage under the Employee Re-
tirement Income Security Act
of 1974.

Sec. 302. ERISA preemption not to apply to
certain actions involving
health insurance policyholders.

TITLE IV—APPLICATION TO GROUP
HEALTH PLANS UNDER THE INTERNAL
REVENUE CODE OF 1986

Sec. 401. Amendments to the Internal Rev-
enue Code of 1986.

TITLE V—EFFECTIVE DATES;
COORDINATION IN IMPLEMENTATION

Sec. 501. Effective dates.
Sec. 502. Coordination in implementation.

TITLE VI—HEALTH CARE PAPERWORK
SIMPLIFICATION

Sec. 601. Health care paperwork simplifica-
tion.

TITLE I—IMPROVING MANAGED CARE
Subtitle A—Grievance and Appeals

SEC. 101. UTILIZATION REVIEW ACTIVITIES.
(a) COMPLIANCE WITH REQUIREMENTS.—
(1) IN GENERAL.—A group health plan, and

a health insurance issuer that provides
health insurance coverage, shall conduct uti-
lization review activities in connection with
the provision of benefits under such plan or
coverage only in accordance with a utiliza-
tion review program that meets the require-
ments of this section.

(2) USE OF OUTSIDE AGENTS.—Nothing in
this section shall be construed as preventing
a group health plan or health insurance
issuer from arranging through a contract or
otherwise for persons or entities to conduct
utilization review activities on behalf of the
plan or issuer, so long as such activities are
conducted in accordance with a utilization
review program that meets the requirements
of this section.

(3) UTILIZATION REVIEW DEFINED.—For pur-
poses of this section, the terms ‘‘utilization
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review’’ and ‘‘utilization review activities’’
mean procedures used to monitor or evaluate
the use or coverage, clinical necessity, ap-
propriateness, efficacy, or efficiency of
health care services, procedures or settings,
and includes prospective review, concurrent
review, second opinions, case management,
discharge planning, or retrospective review.

(b) WRITTEN POLICIES AND CRITERIA.—
(1) WRITTEN POLICIES.—A utilization review

program shall be conducted consistent with
written policies and procedures that govern
all aspects of the program.

(2) USE OF WRITTEN CRITERIA.—
(A) IN GENERAL.—Such a program shall uti-

lize written clinical review criteria devel-
oped with input from a range of appropriate
actively practicing health care professionals,
as determined by the plan, pursuant to the
program. Such criteria shall include written
clinical review criteria that are based on
valid clinical evidence where available and
that are directed specifically at meeting the
needs of at-risk populations and covered in-
dividuals with chronic conditions or severe
illnesses, including gender-specific criteria
and pediatric-specific criteria where avail-
able and appropriate.

(B) CONTINUING USE OF STANDARDS IN RET-
ROSPECTIVE REVIEW.—If a health care service
has been specifically pre-authorized or ap-
proved for an enrollee under such a program,
the program shall not, pursuant to retro-
spective review, revise or modify the specific
standards, criteria, or procedures used for
the utilization review for procedures, treat-
ment, and services delivered to the enrollee
during the same course of treatment.

(C) REVIEW OF SAMPLE OF CLAIMS DENIALS.—
Such a program shall provide for an evalua-
tion of the clinical appropriateness of at
least a sample of denials of claims for bene-
fits.

(c) CONDUCT OF PROGRAM ACTIVITIES.—
(1) ADMINISTRATION BY HEALTH CARE PRO-

FESSIONALS.—A utilization review program
shall be administered by qualified health
care professionals who shall oversee review
decisions.

(2) USE OF QUALIFIED, INDEPENDENT PER-
SONNEL.—

(A) IN GENERAL.—A utilization review pro-
gram shall provide for the conduct of utiliza-
tion review activities only through personnel
who are qualified and have received appro-
priate training in the conduct of such activi-
ties under the program.

(B) PROHIBITION OF CONTINGENT COMPENSA-
TION ARRANGEMENTS.—Such a program shall
not, with respect to utilization review activi-
ties, permit or provide compensation or any-
thing of value to its employees, agents, or
contractors in a manner that encourages de-
nials of claims for benefits.

(C) PROHIBITION OF CONFLICTS.—Such a pro-
gram shall not permit a health care profes-
sional who is providing health care services
to an individual to perform utilization re-
view activities in connection with the health
care services being provided to the indi-
vidual.

(3) ACCESSIBILITY OF REVIEW.—Such a pro-
gram shall provide that appropriate per-
sonnel performing utilization review activi-
ties under the program, including the utili-
zation review administrator, are reasonably
accessible by toll-free telephone during nor-
mal business hours to discuss patient care
and allow response to telephone requests,
and that appropriate provision is made to re-
ceive and respond promptly to calls received
during other hours.

(4) LIMITS ON FREQUENCY.—Such a program
shall not provide for the performance of uti-
lization review activities with respect to a
class of services furnished to an individual
more frequently than is reasonably required

to assess whether the services under review
are medically necessary or appropriate.

(d) DEADLINE FOR DETERMINATIONS.—
(1) PRIOR AUTHORIZATION SERVICES.—
(A) IN GENERAL.—Except as provided in

paragraph (2), in the case of a utilization re-
view activity involving the prior authoriza-
tion of health care items and services for an
individual, the utilization review program
shall make a determination concerning such
authorization, and provide notice of the de-
termination to the individual or the individ-
ual’s designee and the individual’s health
care provider by telephone and in printed
form, as soon as possible in accordance with
the medical exigencies of the case, and in no
event later than the deadline specified in
subparagraph (B).

(B) DEADLINE.—
(i) IN GENERAL.—Subject to clauses (ii) and

(iii), the deadline specified in this subpara-
graph is 14 days after the date of receipt of
the request for prior authorization.

(ii) EXTENSION PERMITTED WHERE NOTICE OF
ADDITIONAL INFORMATION REQUIRED.—If a uti-
lization review program—

(I) receives a request for a prior authoriza-
tion,

(II) determines that additional information
is necessary to complete the review and
make the determination on the request, and

(III) notifies the requester, not later than
five business days after the date of receiving
the request, of the need for such specified ad-
ditional information,

the deadline specified in this subparagraph is
14 days after the date the program receives
the specified additional information, but in
no case later than 28 days after the date of
receipt of the request for the prior authoriza-
tion. This clause shall not apply if the dead-
line is specified in clause (iii).

(iii) EXPEDITED CASES.—In the case of a sit-
uation described in section 102(c)(1)(A), the
deadline specified in this subparagraph is 72
hours after the time of the request for prior
authorization.

(2) ONGOING CARE.—
(A) CONCURRENT REVIEW.—
(i) IN GENERAL.—Subject to subparagraph

(B), in the case of a concurrent review of on-
going care (including hospitalization), which
results in a termination or reduction of such
care, the plan must provide by telephone and
in printed form notice of the concurrent re-
view determination to the individual or the
individual’s designee and the individual’s
health care provider as soon as possible in
accordance with the medical exigencies of
the case, with sufficient time prior to the
termination or reduction to allow for an ap-
peal under section 102(c)(1)(A) to be com-
pleted before the termination or reduction
takes effect.

(ii) CONTENTS OF NOTICE.—Such notice shall
include, with respect to ongoing health care
items and services, the number of ongoing
services approved, the new total of approved
services, the date of onset of services, and
the next review date, if any, as well as a
statement of the individual’s rights to fur-
ther appeal.

(B) EXCEPTION.—Subparagraph (A) shall
not be interpreted as requiring plans or
issuers to provide coverage of care that
would exceed the coverage limitations for
such care.

(3) PREVIOUSLY PROVIDED SERVICES.—In the
case of a utilization review activity involv-
ing retrospective review of health care serv-
ices previously provided for an individual,
the utilization review program shall make a
determination concerning such services, and
provide notice of the determination to the
individual or the individual’s designee and
the individual’s health care provider by tele-
phone and in printed form, within 30 days of

the date of receipt of information that is rea-
sonably necessary to make such determina-
tion, but in no case later than 60 days after
the date of receipt of the claim for benefits.

(4) FAILURE TO MEET DEADLINE.—In a case
in which a group health plan or health insur-
ance issuer fails to make a determination on
a claim for benefit under paragraph (1),
(2)(A), or (3) by the applicable deadline estab-
lished under the respective paragraph, the
failure shall be treated under this subtitle as
a denial of the claim as of the date of the
deadline.

(5) REFERENCE TO SPECIAL RULES FOR EMER-
GENCY SERVICES, MAINTENANCE CARE, AND
POST-STABILIZATION CARE.—For waiver of
prior authorization requirements in certain
cases involving emergency services and
maintenance care and post-stabilization
care, see subsections (a)(1) and (b) of section
113, respectively.

(e) NOTICE OF DENIALS OF CLAIMS FOR BENE-
FITS.—

(1) IN GENERAL.—Notice of a denial of
claims for benefits under a utilization review
program shall be provided in printed form
and written in a manner calculated to be un-
derstood by the participant, beneficiary, or
enrollee and shall include—

(A) the reasons for the denial (including
the clinical rationale);

(B) instructions on how to initiate an ap-
peal under section 102; and

(C) notice of the availability, upon request
of the individual (or the individual’s des-
ignee) of the clinical review criteria relied
upon to make such denial.

(2) SPECIFICATION OF ANY ADDITIONAL INFOR-
MATION.—Such a notice shall also specify
what (if any) additional necessary informa-
tion must be provided to, or obtained by, the
person making the denial in order to make a
decision on such an appeal.

(f) CLAIM FOR BENEFITS AND DENIAL OF
CLAIM FOR BENEFITS DEFINED.—For purposes
of this subtitle:

(1) CLAIM FOR BENEFITS.—The term ‘‘claim
for benefits’’ means any request for coverage
(including authorization of coverage), for eli-
gibility, or for payment in whole or in part,
for an item or service under a group health
plan or health insurance coverage.

(2) DENIAL OF CLAIM FOR BENEFITS.—The
term ‘‘denial’’ means, with respect to a
claim for benefits, means a denial, or a fail-
ure to act on a timely basis upon, in whole
or in part, the claim for benefits and in-
cludes a failure to provide benefits (includ-
ing items and services) required to be pro-
vided under this title.
SEC. 102. INTERNAL APPEALS PROCEDURES.

(a) RIGHT OF REVIEW.—
(1) IN GENERAL.—Each group health plan,

and each health insurance issuer offering
health insurance coverage—

(A) shall provide adequate notice in writ-
ing to any participant or beneficiary under
such plan, or enrollee under such coverage,
whose claim for benefits under the plan or
coverage has been denied (within the mean-
ing of section 101(f)(2)), setting forth the spe-
cific reasons for such denial of claim for ben-
efits and rights to any further review or ap-
peal, written in a manner calculated to be
understood by the participant, beneficiary,
or enrollee; and

(B) shall afford such a participant, bene-
ficiary, or enrollee (and any provider or
other person acting on behalf of such an indi-
vidual with the individual’s consent or with-
out such consent if the individual is medi-
cally unable to provide such consent) who is
dissatisfied with such a denial of claim for
benefits a reasonable opportunity (of not less
than 180 days) to request and obtain a full
and fair review by a named fiduciary (with
respect to such plan) or named appropriate
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individual (with respect to such coverage) of
the decision denying the claim.

(2) TREATMENT OF ORAL REQUESTS.—The re-
quest for review under paragraph (1)(B) may
be made orally, but, in the case of an oral re-
quest, shall be followed by a request in writ-
ing.

(b) INTERNAL REVIEW PROCESS.—
(1) CONDUCT OF REVIEW.—
(A) IN GENERAL.—A review of a denial of

claim under this section shall be made by an
individual who—

(i) in a case involving medical judgment,
shall be a physician or, in the case of limited
scope coverage (as defined in subparagraph
(B), shall be an appropriate specialist;

(ii) has been selected by the plan or issuer;
and

(iii) did not make the initial denial in the
internally appealable decision.

(B) LIMITED SCOPE COVERAGE DEFINED.—For
purposes of subparagraph (A), the term ‘‘lim-
ited scope coverage’’ means a group health
plan or health insurance coverage the only
benefits under which are for benefits de-
scribed in section 2791(c)(2)(A) of the Public
Health Service Act (42 U.S.C. 300gg–91(c)(2)).

(2) TIME LIMITS FOR INTERNAL REVIEWS.—
(A) IN GENERAL.—Having received such a

request for review of a denial of claim, the
plan or issuer shall, in accordance with the
medical exigencies of the case but not later
than the deadline specified in subparagraph
(B), complete the review on the denial and
transmit to the participant, beneficiary, en-
rollee, or other person involved a decision
that affirms, reverses, or modifies the denial.
If the decision does not reverse the denial,
the plan or issuer shall transmit, in printed
form, a notice that sets forth the grounds for
such decision and that includes a description
of rights to any further appeal. Such deci-
sion shall be treated as the final decision of
the plan. Failure to issue such a decision by
such deadline shall be treated as a final deci-
sion affirming the denial of claim.

(B) DEADLINE.—
(i) IN GENERAL.—Subject to clauses (ii) and

(iii), the deadline specified in this subpara-
graph is 14 days after the date of receipt of
the request for internal review.

(ii) EXTENSION PERMITTED WHERE NOTICE OF
ADDITIONAL INFORMATION REQUIRED.—If a
group health plan or health insurance
issuer—

(I) receives a request for internal review,
(II) determines that additional information

is necessary to complete the review and
make the determination on the request, and

(III) notifies the requester, not later than
five business days after the date of receiving
the request, of the need for such specified ad-
ditional information,

the deadline specified in this subparagraph is
14 days after the date the plan or issuer re-
ceives the specified additional information,
but in no case later than 28 days after the
date of receipt of the request for the internal
review. This clause shall not apply if the
deadline is specified in clause (iii).

(iii) EXPEDITED CASES.—In the case of a sit-
uation described in subsection (c)(1)(A), the
deadline specified in this subparagraph is 72
hours after the time of the request for re-
view.

(c) EXPEDITED REVIEW PROCESS.—
(1) IN GENERAL.—A group health plan, and

a health insurance issuer, shall establish
procedures in writing for the expedited con-
sideration of requests for review under sub-
section (b) in situations—

(A) in which the application of the normal
timeframe for making a determination could
seriously jeopardize the life or health of the
participant, beneficiary, or enrollee or such
an individual’s ability to regain maximum
function; or

(B) described in section 101(d)(2) (relating
to requests for continuation of ongoing care
which would otherwise be reduced or termi-
nated).

(2) PROCESS.—Under such procedures—
(A) the request for expedited review may

be submitted orally or in writing by an indi-
vidual or provider who is otherwise entitled
to request the review;

(B) all necessary information, including
the plan’s or issuer’s decision, shall be trans-
mitted between the plan or issuer and the re-
quester by telephone, facsimile, or other
similarly expeditious available method; and

(C) the plan or issuer shall expedite the re-
view in the case of any of the situations de-
scribed in subparagraph (A) or (B) of para-
graph (1).

(3) DEADLINE FOR DECISION.—The decision
on the expedited review must be made and
communicated to the parties as soon as pos-
sible in accordance with the medical exigen-
cies of the case, and in no event later than 72
hours after the time of receipt of the request
for expedited review, except that in a case
described in paragraph (1)(B), the decision
must be made before the end of the approved
period of care.

(d) WAIVER OF PROCESS.—A plan or issuer
may waive its rights for an internal review
under subsection (b). In such case the partic-
ipant, beneficiary, or enrollee involved (and
any designee or provider involved) shall be
relieved of any obligation to complete the
review involved and may, at the option of
such participant, beneficiary, enrollee, des-
ignee, or provider, proceed directly to seek
further appeal through any applicable exter-
nal appeals process.
SEC. 103. EXTERNAL APPEALS PROCEDURES.

(a) RIGHT TO EXTERNAL APPEAL.—
(1) IN GENERAL.—A group health plan, and

a health insurance issuer offering health in-
surance coverage, shall provide for an exter-
nal appeals process that meets the require-
ments of this section in the case of an exter-
nally appealable decision described in para-
graph (2), for which a timely appeal is made
either by the plan or issuer or by the partici-
pant, beneficiary, or enrollee (and any pro-
vider or other person acting on behalf of
such an individual with the individual’s con-
sent or without such consent if such an indi-
vidual is medically unable to provide such
consent). The appropriate Secretary shall es-
tablish standards to carry out such require-
ments.

(2) EXTERNALLY APPEALABLE DECISION DE-
FINED.—

(A) IN GENERAL.—For purposes of this sec-
tion, the term ‘‘externally appealable deci-
sion’’ means a denial of claim for benefits (as
defined in section 101(f)(2))—

(i) that is based in whole or in part on a de-
cision that the item or service is not medi-
cally necessary or appropriate or is inves-
tigational or experimental; or

(ii) in which the decision as to whether a
benefit is covered involves a medical judg-
ment.

(B) INCLUSION.—Such term also includes a
failure to meet an applicable deadline for in-
ternal review under section 102.

(C) EXCLUSIONS.—Such term does not
include—

(i) specific exclusions or express limita-
tions on the amount, duration, or scope of
coverage that do not involve medical judg-
ment; or

(ii) a decision regarding whether an indi-
vidual is a participant, beneficiary, or en-
rollee under the plan or coverage.

(3) EXHAUSTION OF INTERNAL REVIEW PROC-
ESS.—Except as provided under section
102(d), a plan or issuer may condition the use
of an external appeal process in the case of
an externally appealable decision upon a

final decision in an internal review under
section 102, but only if the decision is made
in a timely basis consistent with the dead-
lines provided under this subtitle.

(4) FILING FEE REQUIREMENT.—
(A) IN GENERAL.—Subject to subparagraph

(B), a plan or issuer may condition the use of
an external appeal process upon payment to
the plan or issuer of a filing fee that does not
exceed $25.

(B) EXCEPTION FOR INDIGENCY.—The plan or
issuer may not require payment of the filing
fee in the case of an individual participant,
beneficiary, or enrollee who certifies (in a
form and manner specified in guidelines es-
tablished by the Secretary of Health and
Human Services) that the individual is indi-
gent (as defined in such guidelines).

(C) REFUNDING FEE IN CASE OF SUCCESSFUL
APPEALS.—The plan or issuer shall refund
payment of the filing fee under this para-
graph if the recommendation of the external
appeal entity is to reverse or modify the de-
nial of a claim for benefits which is the sub-
ject of the appeal.

(b) GENERAL ELEMENTS OF EXTERNAL AP-
PEALS PROCESS.—

(1) CONTRACT WITH QUALIFIED EXTERNAL AP-
PEAL ENTITY.—

(A) CONTRACT REQUIREMENT.—Except as
provided in subparagraph (D), the external
appeal process under this section of a plan or
issuer shall be conducted under a contract
between the plan or issuer and one or more
qualified external appeal entities (as defined
in subsection (c)).

(B) LIMITATION ON PLAN OR ISSUER SELEC-
TION.—The applicable authority shall imple-
ment procedures—

(i) to assure that the selection process
among qualified external appeal entities will
not create any incentives for external appeal
entities to make a decision in a biased man-
ner, and

(ii) for auditing a sample of decisions by
such entities to assure that no such deci-
sions are made in a biased manner.

(C) OTHER TERMS AND CONDITIONS.—The
terms and conditions of a contract under
this paragraph shall be consistent with the
standards the appropriate Secretary shall es-
tablish to assure there is no real or apparent
conflict of interest in the conduct of external
appeal activities. Such contract shall pro-
vide that all costs of the process (except
those incurred by the participant, bene-
ficiary, enrollee, or treating professional in
support of the appeal) shall be paid by the
plan or issuer, and not by the participant,
beneficiary, or enrollee. The previous sen-
tence shall not be construed as applying to
the imposition of a filing fee under sub-
section (a)(4).

(D) STATE AUTHORITY WITH RESPECT QUALI-
FIED EXTERNAL APPEAL ENTITY FOR HEALTH
INSURANCE ISSUERS.—With respect to health
insurance issuers offering health insurance
coverage in a State, the State may provide
for external review activities to be con-
ducted by a qualified external appeal entity
that is designated by the State or that is se-
lected by the State in a manner determined
by the State to assure an unbiased deter-
mination.

(2) ELEMENTS OF PROCESS.—An external ap-
peal process shall be conducted consistent
with standards established by the appro-
priate Secretary that include at least the
following:

(A) FAIR AND DE NOVO DETERMINATION.—The
process shall provide for a fair, de novo de-
termination. However, nothing in this para-
graph shall be construed as providing for
coverage of items and services for which ben-
efits are specifically excluded under the plan
or coverage.

(B) STANDARD OF REVIEW.—An external ap-
peal entity shall determine whether the
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plan’s or issuer’s decision is in accordance
with the medical needs of the patient in-
volved (as determined by the entity) taking
into account, as of the time of the entity’s
determination, the patient’s medical condi-
tion and any relevant and reliable evidence
the entity obtains under subparagraph (D). If
the entity determines the decision is in ac-
cordance with such needs, the entity shall
affirm the decision and to the extent that
the entity determines the decision is not in
accordance with such needs, the entity shall
reverse or modify the decision.

(C) CONSIDERATION OF PLAN OR COVERAGE

DEFINITIONS.—In making such determination,
the external appeal entity shall consider (but
not be bound by) any language in the plan or
coverage document relating to the defini-
tions of the terms medical necessity, medi-
cally necessary or appropriate, or experi-
mental, investigational, or related terms.

(D) EVIDENCE.—
(i) IN GENERAL.—An external appeal entity

shall include, among the evidence taken into
consideration—

(I) the decision made by the plan or issuer
upon internal review under section 102 and
any guidelines or standards used by the plan
or issuer in reaching such decision;

(II) any personal health and medical infor-
mation supplied with respect to the indi-
vidual whose denial of claim for benefits has
been appealed; and

(III) the opinion of the individual’s treat-
ing physician or health care professional.

(ii) ADDITIONAL EVIDENCE.—Such entity
may also take into consideration but not be
limited to the following evidence (to the ex-
tent available):

(I) The results of studies that meet profes-
sionally recognized standards of validity and
replicability or that have been published in
peer-reviewed journals.

(II) The results of professional consensus
conferences conducted or financed in whole
or in part by one or more Government agen-
cies.

(III) Practice and treatment guidelines
prepared or financed in whole or in part by
Government agencies.

(IV) Government-issued coverage and
treatment policies.

(V) Community standard of care and gen-
erally accepted principles of professional
medical practice.

(VI) To the extent that the entity deter-
mines it to be free of any conflict of interest,
the opinions of individuals who are qualified
as experts in one or more fields of health
care which are directly related to the mat-
ters under appeal.

(VII) To the extent that the entity deter-
mines it to be free of any conflict of interest,
the results of peer reviews conducted by the
plan or issuer involved.

(E) DETERMINATION CONCERNING EXTER-
NALLY APPEALABLE DECISIONS.—A qualified
external appeal entity shall determine—

(i) whether a denial of claim for benefits is
an externally appealable decision (within the
meaning of subsection (a)(2));

(ii) whether an externally appealable deci-
sion involves an expedited appeal; and

(iii) for purposes of initiating an external
review, whether the internal review process
has been completed.

(F) OPPORTUNITY TO SUBMIT EVIDENCE.—
Each party to an externally appealable deci-
sion may submit evidence related to the
issues in dispute.

(G) PROVISION OF INFORMATION.—The plan
or issuer involved shall provide timely ac-
cess to the external appeal entity to infor-
mation and to provisions of the plan or
health insurance coverage relating to the
matter of the externally appealable decision,
as determined by the entity.

(H) TIMELY DECISIONS.—A determination by
the external appeal entity on the decision
shall—

(i) be made orally or in writing and, if it is
made orally, shall be supplied to the parties
in writing as soon as possible;

(ii) be made in accordance with the med-
ical exigencies of the case involved, but in no
event later than 21 days after the date (or, in
the case of an expedited appeal, 72 hours
after the time) of requesting an external ap-
peal of the decision;

(iii) state, in layperson’s language, the
basis for the determination, including, if rel-
evant, any basis in the terms or conditions
of the plan or coverage; and

(iv) inform the participant, beneficiary, or
enrollee of the individual’s rights (including
any limitation on such rights) to seek fur-
ther review by the courts (or other process)
of the external appeal determination.

(I) COMPLIANCE WITH DETERMINATION.—If
the external appeal entity reverses or modi-
fies the denial of a claim for benefits, the
plan or issuer shall—

(i) upon the receipt of the determination,
authorize benefits in accordance with such
determination;

(ii) take such actions as may be necessary
to provide benefits (including items or serv-
ices) in a timely manner consistent with
such determination; and

(iii) submit information to the entity docu-
menting compliance with the entity’s deter-
mination and this subparagraph.

(c) QUALIFICATIONS OF EXTERNAL APPEAL
ENTITIES.—

(1) IN GENERAL.—For purposes of this sec-
tion, the term ‘‘qualified external appeal en-
tity’’ means, in relation to a plan or issuer,
an entity that is certified under paragraph
(2) as meeting the following requirements:

(A) The entity meets the independence re-
quirements of paragraph (3).

(B) The entity conducts external appeal ac-
tivities through a panel of not fewer than
three clinical peers.

(C) The entity has sufficient medical,
legal, and other expertise and sufficient
staffing to conduct external appeal activities
for the plan or issuer on a timely basis con-
sistent with subsection (b)(2)(G).

(D) The entity meets such other require-
ments as the appropriate Secretary may im-
pose.

(2) INITIAL CERTIFICATION OF EXTERNAL AP-
PEAL ENTITIES.—

(A) IN GENERAL.—In order to be treated as
a qualified external appeal entity with re-
spect to—

(i) a group health plan, the entity must be
certified (and, in accordance with subpara-
graph (B), periodically recertified) as meet-
ing the requirements of paragraph (1)—

(I) by the Secretary of Labor;
(II) under a process recognized or approved

by the Secretary of Labor; or
(III) to the extent provided in subpara-

graph (C)(i), by a qualified private standard-
setting organization (certified under such
subparagraph); or

(ii) a health insurance issuer operating in a
State, the entity must be certified (and, in
accordance with subparagraph (B), periodi-
cally recertified) as meeting such
requirements—

(I) by the applicable State authority (or
under a process recognized or approved by
such authority); or

(II) if the State has not established a cer-
tification and recertification process for
such entities, by the Secretary of Health and
Human Services, under a process recognized
or approved by such Secretary, or to the ex-
tent provided in subparagraph (C)(ii), by a
qualified private standard-setting organiza-
tion (certified under such subparagraph).

(B) RECERTIFICATION PROCESS.—The appro-
priate Secretary shall develop standards for
the recertification of external appeal enti-
ties. Such standards shall include a review
of—

(i) the number of cases reviewed;
(ii) a summary of the disposition of those

cases;
(iii) the length of time in making deter-

minations on those cases;
(iv) updated information of what was re-

quired to be submitted as a condition of cer-
tification for the entity’s performance of ex-
ternal appeal activities; and

(v) such information as may be necessary
to assure the independence of the entity
from the plans or issuers for which external
appeal activities are being conducted.

(C) CERTIFICATION OF QUALIFIED PRIVATE
STANDARD-SETTING ORGANIZATIONS.—

(i) FOR EXTERNAL REVIEWS UNDER GROUP
HEALTH PLANS.—For purposes of subpara-
graph (A)(i)(III), the Secretary of Labor may
provide for a process for certification (and
periodic recertification) of qualified private
standard-setting organizations which provide
for certification of external review entities.
Such an organization shall only be certified
if the organization does not certify an exter-
nal review entity unless it meets standards
required for certification of such an entity
by such Secretary under subparagraph
(A)(i)(I).

(ii) FOR EXTERNAL REVIEWS OF HEALTH IN-
SURANCE ISSUERS.—For purposes of subpara-
graph (A)(ii)(II), the Secretary of Health and
Human Services may provide for a process
for certification (and periodic recertifi-
cation) of qualified private standard-setting
organizations which provide for certification
of external review entities. Such an organi-
zation shall only be certified if the organiza-
tion does not certify an external review enti-
ty unless it meets standards required for cer-
tification of such an entity by such Sec-
retary under subparagraph (A)(ii)(II).

(3) INDEPENDENCE REQUIREMENTS.—
(A) IN GENERAL.—A clinical peer or other

entity meets the independence requirements
of this paragraph if—

(i) the peer or entity does not have a famil-
ial, financial, or professional relationship
with any related party;

(ii) any compensation received by such
peer or entity in connection with the exter-
nal review is reasonable and not contingent
on any decision rendered by the peer or enti-
ty;

(iii) except as provided in paragraph (4),
the plan and the issuer have no recourse
against the peer or entity in connection with
the external review; and

(iv) the peer or entity does not otherwise
have a conflict of interest with a related
party as determined under any regulations
which the Secretary may prescribe.

(B) RELATED PARTY.—For purposes of this
paragraph, the term ‘‘related party’’ means—

(i) with respect to—
(I) a group health plan or health insurance

coverage offered in connection with such a
plan, the plan or the health insurance issuer
offering such coverage, or

(II) individual health insurance coverage,
the health insurance issuer offering such
coverage,
or any plan sponsor, fiduciary, officer, direc-
tor, or management employee of such plan or
issuer;

(ii) the health care professional that pro-
vided the health care involved in the cov-
erage decision;

(iii) the institution at which the health
care involved in the coverage decision is pro-
vided;

(iv) the manufacturer of any drug or other
item that was included in the health care in-
volved in the coverage decision; or



CONGRESSIONAL RECORD — HOUSE H9527October 7, 1999
(v) any other party determined under any

regulations which the Secretary may pre-
scribe to have a substantial interest in the
coverage decision.

(4) LIMITATION ON LIABILITY OF REVIEW-
ERS.—No qualified external appeal entity
having a contract with a plan or issuer under
this part and no person who is employed by
any such entity or who furnishes profes-
sional services to such entity, shall be held
by reason of the performance of any duty,
function, or activity required or authorized
pursuant to this section, to have violated
any criminal law, or to be civilly liable
under any law of the United States or of any
State (or political subdivision thereof) if due
care was exercised in the performance of
such duty, function, or activity and there
was no actual malice or gross misconduct in
the performance of such duty, function, or
activity.

(d) EXTERNAL APPEAL DETERMINATION
BINDING ON PLAN.—The determination by an
external appeal entity under this section is
binding on the plan and issuer involved in
the determination.

(e) PENALTIES AGAINST AUTHORIZED OFFI-
CIALS FOR REFUSING TO AUTHORIZE THE DE-
TERMINATION OF AN EXTERNAL REVIEW ENTI-
TY.—

(1) MONETARY PENALTIES.—In any case in
which the determination of an external re-
view entity is not followed by a group health
plan, or by a health insurance issuer offering
health insurance coverage, any person who,
acting in the capacity of authorizing the
benefit, causes such refusal may, in the dis-
cretion in a court of competent jurisdiction,
be liable to an aggrieved participant, bene-
ficiary, or enrollee for a civil penalty in an
amount of up to $1,000 a day from the date on
which the determination was transmitted to
the plan or issuer by the external review en-
tity until the date the refusal to provide the
benefit is corrected.

(2) CEASE AND DESIST ORDER AND ORDER OF
ATTORNEY’S FEES.—In any action described in
paragraph (1) brought by a participant, bene-
ficiary, or enrollee with respect to a group
health plan, or a health insurance issuer of-
fering health insurance coverage, in which a
plaintiff alleges that a person referred to in
such paragraph has taken an action result-
ing in a refusal of a benefit determined by an
external appeal entity in violation of such
terms of the plan, coverage, or this subtitle,
or has failed to take an action for which
such person is responsible under the plan,
coverage, or this title and which is necessary
under the plan or coverage for authorizing a
benefit, the court shall cause to be served on
the defendant an order requiring the
defendant—

(A) to cease and desist from the alleged ac-
tion or failure to act; and

(B) to pay to the plaintiff a reasonable at-
torney’s fee and other reasonable costs relat-
ing to the prosecution of the action on the
charges on which the plaintiff prevails.

(3) ADDITIONAL CIVIL PENALTIES.—
(A) IN GENERAL.—In addition to any pen-

alty imposed under paragraph (1) or (2), the
appropriate Secretary may assess a civil
penalty against a person acting in the capac-
ity of authorizing a benefit determined by an
external review entity for one or more group
health plans, or health insurance issuers of-
fering health insurance coverage, for—

(i) any pattern or practice of repeated re-
fusal to authorize a benefit determined by an
external appeal entity in violation of the
terms of such a plan, coverage, or this title;
or

(ii) any pattern or practice of repeated vio-
lations of the requirements of this section
with respect to such plan or plans or cov-
erage.

(B) STANDARD OF PROOF AND AMOUNT OF
PENALTY.—Such penalty shall be payable
only upon proof by clear and convincing evi-
dence of such pattern or practice and shall
be in an amount not to exceed the lesser of—

(i) 25 percent of the aggregate value of ben-
efits shown by the appropriate Secretary to
have not been provided, or unlawfully de-
layed, in violation of this section under such
pattern or practice, or

(ii) $500,000.
(4) REMOVAL AND DISQUALIFICATION.—Any

person acting in the capacity of authorizing
benefits who has engaged in any such pat-
tern or practice described in paragraph (3)(A)
with respect to a plan or coverage, upon the
petition of the appropriate Secretary, may
be removed by the court from such position,
and from any other involvement, with re-
spect to such a plan or coverage, and may be
precluded from returning to any such posi-
tion or involvement for a period determined
by the court.

(f) PROTECTION OF LEGAL RIGHTS.—Nothing
in this subtitle shall be construed as altering
or eliminating any cause of action or legal
rights or remedies of participants, bene-
ficiaries, enrollees, and others under State or
Federal law (including sections 502 and 503 of
the Employee Retirement Income Security
Act of 1974), including the right to file judi-
cial actions to enforce rights.
SEC. 104. ESTABLISHMENT OF A GRIEVANCE

PROCESS.
(a) ESTABLISHMENT OF GRIEVANCE SYS-

TEM.—
(1) IN GENERAL.—A group health plan, and

a health insurance issuer in connection with
the provision of health insurance coverage,
shall establish and maintain a system to pro-
vide for the presentation and resolution of
oral and written grievances brought by indi-
viduals who are participants, beneficiaries,
or enrollees, or health care providers or
other individuals acting on behalf of an indi-
vidual and with the individual’s consent or
without such consent if the individual is
medically unable to provide such consent,
regarding any aspect of the plan’s or issuer’s
services.

(2) GRIEVANCE DEFINED.—In this section,
the term ‘‘grievance’’ means any question,
complaint, or concern brought by a partici-
pant, beneficiary or enrollee that is not a
claim for benefits (as defined in section
101(f)(1)).

(b) GRIEVANCE SYSTEM.—Such system shall
include the following components with re-
spect to individuals who are participants,
beneficiaries, or enrollees:

(1) Written notification to all such individ-
uals and providers of the telephone numbers
and business addresses of the plan or issuer
personnel responsible for resolution of griev-
ances and appeals.

(2) A system to record and document, over
a period of at least three previous years, all
grievances and appeals made and their sta-
tus.

(3) A process providing for timely proc-
essing and resolution of grievances.

(4) Procedures for follow-up action, includ-
ing the methods to inform the person mak-
ing the grievance of the resolution of the
grievance.
Grievances are not subject to appeal under
the previous provisions of this subtitle.

Subtitle B—Access to Care
SEC. 111. CONSUMER CHOICE OPTION.

(a) IN GENERAL.—If a health insurance
issuer offers to enrollees health insurance
coverage in connection with a group health
plan which provides for coverage of services
only if such services are furnished through
health care professionals and providers who
are members of a network of health care pro-
fessionals and providers who have entered

into a contract with the issuer to provide
such services, the issuer shall also offer or
arrange to be offered to such enrollees (at
the time of enrollment and during an annual
open season as provided under subsection (c))
the option of health insurance coverage
which provides for coverage of such services
which are not furnished through health care
professionals and providers who are members
of such a network unless enrollees are of-
fered such non-network coverage through an-
other group health plan or through another
health insurance issuer in the group market.

(b) ADDITIONAL COSTS.—The amount of any
additional premium charged by the health
insurance issuer for the additional cost of
the creation and maintenance of the option
described in subsection (a) and the amount of
any additional cost sharing imposed under
such option shall be borne by the enrollee
unless it is paid by the health plan sponsor
through agreement with the health insur-
ance issuer.

(c) OPEN SEASON.—An enrollee may change
to the offering provided under this section
only during a time period determined by the
health insurance issuer. Such time period
shall occur at least annually.
SEC. 112. CHOICE OF HEALTH CARE PROFES-

SIONAL.
(a) PRIMARY CARE.—If a group health plan,

or a health insurance issuer that offers
health insurance coverage, requires or pro-
vides for designation by a participant, bene-
ficiary, or enrollee of a participating pri-
mary care provider, then the plan or issuer
shall permit each participant, beneficiary,
and enrollee to designate any participating
primary care provider who is available to ac-
cept such individual.

(b) SPECIALISTS.—
(1) IN GENERAL.—Subject to paragraph (2), a

group health plan and a health insurance
issuer that offers health insurance coverage
shall permit each participant, beneficiary, or
enrollee to receive medically necessary or
appropriate specialty care, pursuant to ap-
propriate referral procedures, from any
qualified participating health care profes-
sional who is available to accept such indi-
vidual for such care.

(2) LIMITATION.—Paragraph (1) shall not
apply to specialty care if the plan or issuer
clearly informs participants, beneficiaries,
and enrollees of the limitations on choice of
participating health care professionals with
respect to such care.

(3) CONSTRUCTION.—Nothing in this sub-
section shall be construed as affecting the
application of section 114 (relating to access
to specialty care).
SEC. 113. ACCESS TO EMERGENCY CARE.

(a) COVERAGE OF EMERGENCY SERVICES.—
(1) IN GENERAL.—If a group health plan, or

health insurance coverage offered by a
health insurance issuer, provides any bene-
fits with respect to services in an emergency
department of a hospital, the plan or issuer
shall cover emergency services (as defined in
paragraph (2)(B))—

(A) without the need for any prior author-
ization determination;

(B) whether or not the health care provider
furnishing such services is a participating
provider with respect to such services;

(C) in a manner so that, if such services are
provided to a participant, beneficiary, or
enrollee—

(i) by a nonparticipating health care pro-
vider with or without prior authorization, or

(ii) by a participating health care provider
without prior authorization,
the participant, beneficiary, or enrollee is
not liable for amounts that exceed the
amounts of liability that would be incurred
if the services were provided by a partici-
pating health care provider with prior au-
thorization; and
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(D) without regard to any other term or

condition of such coverage (other than exclu-
sion or coordination of benefits, or an affili-
ation or waiting period, permitted under sec-
tion 2701 of the Public Health Service Act,
section 701 of the Employee Retirement In-
come Security Act of 1974, or section 9801 of
the Internal Revenue Code of 1986, and other
than applicable cost-sharing).

(2) DEFINITIONS.—In this section:
(A) EMERGENCY MEDICAL CONDITION BASED

ON PRUDENT LAYPERSON STANDARD.—The term
‘‘emergency medical condition’’ means a
medical condition manifesting itself by
acute symptoms of sufficient severity (in-
cluding severe pain) such that a prudent
layperson, who possesses an average knowl-
edge of health and medicine, could reason-
ably expect the absence of immediate med-
ical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act.

(B) EMERGENCY SERVICES.—The term
‘‘emergency services’’ means—

(i) a medical screening examination (as re-
quired under section 1867 of the Social Secu-
rity Act) that is within the capability of the
emergency department of a hospital, includ-
ing ancillary services routinely available to
the emergency department to evaluate an
emergency medical condition (as defined in
subparagraph (A)), and

(ii) within the capabilities of the staff and
facilities available at the hospital, such fur-
ther medical examination and treatment as
are required under section 1867 of such Act to
stabilize the patient.

(C) STABILIZE.—The term ‘‘to stabilize’’
means, with respect to an emergency med-
ical condition, to provide such medical treat-
ment of the condition as may be necessary to
assure, within reasonable medical prob-
ability, that no material deterioration of the
condition is likely to result from or occur
during the transfer of the individual from a
facility.

(b) REIMBURSEMENT FOR MAINTENANCE CARE
AND POST-STABILIZATION CARE.—In the case
of services (other than emergency services)
for which benefits are available under a
group health plan, or under health insurance
coverage offered by a health insurance
issuer, the plan or issuer shall provide for re-
imbursement with respect to such services
provided to a participant, beneficiary, or en-
rollee other than through a participating
health care provider in a manner consistent
with subsection (a)(1)(C) (and shall otherwise
comply with the guidelines established under
section 1852(d)(2) of the Social Security Act),
if the services are maintenance care or post-
stabilization care covered under such guide-
lines.
SEC. 114. ACCESS TO SPECIALTY CARE.

(a) SPECIALTY CARE FOR COVERED SERV-
ICES.—

(1) IN GENERAL.—If—
(A) an individual is a participant or bene-

ficiary under a group health plan or an en-
rollee who is covered under health insurance
coverage offered by a health insurance
issuer,

(B) the individual has a condition or dis-
ease of sufficient seriousness and complexity
to require treatment by a specialist, and

(C) benefits for such treatment are pro-
vided under the plan or coverage,
the plan or issuer shall make or provide for
a referral to a specialist who is available and
accessible to provide the treatment for such
condition or disease.

(2) SPECIALIST DEFINED.—For purposes of
this subsection, the term ‘‘specialist’’ means,
with respect to a condition, a health care
practitioner, facility, or center that has ade-
quate expertise through appropriate training
and experience (including, in the case of a

child, appropriate pediatric expertise) to pro-
vide high quality care in treating the condi-
tion.

(3) CARE UNDER REFERRAL.—A group health
plan or health insurance issuer may require
that the care provided to an individual pur-
suant to such referral under paragraph (1)
be—

(A) pursuant to a treatment plan, only if
the treatment plan is developed by the spe-
cialist and approved by the plan or issuer, in
consultation with the designated primary
care provider or specialist and the individual
(or the individual’s designee), and

(B) in accordance with applicable quality
assurance and utilization review standards of
the plan or issuer.
Nothing in this subsection shall be construed
as preventing such a treatment plan for an
individual from requiring a specialist to pro-
vide the primary care provider with regular
updates on the specialty care provided, as
well as all necessary medical information.

(4) REFERRALS TO PARTICIPATING PRO-
VIDERS.—A group health plan or health in-
surance issuer is not required under para-
graph (1) to provide for a referral to a spe-
cialist that is not a participating provider,
unless the plan or issuer does not have an ap-
propriate specialist that is available and ac-
cessible to treat the individual’s condition
and that is a participating provider with re-
spect to such treatment.

(5) TREATMENT OF NONPARTICIPATING PRO-
VIDERS.—If a plan or issuer refers an indi-
vidual to a nonparticipating specialist pursu-
ant to paragraph (1), services provided pursu-
ant to the approved treatment plan (if any)
shall be provided at no additional cost to the
individual beyond what the individual would
otherwise pay for services received by such a
specialist that is a participating provider.

(b) SPECIALISTS AS GATEKEEPER FOR TREAT-
MENT OF ONGOING SPECIAL CONDITIONS.—

(1) IN GENERAL.—A group health plan, or a
health insurance issuer, in connection with
the provision of health insurance coverage,
shall have a procedure by which an indi-
vidual who is a participant, beneficiary, or
enrollee and who has an ongoing special con-
dition (as defined in paragraph (3)) may re-
quest and receive a referral to a specialist
for such condition who shall be responsible
for and capable of providing and coordi-
nating the individual’s care with respect to
the condition. Under such procedures if such
an individual’s care would most appro-
priately be coordinated by such a specialist,
such plan or issuer shall refer the individual
to such specialist.

(2) TREATMENT FOR RELATED REFERRALS.—
Such specialists shall be permitted to treat
the individual without a referral from the in-
dividual’s primary care provider and may au-
thorize such referrals, procedures, tests, and
other medical services as the individual’s
primary care provider would otherwise be
permitted to provide or authorize, subject to
the terms of the treatment (referred to in
subsection (a)(3)(A)) with respect to the on-
going special condition.

(3) ONGOING SPECIAL CONDITION DEFINED.—In
this subsection, the term ‘‘ongoing special
condition’’ means a condition or disease
that—

(A) is life-threatening, degenerative, or
disabling, and

(B) requires specialized medical care over a
prolonged period of time.

(4) TERMS OF REFERRAL.—The provisions of
paragraphs (3) through (5) of subsection (a)
apply with respect to referrals under para-
graph (1) of this subsection in the same man-
ner as they apply to referrals under sub-
section (a)(1).

(c) STANDING REFERRALS.—
(1) IN GENERAL.—A group health plan, and

a health insurance issuer in connection with

the provision of health insurance coverage,
shall have a procedure by which an indi-
vidual who is a participant, beneficiary, or
enrollee and who has a condition that re-
quires ongoing care from a specialist may re-
ceive a standing referral to such specialist
for treatment of such condition. If the plan
or issuer, or if the primary care provider in
consultation with the medical director of the
plan or issuer and the specialist (if any), de-
termines that such a standing referral is ap-
propriate, the plan or issuer shall make such
a referral to such a specialist if the indi-
vidual so desires.

(2) TERMS OF REFERRAL.—The provisions of
paragraphs (3) through (5) of subsection (a)
apply with respect to referrals under para-
graph (1) of this subsection in the same man-
ner as they apply to referrals under sub-
section (a)(1).
SEC. 115. ACCESS TO OBSTETRICAL AND GYNECO-

LOGICAL CARE.
(a) IN GENERAL.—If a group health plan, or

a health insurance issuer in connection with
the provision of health insurance coverage,
requires or provides for a participant, bene-
ficiary, or enrollee to designate a partici-
pating primary care health care professional,
the plan or issuer—

(1) may not require authorization or a re-
ferral by the individual’s primary care
health care professional or otherwise for cov-
erage of gynecological care (including pre-
ventive women’s health examinations) and
pregnancy-related services provided by a
participating health care professional, in-
cluding a physician, who specializes in ob-
stetrics and gynecology to the extent such
care is otherwise covered, and

(2) shall treat the ordering of other obstet-
rical or gynecological care by such a partici-
pating professional as the authorization of
the primary care health care professional
with respect to such care under the plan or
coverage.

(b) CONSTRUCTION.—Nothing in subsection
(a) shall be construed to—

(1) waive any exclusions of coverage under
the terms of the plan or health insurance
coverage with respect to coverage of obstet-
rical or gynecological care; or

(2) preclude the group health plan or
health insurance issuer involved from requir-
ing that the obstetrical or gynecological pro-
vider notify the primary care health care
professional or the plan or issuer of treat-
ment decisions.
SEC. 116. ACCESS TO PEDIATRIC CARE.

(a) PEDIATRIC CARE.—If a group health
plan, or a health insurance issuer in connec-
tion with the provision of health insurance
coverage, requires or provides for an enrollee
to designate a participating primary care
provider for a child of such enrollee, the plan
or issuer shall permit the enrollee to des-
ignate a physician who specializes in pediat-
rics as the child’s primary care provider.

(b) CONSTRUCTION.—Nothing in subsection
(a) shall be construed to waive any exclu-
sions of coverage under the terms of the plan
or health insurance coverage with respect to
coverage of pediatric care.
SEC. 117. CONTINUITY OF CARE.

(a) IN GENERAL.—
(1) TERMINATION OF PROVIDER.—If a con-

tract between a group health plan, or a
health insurance issuer in connection with
the provision of health insurance coverage,
and a health care provider is terminated (as
defined in paragraph (3)(B)), or benefits or
coverage provided by a health care provider
are terminated because of a change in the
terms of provider participation in a group
health plan, and an individual who is a par-
ticipant, beneficiary, or enrollee in the plan
or coverage is undergoing treatment from
the provider for an ongoing special condition
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(as defined in paragraph (3)(A)) at the time of
such termination, the plan or issuer shall—

(A) notify the individual on a timely basis
of such termination and of the right to elect
continuation of coverage of treatment by the
provider under this section; and

(B) subject to subsection (c), permit the in-
dividual to elect to continue to be covered
with respect to treatment by the provider of
such condition during a transitional period
(provided under subsection (b)).

(2) TREATMENT OF TERMINATION OF CON-
TRACT WITH HEALTH INSURANCE ISSUER.—If a
contract for the provision of health insur-
ance coverage between a group health plan
and a health insurance issuer is terminated
and, as a result of such termination, cov-
erage of services of a health care provider is
terminated with respect to an individual, the
provisions of paragraph (1) (and the suc-
ceeding provisions of this section) shall
apply under the plan in the same manner as
if there had been a contract between the plan
and the provider that had been terminated,
but only with respect to benefits that are
covered under the plan after the contract
termination.

(3) DEFINITIONS.—For purposes of this sec-
tion:

(A) ONGOING SPECIAL CONDITION.—The term
‘‘ongoing special condition’’ has the meaning
given such term in section 114(b)(3), and also
includes pregnancy.

(B) TERMINATION.—The term ‘‘terminated’’
includes, with respect to a contract, the ex-
piration or nonrenewal of the contract, but
does not include a termination of the con-
tract by the plan or issuer for failure to meet
applicable quality standards or for fraud.

(b) TRANSITIONAL PERIOD.—
(1) IN GENERAL.—Except as provided in

paragraphs (2) through (4), the transitional
period under this subsection shall extend up
to 90 days (as determined by the treating
health care professional) after the date of
the notice described in subsection (a)(1)(A) of
the provider’s termination.

(2) SCHEDULED SURGERY AND ORGAN TRANS-
PLANTATION.—If surgery or organ transplan-
tation was scheduled for an individual before
the date of the announcement of the termi-
nation of the provider status under sub-
section (a)(1)(A) or if the individual on such
date was on an established waiting list or
otherwise scheduled to have such surgery or
transplantation, the transitional period
under this subsection with respect to the
surgery or transplantation shall extend be-
yond the period under paragraph (1) and
until the date of discharge of the individual
after completion of the surgery or transplan-
tation.

(3) PREGNANCY.—If—
(A) a participant, beneficiary, or enrollee

was determined to be pregnant at the time of
a provider’s termination of participation,
and

(B) the provider was treating the preg-
nancy before date of the termination,
the transitional period under this subsection
with respect to provider’s treatment of the
pregnancy shall extend through the provi-
sion of post-partum care directly related to
the delivery.

(4) TERMINAL ILLNESS.—If—
(A) a participant, beneficiary, or enrollee

was determined to be terminally ill (as de-
termined under section 1861(dd)(3)(A) of the
Social Security Act) at the time of a pro-
vider’s termination of participation, and

(B) the provider was treating the terminal
illness before the date of termination,
the transitional period under this subsection
shall extend for the remainder of the individ-
ual’s life for care directly related to the
treatment of the terminal illness or its med-
ical manifestations.

(c) PERMISSIBLE TERMS AND CONDITIONS.—A
group health plan or health insurance issuer
may condition coverage of continued treat-
ment by a provider under subsection (a)(1)(B)
upon the individual notifying the plan of the
election of continued coverage and upon the
provider agreeing to the following terms and
conditions:

(1) The provider agrees to accept reim-
bursement from the plan or issuer and indi-
vidual involved (with respect to cost-shar-
ing) at the rates applicable prior to the start
of the transitional period as payment in full
(or, in the case described in subsection (a)(2),
at the rates applicable under the replace-
ment plan or issuer after the date of the ter-
mination of the contract with the health in-
surance issuer) and not to impose cost-shar-
ing with respect to the individual in an
amount that would exceed the cost-sharing
that could have been imposed if the contract
referred to in subsection (a)(1) had not been
terminated.

(2) The provider agrees to adhere to the
quality assurance standards of the plan or
issuer responsible for payment under para-
graph (1) and to provide to such plan or
issuer necessary medical information related
to the care provided.

(3) The provider agrees otherwise to adhere
to such plan’s or issuer’s policies and proce-
dures, including procedures regarding refer-
rals and obtaining prior authorization and
providing services pursuant to a treatment
plan (if any) approved by the plan or issuer.

(d) CONSTRUCTION.—Nothing in this section
shall be construed to require the coverage of
benefits which would not have been covered
if the provider involved remained a partici-
pating provider.
SEC. 118. ACCESS TO NEEDED PRESCRIPTION

DRUGS.
If a group health plan, or health insurance

issuer that offers health insurance coverage,
provides benefits with respect to prescription
drugs but the coverage limits such benefits
to drugs included in a formulary, the plan or
issuer shall—

(1) ensure participation of participating
physicians and pharmacists in the develop-
ment of the formulary;

(2) disclose to providers and, disclose upon
request under section 121(c)(5) to partici-
pants, beneficiaries, and enrollees, the na-
ture of the formulary restrictions; and

(3) consistent with the standards for a uti-
lization review program under section 101,
provide for exceptions from the formulary
limitation when a non-formulary alternative
is medically indicated.
SEC. 119. COVERAGE FOR INDIVIDUALS PARTICI-

PATING IN APPROVED CLINICAL
TRIALS.

(a) COVERAGE.—
(1) IN GENERAL.—If a group health plan, or

health insurance issuer that is providing
health insurance coverage, provides coverage
to a qualified individual (as defined in sub-
section (b)), the plan or issuer—

(A) may not deny the individual participa-
tion in the clinical trial referred to in sub-
section (b)(2);

(B) subject to subsection (c), may not deny
(or limit or impose additional conditions on)
the coverage of routine patient costs for
items and services furnished in connection
with participation in the trial; and

(C) may not discriminate against the indi-
vidual on the basis of the enrollee’s partici-
pation in such trial.

(2) EXCLUSION OF CERTAIN COSTS.—For pur-
poses of paragraph (1)(B), routine patient
costs do not include the cost of the tests or
measurements conducted primarily for the
purpose of the clinical trial involved.

(3) USE OF IN-NETWORK PROVIDERS.—If one
or more participating providers is partici-
pating in a clinical trial, nothing in para-

graph (1) shall be construed as preventing a
plan or issuer from requiring that a qualified
individual participate in the trial through
such a participating provider if the provider
will accept the individual as a participant in
the trial.

(b) QUALIFIED INDIVIDUAL DEFINED.—For
purposes of subsection (a), the term ‘‘quali-
fied individual’’ means an individual who is a
participant or beneficiary in a group health
plan, or who is an enrollee under health in-
surance coverage, and who meets the fol-
lowing conditions:

(1)(A) The individual has a life-threatening
or serious illness for which no standard
treatment is effective.

(B) The individual is eligible to participate
in an approved clinical trial according to the
trial protocol with respect to treatment of
such illness.

(C) The individual’s participation in the
trial offers meaningful potential for signifi-
cant clinical benefit for the individual.

(2) Either—
(A) the referring physician is a partici-

pating health care professional and has con-
cluded that the individual’s participation in
such trial would be appropriate based upon
the individual meeting the conditions de-
scribed in paragraph (1); or

(B) the participant, beneficiary, or enrollee
provides medical and scientific information
establishing that the individual’s participa-
tion in such trial would be appropriate based
upon the individual meeting the conditions
described in paragraph (1).

(c) PAYMENT.—
(1) IN GENERAL.—Under this section a group

health plan or health insurance issuer shall
provide for payment for routine patient costs
described in subsection (a)(2) but is not re-
quired to pay for costs of items and services
that are reasonably expected (as determined
by the Secretary) to be paid for by the spon-
sors of an approved clinical trial.

(2) PAYMENT RATE.—In the case of covered
items and services provided by—

(A) a participating provider, the payment
rate shall be at the agreed upon rate, or

(B) a nonparticipating provider, the pay-
ment rate shall be at the rate the plan or
issuer would normally pay for comparable
services under subparagraph (A).

(d) APPROVED CLINICAL TRIAL DEFINED.—
(1) IN GENERAL.—In this section, the term

‘‘approved clinical trial’’ means a clinical re-
search study or clinical investigation ap-
proved and funded (which may include fund-
ing through in-kind contributions) by one or
more of the following:

(A) The National Institutes of Health.
(B) A cooperative group or center of the

National Institutes of Health.
(C) Either of the following if the conditions

described in paragraph (2) are met:
(i) The Department of Veterans Affairs.
(ii) The Department of Defense.
(2) CONDITIONS FOR DEPARTMENTS.—The

conditions described in this paragraph, for a
study or investigation conducted by a De-
partment, are that the study or investiga-
tion has been reviewed and approved through
a system of peer review that the Secretary
determines—

(A) to be comparable to the system of peer
review of studies and investigations used by
the National Institutes of Health, and

(B) assures unbiased review of the highest
scientific standards by qualified individuals
who have no interest in the outcome of the
review.

(e) CONSTRUCTION.—Nothing in this section
shall be construed to limit a plan’s or
issuer’s coverage with respect to clinical
trials.

Subtitle C—Access to Information
SEC. 121. PATIENT ACCESS TO INFORMATION.

(a) DISCLOSURE REQUIREMENT.—
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(1) GROUP HEALTH PLANS.—A group health

plan shall—
(A) provide to participants and bene-

ficiaries at the time of initial coverage under
the plan (or the effective date of this section,
in the case of individuals who are partici-
pants or beneficiaries as of such date), and at
least annually thereafter, the information
described in subsection (b) in printed form;

(B) provide to participants and bene-
ficiaries, within a reasonable period (as spec-
ified by the appropriate Secretary) before or
after the date of significant changes in the
information described in subsection (b), in-
formation in printed form on such signifi-
cant changes; and

(C) upon request, make available to par-
ticipants and beneficiaries, the applicable
authority, and prospective participants and
beneficiaries, the information described in
subsection (b) or (c) in printed form.

(2) HEALTH INSURANCE ISSUERS.—A health
insurance issuer in connection with the pro-
vision of health insurance coverage shall—

(A) provide to individuals enrolled under
such coverage at the time of enrollment, and
at least annually thereafter, the information
described in subsection (b) in printed form;

(B) provide to enrollees, within a reason-
able period (as specified by the appropriate
Secretary) before or after the date of signifi-
cant changes in the information described in
subsection (b), information in printed form
on such significant changes; and

(C) upon request, make available to the ap-
plicable authority, to individuals who are
prospective enrollees, and to the public the
information described in subsection (b) or (c)
in printed form.

(b) INFORMATION PROVIDED.—The informa-
tion described in this subsection with respect
to a group health plan or health insurance
coverage offered by a health insurance issuer
includes the following:

(1) SERVICE AREA.—The service area of the
plan or issuer.

(2) BENEFITS.—Benefits offered under the
plan or coverage, including—

(A) covered benefits, including benefit lim-
its and coverage exclusions;

(B) cost sharing, such as deductibles, coin-
surance, and copayment amounts, including
any liability for balance billing, any max-
imum limitations on out of pocket expenses,
and the maximum out of pocket costs for
services that are provided by nonpartici-
pating providers or that are furnished with-
out meeting the applicable utilization review
requirements;

(C) the extent to which benefits may be ob-
tained from nonparticipating providers;

(D) the extent to which a participant, ben-
eficiary, or enrollee may select from among
participating providers and the types of pro-
viders participating in the plan or issuer net-
work;

(E) process for determining experimental
coverage; and

(F) use of a prescription drug formulary.
(3) ACCESS.—A description of the following:
(A) The number, mix, and distribution of

providers under the plan or coverage.
(B) Out-of-network coverage (if any) pro-

vided by the plan or coverage.
(C) Any point-of-service option (including

any supplemental premium or cost-sharing
for such option).

(D) The procedures for participants, bene-
ficiaries, and enrollees to select, access, and
change participating primary and specialty
providers.

(E) The rights and procedures for obtaining
referrals (including standing referrals) to
participating and nonparticipating pro-
viders.

(F) The name, address, and telephone num-
ber of participating health care providers

and an indication of whether each such pro-
vider is available to accept new patients.

(G) Any limitations imposed on the selec-
tion of qualifying participating health care
providers, including any limitations imposed
under section 112(b)(2).

(H) How the plan or issuer addresses the
needs of participants, beneficiaries, and en-
rollees and others who do not speak English
or who have other special communications
needs in accessing providers under the plan
or coverage, including the provision of infor-
mation described in this subsection and sub-
section (c) to such individuals.

(4) OUT-OF-AREA COVERAGE.—Out-of-area
coverage provided by the plan or issuer.

(5) EMERGENCY COVERAGE.—Coverage of
emergency services, including—

(A) the appropriate use of emergency serv-
ices, including use of the 911 telephone sys-
tem or its local equivalent in emergency sit-
uations and an explanation of what con-
stitutes an emergency situation;

(B) the process and procedures of the plan
or issuer for obtaining emergency services;
and

(C) the locations of (i) emergency depart-
ments, and (ii) other settings, in which plan
physicians and hospitals provide emergency
services and post-stabilization care.

(6) PERCENTAGE OF PREMIUMS USED FOR BEN-
EFITS (LOSS-RATIOS).—In the case of health
insurance coverage only (and not with re-
spect to group health plans that do not pro-
vide coverage through health insurance cov-
erage), a description of the overall loss-ratio
for the coverage (as defined in accordance
with rules established or recognized by the
Secretary of Health and Human Services).

(7) PRIOR AUTHORIZATION RULES.—Rules re-
garding prior authorization or other review
requirements that could result in noncov-
erage or nonpayment.

(8) GRIEVANCE AND APPEALS PROCEDURES.—
All appeal or grievance rights and procedures
under the plan or coverage, including the
method for filing grievances and the time
frames and circumstances for acting on
grievances and appeals, who is the applicable
authority with respect to the plan or issuer.

(9) QUALITY ASSURANCE.—Any information
made public by an accrediting organization
in the process of accreditation of the plan or
issuer or any additional quality indicators
the plan or issuer makes available.

(10) INFORMATION ON ISSUER.—Notice of ap-
propriate mailing addresses and telephone
numbers to be used by participants, bene-
ficiaries, and enrollees in seeking informa-
tion or authorization for treatment.

(11) NOTICE OF REQUIREMENTS.—Notice of
the requirements of this title.

(12) AVAILABILITY OF INFORMATION ON RE-
QUEST.—Notice that the information de-
scribed in subsection (c) is available upon re-
quest.

(c) INFORMATION MADE AVAILABLE UPON
REQUEST.—The information described in this
subsection is the following:

(1) UTILIZATION REVIEW ACTIVITIES.—A de-
scription of procedures used and require-
ments (including circumstances, time
frames, and appeal rights) under any utiliza-
tion review program under section 101, in-
cluding under any drug formulary program
under section 118.

(2) GRIEVANCE AND APPEALS INFORMATION.—
Information on the number of grievances and
appeals and on the disposition in the aggre-
gate of such matters.

(3) METHOD OF PHYSICIAN COMPENSATION.—A
general description by category (including
salary, fee-for-service, capitation, and such
other categories as may be specified in regu-
lations of the Secretary) of the applicable
method by which a specified prospective or
treating health care professional is (or would
be) compensated in connection with the pro-

vision of health care under the plan or cov-
erage.

(4) SPECIFIC INFORMATION ON CREDENTIALS
OF PARTICIPATING PROVIDERS.—In the case of
each participating provider, a description of
the credentials of the provider.

(5) FORMULARY RESTRICTIONS.—A descrip-
tion of the nature of any drug formula re-
strictions.

(6) PARTICIPATING PROVIDER LIST.—A list of
current participating health care providers.

(d) CONSTRUCTION.—Nothing in this section
shall be construed as requiring public disclo-
sure of individual contracts or financial ar-
rangements between a group health plan or
health insurance issuer and any provider.

Subtitle D—Protecting the Doctor-Patient
Relationship

SEC. 131. PROHIBITION OF INTERFERENCE WITH
CERTAIN MEDICAL COMMUNICA-
TIONS.

(a) GENERAL RULE.—The provisions of any
contract or agreement, or the operation of
any contract or agreement, between a group
health plan or health insurance issuer in re-
lation to health insurance coverage (includ-
ing any partnership, association, or other or-
ganization that enters into or administers
such a contract or agreement) and a health
care provider (or group of health care pro-
viders) shall not prohibit or otherwise re-
strict a health care professional from advis-
ing such a participant, beneficiary, or en-
rollee who is a patient of the professional
about the health status of the individual or
medical care or treatment for the individ-
ual’s condition or disease, regardless of
whether benefits for such care or treatment
are provided under the plan or coverage, if
the professional is acting within the lawful
scope of practice.

(b) NULLIFICATION.—Any contract provision
or agreement that restricts or prohibits med-
ical communications in violation of sub-
section (a) shall be null and void.
SEC. 132. PROHIBITION OF DISCRIMINATION

AGAINST PROVIDERS BASED ON LI-
CENSURE.

(a) IN GENERAL.—A group health plan and a
health insurance issuer offering health insur-
ance coverage shall not discriminate with re-
spect to participation or indemnification as
to any provider who is acting within the
scope of the provider’s license or certifi-
cation under applicable State law, solely on
the basis of such license or certification.

(b) CONSTRUCTION.—Subsection (a) shall
not be construed—

(1) as requiring the coverage under a group
health plan or health insurance coverage of
particular benefits or services or to prohibit
a plan or issuer from including providers
only to the extent necessary to meet the
needs of the plan’s or issuer’s participants,
beneficiaries, or enrollees or from estab-
lishing any measure designed to maintain
quality and control costs consistent with the
responsibilities of the plan or issuer;

(2) to override any State licensure or
scope-of-practice law; or

(3) as requiring a plan or issuer that offers
network coverage to include for participa-
tion every willing provider who meets the
terms and conditions of the plan or issuer.
SEC. 133. PROHIBITION AGAINST IMPROPER IN-

CENTIVE ARRANGEMENTS.
(a) IN GENERAL.—A group health plan and a

health insurance issuer offering health insur-
ance coverage may not operate any physi-
cian incentive plan (as defined in subpara-
graph (B) of section 1876(i)(8) of the Social
Security Act) unless the requirements de-
scribed in clauses (i), (ii)(I), and (iii) of sub-
paragraph (A) of such section are met with
respect to such a plan.

(b) APPLICATION.—For purposes of carrying
out paragraph (1), any reference in section
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1876(i)(8) of the Social Security Act to the
Secretary, an eligible organization, or an in-
dividual enrolled with the organization shall
be treated as a reference to the applicable
authority, a group health plan or health in-
surance issuer, respectively, and a partici-
pant, beneficiary, or enrollee with the plan
or organization, respectively.

(c) CONSTRUCTION.—Nothing in this section
shall be construed as prohibiting all capita-
tion and similar arrangements or all pro-
vider discount arrangements.
SEC. 134. PAYMENT OF CLAIMS.

A group health plan, and a health insur-
ance issuer offering group health insurance
coverage, shall provide for prompt payment
of claims submitted for health care services
or supplies furnished to a participant, bene-
ficiary, or enrollee with respect to benefits
covered by the plan or issuer, in a manner
consistent with the provisions of sections
1816(c)(2) and 1842(c)(2) of the Social Security
Act (42 U.S.C. 1395h(c)(2) and 42 U.S.C.
1395u(c)(2)), except that for purposes of this
section, subparagraph (C) of section 1816(c)(2)
of the Social Security Act shall be treated as
applying to claims received from a partici-
pant, beneficiary, or enrollee as well as
claims referred to in such subparagraph.
SEC. 135. PROTECTION FOR PATIENT ADVOCACY.

(a) PROTECTION FOR USE OF UTILIZATION RE-
VIEW AND GRIEVANCE PROCESS.—A group
health plan, and a health insurance issuer
with respect to the provision of health insur-
ance coverage, may not retaliate against a
participant, beneficiary, enrollee, or health
care provider based on the participant’s,
beneficiary’s, enrollee’s or provider’s use of,
or participation in, a utilization review proc-
ess or a grievance process of the plan or
issuer (including an internal or external re-
view or appeal process) under this title.

(b) PROTECTION FOR QUALITY ADVOCACY BY
HEALTH CARE PROFESSIONALS.—

(1) IN GENERAL.—A group health plan or
health insurance issuer may not retaliate or
discriminate against a protected health care
professional because the professional in good
faith—

(A) discloses information relating to the
care, services, or conditions affecting one or
more participants, beneficiaries, or enrollees
of the plan or issuer to an appropriate public
regulatory agency, an appropriate private
accreditation body, or appropriate manage-
ment personnel of the plan or issuer; or

(B) initiates, cooperates, or otherwise par-
ticipates in an investigation or proceeding
by such an agency with respect to such care,
services, or conditions.
If an institutional health care provider is a
participating provider with such a plan or
issuer or otherwise receives payments for
benefits provided by such a plan or issuer,
the provisions of the previous sentence shall
apply to the provider in relation to care,
services, or conditions affecting one or more
patients within an institutional health care
provider in the same manner as they apply
to the plan or issuer in relation to care, serv-
ices, or conditions provided to one or more
participants, beneficiaries, or enrollees; and
for purposes of applying this sentence, any
reference to a plan or issuer is deemed a ref-
erence to the institutional health care pro-
vider.

(2) GOOD FAITH ACTION.—For purposes of
paragraph (1), a protected health care profes-
sional is considered to be acting in good
faith with respect to disclosure of informa-
tion or participation if, with respect to the
information disclosed as part of the action—

(A) the disclosure is made on the basis of
personal knowledge and is consistent with
that degree of learning and skill ordinarily
possessed by health care professionals with
the same licensure or certification and the
same experience;

(B) the professional reasonably believes
the information to be true;

(C) the information evidences either a vio-
lation of a law, rule, or regulation, of an ap-
plicable accreditation standard, or of a gen-
erally recognized professional or clinical
standard or that a patient is in imminent
hazard of loss of life or serious injury; and

(D) subject to subparagraphs (B) and (C) of
paragraph (3), the professional has followed
reasonable internal procedures of the plan,
issuer, or institutional health care provider
established for the purpose of addressing
quality concerns before making the disclo-
sure.

(3) EXCEPTION AND SPECIAL RULE.—
(A) GENERAL EXCEPTION.—Paragraph (1)

does not protect disclosures that would vio-
late Federal or State law or diminish or im-
pair the rights of any person to the contin-
ued protection of confidentiality of commu-
nications provided by such law.

(B) NOTICE OF INTERNAL PROCEDURES.—Sub-
paragraph (D) of paragraph (2) shall not
apply unless the internal procedures in-
volved are reasonably expected to be known
to the health care professional involved. For
purposes of this subparagraph, a health care
professional is reasonably expected to know
of internal procedures if those procedures
have been made available to the professional
through distribution or posting.

(C) INTERNAL PROCEDURE EXCEPTION.—Sub-
paragraph (D) of paragraph (2) also shall not
apply if—

(i) the disclosure relates to an imminent
hazard of loss of life or serious injury to a
patient;

(ii) the disclosure is made to an appro-
priate private accreditation body pursuant
to disclosure procedures established by the
body; or

(iii) the disclosure is in response to an in-
quiry made in an investigation or proceeding
of an appropriate public regulatory agency
and the information disclosed is limited to
the scope of the investigation or proceeding.

(4) ADDITIONAL CONSIDERATIONS.—It shall
not be a violation of paragraph (1) to take an
adverse action against a protected health
care professional if the plan, issuer, or pro-
vider taking the adverse action involved
demonstrates that it would have taken the
same adverse action even in the absence of
the activities protected under such para-
graph.

(5) NOTICE.—A group health plan, health in-
surance issuer, and institutional health care
provider shall post a notice, to be provided
or approved by the Secretary of Labor, set-
ting forth excerpts from, or summaries of,
the pertinent provisions of this subsection
and information pertaining to enforcement
of such provisions.

(6) CONSTRUCTIONS.—
(A) DETERMINATIONS OF COVERAGE.—Noth-

ing in this subsection shall be construed to
prohibit a plan or issuer from making a de-
termination not to pay for a particular med-
ical treatment or service or the services of a
type of health care professional.

(B) ENFORCEMENT OF PEER REVIEW PROTO-
COLS AND INTERNAL PROCEDURES.—Nothing in
this subsection shall be construed to prohibit
a plan, issuer, or provider from establishing
and enforcing reasonable peer review or uti-
lization review protocols or determining
whether a protected health care professional
has complied with those protocols or from
establishing and enforcing internal proce-
dures for the purpose of addressing quality
concerns.

(C) RELATION TO OTHER RIGHTS.—Nothing in
this subsection shall be construed to abridge
rights of participants, beneficiaries, enroll-
ees, and protected health care professionals
under other applicable Federal or State laws.

(7) PROTECTED HEALTH CARE PROFESSIONAL
DEFINED.—For purposes of this subsection,
the term ‘‘protected health care profes-
sional’’ means an individual who is a li-
censed or certified health care professional
and who—

(A) with respect to a group health plan or
health insurance issuer, is an employee of
the plan or issuer or has a contract with the
plan or issuer for provision of services for
which benefits are available under the plan
or issuer; or

(B) with respect to an institutional health
care provider, is an employee of the provider
or has a contract or other arrangement with
the provider respecting the provision of
health care services.

Subtitle E—Definitions
SEC. 151. DEFINITIONS.

(a) INCORPORATION OF GENERAL DEFINI-
TIONS.—Except as otherwise provided, the
provisions of section 2791 of the Public
Health Service Act shall apply for purposes
of this title in the same manner as they
apply for purposes of title XXVII of such
Act.

(b) SECRETARY.—Except as otherwise pro-
vided, the term ‘‘Secretary’’ means the Sec-
retary of Health and Human Services, in con-
sultation with the Secretary of Labor and
the term ‘‘appropriate Secretary’’ means the
Secretary of Health and Human Services in
relation to carrying out this title under sec-
tions 2706 and 2751 of the Public Health Serv-
ice Act and the Secretary of Labor in rela-
tion to carrying out this title under section
713 of the Employee Retirement Income Se-
curity Act of 1974.

(c) ADDITIONAL DEFINITIONS.—For purposes
of this title:

(1) ACTIVELY PRACTICING.—The term ‘‘ac-
tively practicing’’ means, with respect to a
physician or other health care professional,
such a physician or professional who pro-
vides professional services to individual pa-
tients on average at least two full days per
week.

(2) APPLICABLE AUTHORITY.—The term ‘‘ap-
plicable authority’’ means—

(A) in the case of a group health plan, the
Secretary of Health and Human Services and
the Secretary of Labor; and

(B) in the case of a health insurance issuer
with respect to a specific provision of this
title, the applicable State authority (as de-
fined in section 2791(d) of the Public Health
Service Act), or the Secretary of Health and
Human Services, if such Secretary is enforc-
ing such provision under section 2722(a)(2) or
2761(a)(2) of the Public Health Service Act.

(3) CLINICAL PEER.—The term ‘‘clinical
peer’’ means, with respect to a review or ap-
peal, an actively practicing physician
(allopathic or osteopathic) or other actively
practicing health care professional who holds
a nonrestricted license, and who is appro-
priately credentialed in the same or similar
specialty or subspecialty (as appropriate) as
typically handles the medical condition, pro-
cedure, or treatment under review or appeal
and includes a pediatric specialist where ap-
propriate; except that only a physician
(allopathic or osteopathic) may be a clinical
peer with respect to the review or appeal of
treatment recommended or rendered by a
physician.

(4) ENROLLEE.—The term ‘‘enrollee’’
means, with respect to health insurance cov-
erage offered by a health insurance issuer, an
individual enrolled with the issuer to receive
such coverage.

(5) GROUP HEALTH PLAN.—The term ‘‘group
health plan’’ has the meaning given such
term in section 733(a) of the Employee Re-
tirement Income Security Act of 1974 and in
section 2791(a)(1) of the Public Health Serv-
ice Act.
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(6) HEALTH CARE PROFESSIONAL.—The term

‘‘health care professional’’ means an indi-
vidual who is licensed, accredited, or cer-
tified under State law to provide specified
health care services and who is operating
within the scope of such licensure, accredita-
tion, or certification.

(7) HEALTH CARE PROVIDER.—The term
‘‘health care provider’’ includes a physician
or other health care professional, as well as
an institutional or other facility or agency
that provides health care services and that is
licensed, accredited, or certified to provide
health care items and services under applica-
ble State law.

(8) NETWORK.—The term ‘‘network’’ means,
with respect to a group health plan or health
insurance issuer offering health insurance
coverage, the participating health care pro-
fessionals and providers through whom the
plan or issuer provides health care items and
services to participants, beneficiaries, or en-
rollees.

(9) NONPARTICIPATING.—The term ‘‘non-
participating’’ means, with respect to a
health care provider that provides health
care items and services to a participant, ben-
eficiary, or enrollee under group health plan
or health insurance coverage, a health care
provider that is not a participating health
care provider with respect to such items and
services.

(10) PARTICIPATING.—The term ‘‘partici-
pating’’ means, with respect to a health care
provider that provides health care items and
services to a participant, beneficiary, or en-
rollee under group health plan or health in-
surance coverage offered by a health insur-
ance issuer, a health care provider that fur-
nishes such items and services under a con-
tract or other arrangement with the plan or
issuer.

(11) PRIOR AUTHORIZATION.—The term
‘‘prior authorization’’ means the process of
obtaining prior approval from a health insur-
ance issuer or group health plan for the pro-
vision or coverage of medical services.
SEC. 152. PREEMPTION; STATE FLEXIBILITY; CON-

STRUCTION.
(a) CONTINUED APPLICABILITY OF STATE

LAW WITH RESPECT TO HEALTH INSURANCE
ISSUERS.—

(1) IN GENERAL.—Subject to paragraph (2),
this title shall not be construed to supersede
any provision of State law which establishes,
implements, or continues in effect any
standard or requirement solely relating to
health insurance issuers (in connection with
group health insurance coverage or other-
wise) except to the extent that such standard
or requirement prevents the application of a
requirement of this title.

(2) CONTINUED PREEMPTION WITH RESPECT TO
GROUP HEALTH PLANS.—Nothing in this title
shall be construed to affect or modify the
provisions of section 514 of the Employee Re-
tirement Income Security Act of 1974 with
respect to group health plans.

(b) DEFINITIONS.—For purposes of this sec-
tion:

(1) STATE LAW.—The term ‘‘State law’’ in-
cludes all laws, decisions, rules, regulations,
or other State action having the effect of
law, of any State. A law of the United States
applicable only to the District of Columbia
shall be treated as a State law rather than a
law of the United States.

(2) STATE.—The term ‘‘State’’ includes a
State, the District of Columbia, Puerto Rico,
the Virgin Islands, Guam, American Samoa,
the Northern Mariana Islands, any political
subdivisions of such, or any agency or in-
strumentality of such.
SEC. 153. EXCLUSIONS.

(a) NO BENEFIT REQUIREMENTS.—Nothing in
this title shall be construed to require a
group health plan or a health insurance

issuer offering health insurance coverage to
provide items and services (including abor-
tions) that are specifically excluded under
the plan or coverage.

(b) EXCLUSION FROM ACCESS TO CARE MAN-
AGED CARE PROVISIONS FOR FEE-FOR-SERVICE
COVERAGE.—

(1) IN GENERAL.—The provisions of sections
111 through 117 shall not apply to a group
health plan or health insurance coverage if
the only coverage offered under the plan or
coverage is fee-for-service coverage (as de-
fined in paragraph (2)).

(2) FEE-FOR-SERVICE COVERAGE DEFINED.—
For purposes of this subsection, the term
‘‘fee-for-service coverage’’ means coverage
under a group health plan or health insur-
ance coverage that—

(A) reimburses hospitals, health profes-
sionals, and other providers on the basis of a
rate determined by the plan or issuer on a
fee-for-service basis without placing the pro-
vider at financial risk;

(B) does not vary reimbursement for such a
provider based on an agreement to contract
terms and conditions or the utilization of
health care items or services relating to such
provider;

(C) does not restrict the selection of pro-
viders among those who are lawfully author-
ized to provide the covered services and
agree to accept the terms and conditions of
payment established under the plan or by
the issuer; and

(D) for which the plan or issuer does not
require prior authorization before providing
coverage for any services.
SEC. 154. COVERAGE OF LIMITED SCOPE PLANS.

Only for purposes of applying the require-
ments of this title under sections 2707 and
2753 of the Public Health Service Act and
section 714 of the Employee Retirement In-
come Security Act of 1974, section
2791(c)(2)(A), and section 733(c)(2)(A) of the
Employee Retirement Income Security Act
of 1974 shall be deemed not to apply.
SEC. 155. REGULATIONS.

The Secretaries of Health and Human
Services and Labor shall issue such regula-
tions as may be necessary or appropriate to
carry out this title. Such regulations shall
be issued consistent with section 104 of
Health Insurance Portability and Account-
ability Act of 1996. Such Secretaries may
promulgate any interim final rules as the
Secretaries determine are appropriate to
carry out this title.
TITLE II—APPLICATION OF QUALITY

CARE STANDARDS TO GROUP HEALTH
PLANS AND HEALTH INSURANCE COV-
ERAGE UNDER THE PUBLIC HEALTH
SERVICE ACT

SEC. 201. APPLICATION TO GROUP HEALTH
PLANS AND GROUP HEALTH INSUR-
ANCE COVERAGE.

(a) IN GENERAL.—Subpart 2 of part A of
title XXVII of the Public Health Service Act
is amended by adding at the end the fol-
lowing new section:
‘‘SEC. 2707. PATIENT PROTECTION STANDARDS.

‘‘(a) IN GENERAL.—Each group health plan
shall comply with patient protection re-
quirements under title I of the Bipartisan
Consensus Managed Care Improvement Act
of 1999, and each health insurance issuer
shall comply with patient protection re-
quirements under such title with respect to
group health insurance coverage it offers,
and such requirements shall be deemed to be
incorporated into this subsection.

‘‘(b) NOTICE.—A group health plan shall
comply with the notice requirement under
section 711(d) of the Employee Retirement
Income Security Act of 1974 with respect to
the requirements referred to in subsection
(a) and a health insurance issuer shall com-
ply with such notice requirement as if such

section applied to such issuer and such issuer
were a group health plan.’’.

(b) CONFORMING AMENDMENT.—Section
2721(b)(2)(A) of such Act (42 U.S.C. 300gg–
21(b)(2)(A)) is amended by inserting ‘‘(other
than section 2707)’’ after ‘‘requirements of
such subparts’’.
SEC. 202. APPLICATION TO INDIVIDUAL HEALTH

INSURANCE COVERAGE.
Part B of title XXVII of the Public Health

Service Act is amended by inserting after
section 2752 the following new section:
‘‘SEC. 2753. PATIENT PROTECTION STANDARDS.

‘‘(a) IN GENERAL.—Each health insurance
issuer shall comply with patient protection
requirements under title I of the Bipartisan
Consensus Managed Care Improvement Act
of 1999 with respect to individual health in-
surance coverage it offers, and such require-
ments shall be deemed to be incorporated
into this subsection.

‘‘(b) NOTICE.—A health insurance issuer
under this part shall comply with the notice
requirement under section 711(d) of the Em-
ployee Retirement Income Security Act of
1974 with respect to the requirements of such
title as if such section applied to such issuer
and such issuer were a group health plan.’’.
TITLE III—AMENDMENTS TO THE EM-

PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

SEC. 301. APPLICATION OF PATIENT PROTECTION
STANDARDS TO GROUP HEALTH
PLANS AND GROUP HEALTH INSUR-
ANCE COVERAGE UNDER THE EM-
PLOYEE RETIREMENT INCOME SE-
CURITY ACT OF 1974.

Subpart B of part 7 of subtitle B of title I
of the Employee Retirement Income Secu-
rity Act of 1974 is amended by adding at the
end the following new section:
‘‘SEC. 714. PATIENT PROTECTION STANDARDS.

‘‘(a) IN GENERAL.—Subject to subsection
(b), a group health plan (and a health insur-
ance issuer offering group health insurance
coverage in connection with such a plan)
shall comply with the requirements of title I
of the Bipartisan Consensus Managed Care
Improvement Act of 1999 (as in effect as of
the date of the enactment of such Act), and
such requirements shall be deemed to be in-
corporated into this subsection.

‘‘(b) PLAN SATISFACTION OF CERTAIN RE-
QUIREMENTS.—

‘‘(1) SATISFACTION OF CERTAIN REQUIRE-
MENTS THROUGH INSURANCE.—For purposes of
subsection (a), insofar as a group health plan
provides benefits in the form of health insur-
ance coverage through a health insurance
issuer, the plan shall be treated as meeting
the following requirements of title I of the
Bipartisan Consensus Managed Care Im-
provement Act of 1999 with respect to such
benefits and not be considered as failing to
meet such requirements because of a failure
of the issuer to meet such requirements so
long as the plan sponsor or its representa-
tives did not cause such failure by the issuer:

‘‘(A) Section 112 (relating to choice of pro-
viders).

‘‘(B) Section 113 (relating to access to
emergency care).

‘‘(C) Section 114 (relating to access to spe-
cialty care).

‘‘(D) Section 115 (relating to access to ob-
stetrical and gynecological care).

‘‘(E) Section 116 (relating to access to pedi-
atric care).

‘‘(F) Section 117(a)(1) (relating to con-
tinuity in case of termination of provider
contract) and section 117(a)(2) (relating to
continuity in case of termination of issuer
contract), but only insofar as a replacement
issuer assumes the obligation for continuity
of care.

‘‘(G) Section 118 (relating to access to
needed prescription drugs).
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‘‘(H) Section 119 (relating to coverage for

individuals participating in approved clinical
trials.)

‘‘(I) Section 134 (relating to payment of
claims).

‘‘(2) INFORMATION.—With respect to infor-
mation required to be provided or made
available under section 121, in the case of a
group health plan that provides benefits in
the form of health insurance coverage
through a health insurance issuer, the Sec-
retary shall determine the circumstances
under which the plan is not required to pro-
vide or make available the information (and
is not liable for the issuer’s failure to pro-
vide or make available the information), if
the issuer is obligated to provide and make
available (or provides and makes available)
such information.

‘‘(3) GRIEVANCE AND INTERNAL APPEALS.—
With respect to the internal appeals process
and the grievance system required to be es-
tablished under sections 102 and 104, in the
case of a group health plan that provides
benefits in the form of health insurance cov-
erage through a health insurance issuer, the
Secretary shall determine the circumstances
under which the plan is not required to pro-
vide for such process and system (and is not
liable for the issuer’s failure to provide for
such process and system), if the issuer is ob-
ligated to provide for (and provides for) such
process and system.

‘‘(4) EXTERNAL APPEALS.—Pursuant to rules
of the Secretary, insofar as a group health
plan enters into a contract with a qualified
external appeal entity for the conduct of ex-
ternal appeal activities in accordance with
section 103, the plan shall be treated as
meeting the requirement of such section and
is not liable for the entity’s failure to meet
any requirements under such section.

‘‘(5) APPLICATION TO PROHIBITIONS.—Pursu-
ant to rules of the Secretary, if a health in-
surance issuer offers health insurance cov-
erage in connection with a group health plan
and takes an action in violation of any of the
following sections, the group health plan
shall not be liable for such violation unless
the plan caused such violation:

‘‘(A) Section 131 (relating to prohibition of
interference with certain medical commu-
nications).

‘‘(B) Section 132 (relating to prohibition of
discrimination against providers based on li-
censure).

‘‘(C) Section 133 (relating to prohibition
against improper incentive arrangements).

‘‘(D) Section 135 (relating to protection for
patient advocacy).

‘‘(6) CONSTRUCTION.—Nothing in this sub-
section shall be construed to affect or modify
the responsibilities of the fiduciaries of a
group health plan under part 4 of subtitle B.

‘‘(7) APPLICATION TO CERTAIN PROHIBITIONS
AGAINST RETALIATION.—With respect to com-
pliance with the requirements of section
135(b)(1) of the Bipartisan Consensus Man-
aged Care Improvement Act of 1999, for pur-
poses of this subtitle the term ‘group health
plan’ is deemed to include a reference to an
institutional health care provider.

‘‘(c) ENFORCEMENT OF CERTAIN REQUIRE-
MENTS.—

‘‘(1) COMPLAINTS.—Any protected health
care professional who believes that the pro-
fessional has been retaliated or discrimi-
nated against in violation of section 135(b)(1)
of the Bipartisan Consensus Managed Care
Improvement Act of 1999 may file with the
Secretary a complaint within 180 days of the
date of the alleged retaliation or discrimina-
tion.

‘‘(2) INVESTIGATION.—The Secretary shall
investigate such complaints and shall deter-
mine if a violation of such section has oc-
curred and, if so, shall issue an order to en-
sure that the protected health care profes-

sional does not suffer any loss of position,
pay, or benefits in relation to the plan,
issuer, or provider involved, as a result of
the violation found by the Secretary.

‘‘(d) CONFORMING REGULATIONS.—The Sec-
retary may issue regulations to coordinate
the requirements on group health plans
under this section with the requirements im-
posed under the other provisions of this
title.’’.

(b) SATISFACTION OF ERISA CLAIMS PROCE-
DURE REQUIREMENT.—Section 503 of such Act
(29 U.S.C. 1133) is amended by inserting ‘‘(a)’’
after ‘‘SEC. 503.’’ and by adding at the end
the following new subsection:

‘‘(b) In the case of a group health plan (as
defined in section 733) compliance with the
requirements of subtitle A of title I of the
Bipartisan Consensus Managed Care Im-
provement Act of 1999 in the case of a claims
denial shall be deemed compliance with sub-
section (a) with respect to such claims de-
nial.’’.

(c) CONFORMING AMENDMENTS.—(1) Section
732(a) of such Act (29 U.S.C. 1185(a)) is
amended by striking ‘‘section 711’’ and in-
serting ‘‘sections 711 and 714’’.

(2) The table of contents in section 1 of
such Act is amended by inserting after the
item relating to section 713 the following
new item:
‘‘Sec. 714. Patient protection standards.’’.

(3) Section 502(b)(3) of such Act (29 U.S.C.
1132(b)(3)) is amended by inserting ‘‘(other
than section 135(b))’’ after ‘‘part 7’’.
SEC. 302. ERISA PREEMPTION NOT TO APPLY TO

CERTAIN ACTIONS INVOLVING
HEALTH INSURANCE POLICY-
HOLDERS.

(a) IN GENERAL.—Section 514 of the Em-
ployee Retirement Income Security Act of
1974 (29 U.S.C. 1144) is amended by adding at
the end the following subsections:

‘‘(e) PREEMPTION NOT TO APPLY TO CERTAIN
ACTIONS ARISING OUT OF PROVISION OF
HEALTH BENEFITS.—

‘‘(1) NON-PREEMPTION OF CERTAIN CAUSES OF
ACTION.—

‘‘(A) IN GENERAL.—Except as provided in
this subsection, nothing in this title shall be
construed to invalidate, impair, or supersede
any cause of action by a participant or bene-
ficiary (or the estate of a participant or ben-
eficiary) under State law to recover damages
resulting from personal injury or for wrong-
ful death against any person—

‘‘(i) in connection with the provision of in-
surance, administrative services, or medical
services by such person to or for a group
health plan as defined in section 733), or

‘‘(ii) that arises out of the arrangement by
such person for the provision of such insur-
ance, administrative services, or medical
services by other persons.

‘‘(B) LIMITATION ON PUNITIVE DAMAGES.—
‘‘(i) IN GENERAL.—No person shall be liable

for any punitive, exemplary, or similar dam-
ages in the case of a cause of action brought
under subparagraph (A) if—

‘‘(I) it relates to an externally appealable
decision (as defined in subsection (a)(2) of
section 103 of the Bipartisan Consensus Man-
aged Care Improvement Act of 1999);

‘‘(II) an external appeal with respect to
such decision was completed under such sec-
tion 103;

‘‘(III) in the case such external appeal was
initiated by the plan or issuer filing the re-
quest for the external appeal, the request
was filed on a timely basis before the date
the action was brought or, if later, within 30
days after the date the externally appealable
decision was made; and

‘‘(IV) the plan or issuer complied with the
determination of the external appeal entity
upon receipt of the determination of the ex-
ternal appeal entity.

The provisions of this clause supersede any
State law or common law to the contrary.

‘‘(ii) EXCEPTION.—Clause (i) shall not apply
with respect to damages in the case of a
cause of action for wrongful death if the ap-
plicable State law provides (or has been con-
strued to provide) for damages in such a
cause of action which are only punitive or
exemplary in nature.

‘‘(C) PERSONAL INJURY DEFINED.—For pur-
poses of this subsection, the term ‘personal
injury’ means a physical injury and includes
an injury arising out of the treatment (or
failure to treat) a mental illness or disease.

‘‘(2) EXCEPTION FOR GROUP HEALTH PLANS,
EMPLOYERS, AND OTHER PLAN SPONSORS.—

‘‘(A) IN GENERAL.—Subject to subparagraph
(B), paragraph (1) does not authorize—

‘‘(i) any cause of action against a group
health plan or an employer or other plan
sponsor maintaining the plan (or against an
employee of such a plan, employer, or spon-
sor acting within the scope of employment),
or

‘‘(ii) a right of recovery, indemnity, or con-
tribution by a person against a group health
plan or an employer or other plan sponsor
(or such an employee) for damages assessed
against the person pursuant to a cause of ac-
tion under paragraph (1).

‘‘(B) SPECIAL RULE.—Subparagraph (A)
shall not preclude any cause of action de-
scribed in paragraph (1) against group health
plan or an employer or other plan sponsor
(or against an employee of such a plan, em-
ployer, or sponsor acting within the scope of
employment) if—

‘‘(i) such action is based on the exercise by
the plan, employer, or sponsor (or employee)
of discretionary authority to make a deci-
sion on a claim for benefits covered under
the plan or health insurance coverage in the
case at issue; and

‘‘(ii) the exercise by the plan, employer, or
sponsor (or employee) of such authority re-
sulted in personal injury or wrongful death.

‘‘(C) EXCEPTION.—The exercise of discre-
tionary authority described in subparagraph
(B)(i) shall not be construed to include—

‘‘(i) the decision to include or exclude from
the plan any specific benefit;

‘‘(ii) any decision to provide extra-contrac-
tual benefits; or

‘‘(iii) any decision not to consider the pro-
vision of a benefit while internal or external
review is being conducted.

‘‘(3) FUTILITY OF EXHAUSTION.—An indi-
vidual bringing an action under this sub-
section is required to exhaust administrative
processes under sections 102 and 103 of the
Bipartisan Consensus Managed Care Im-
provement Act of 1999, unless the injury to
or death of such individual has occurred be-
fore the completion of such processes.

‘‘(4) CONSTRUCTION.—Nothing in this sub-
section shall be construed as—

‘‘(A) permitting a cause of action under
State law for the failure to provide an item
or service which is specifically excluded
under the group health plan involved;

‘‘(B) as preempting a State law which re-
quires an affidavit or certificate of merit in
a civil action; or

‘‘(C) permitting a cause of action or rem-
edy under State law in connection with the
provision or arrangement of excepted bene-
fits (as defined in section 733(c)), other than
those described in section 733(c)(2)(A).

‘‘(f) RULES OF CONSTRUCTION RELATING TO
HEALTH CARE.—Nothing in this title shall be
construed as—

‘‘(1) permitting the application of State
laws that are otherwise superseded by this
title and that mandate the provision of spe-
cific benefits by a group health plan (as de-
fined in section 733(a)) or a multiple em-
ployer welfare arrangement (as defined in
section 3(40)), or
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‘‘(2) affecting any State law which regu-

lates the practice of medicine or provision of
medical care, or affecting any action based
upon such a State law.’’.

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall apply to acts
and omissions occurring on or after the date
of the enactment of this Act from which a
cause of action arises.
SEC. 303. LIMITATIONS ON ACTIONS.

Section 502 of the Employee Retirement
Income Security Act of 1974 (29 U.S.C. 1132) is
amended by adding at the end the following
new subsection:

‘‘(n)(1) Except as provided in this sub-
section, no action may be brought under sub-
section (a)(1)(B), (a)(2), or (a)(3) by a partici-
pant or beneficiary seeking relief based on
the application of any provision in section
101, subtitle B, or subtitle D of title I of the
Bipartisan Consensus Managed Care Im-
provement Act of 1999 (as incorporated under
section 714).

‘‘(2) An action may be brought under sub-
section (a)(1)(B), (a)(2), or (a)(3) by a partici-
pant or beneficiary seeking relief based on
the application of section 101, 113, 114, 115,
116, 117, 119, or 118(3) of the Bipartisan Con-
sensus Managed Care Improvement Act of
1999 (as incorporated under section 714) to
the individual circumstances of that partici-
pant or beneficiary, except that—

‘‘(A) such an action may not be brought or
maintained as a class action; and

‘‘(B) in such an action, relief may only pro-
vide for the provision of (or payment of) ben-
efits, items, or services denied to the indi-
vidual participant or beneficiary involved
(and for attorney’s fees and the costs of the
action, at the discretion of the court) and
shall not provide for any other relief to the
participant or beneficiary or for any relief to
any other person.

‘‘(3) Nothing in this subsection shall be
construed as affecting any action brought by
the Secretary.’’.
TITLE IV—APPLICATION TO GROUP

HEALTH PLANS UNDER THE INTERNAL
REVENUE CODE OF 1986

SEC. 401. AMENDMENTS TO THE INTERNAL REV-
ENUE CODE OF 1986.

Subchapter B of chapter 100 of the Internal
Revenue Code of 1986 is amended—

(1) in the table of sections, by inserting
after the item relating to section 9812 the
following new item:

‘‘Sec. 9813. Standard relating to patient free-
dom of choice.’’;

and
(2) by inserting after section 9812 the fol-

lowing:
‘‘SEC. 9813. STANDARD RELATING TO PATIENTS’

BILL OF RIGHTS.
‘‘A group health plan shall comply with

the requirements of title I of the Bipartisan
Consensus Managed Care Improvement Act
of 1999 (as in effect as of the date of the en-
actment of such Act), and such requirements
shall be deemed to be incorporated into this
section.’’.

TITLE V—EFFECTIVE DATES;
COORDINATION IN IMPLEMENTATION

SEC. 501. EFFECTIVE DATES.
(a) GROUP HEALTH COVERAGE.—
(1) IN GENERAL.—Subject to paragraph (2),

the amendments made by sections 201(a), 301,
303, and 401 (and title I insofar as it relates
to such sections) shall apply with respect to
group health plans, and health insurance
coverage offered in connection with group
health plans, for plan years beginning on or
after January 1, 2001 (in this section referred
to as the ‘‘general effective date’’) and also
shall apply to portions of plan years occur-
ring on and after such date.

(2) TREATMENT OF COLLECTIVE BARGAINING
AGREEMENTS.—In the case of a group health
plan maintained pursuant to one or more
collective bargaining agreements between
employee representatives and one or more
employers ratified before the date of the en-
actment of this Act, the amendments made
by sections 201(a), 301, 303, and 401 (and title
I insofar as it relates to such sections) shall
not apply to plan years beginning before the
later of—

(A) the date on which the last collective
bargaining agreements relating to the plan
terminates (determined without regard to
any extension thereof agreed to after the
date of the enactment of this Act), or

(B) the general effective date.

For purposes of subparagraph (A), any plan
amendment made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this Act shall not
be treated as a termination of such collec-
tive bargaining agreement.

(b) INDIVIDUAL HEALTH INSURANCE COV-
ERAGE.—The amendments made by section
202 shall apply with respect to individual
health insurance coverage offered, sold,
issued, renewed, in effect, or operated in the
individual market on or after the general ef-
fective date.
SEC. 502. COORDINATION IN IMPLEMENTATION.

The Secretary of Labor, the Secretary of
Health and Human Services, and the Sec-
retary of the Treasury shall ensure, through
the execution of an interagency memo-
randum of understanding among such Secre-
taries, that—

(1) regulations, rulings, and interpreta-
tions issued by such Secretaries relating to
the same matter over which such Secretaries
have responsibility under the provisions of
this Act (and the amendments made thereby)
are administered so as to have the same ef-
fect at all times; and

(2) coordination of policies relating to en-
forcing the same requirements through such
Secretaries in order to have a coordinated
enforcement strategy that avoids duplica-
tion of enforcement efforts and assigns prior-
ities in enforcement.

TITLE VI—HEALTH CARE PAPERWORK
SIMPLIFICATION

SEC. 601. HEALTH CARE PAPERWORK SIM-
PLIFICATION.

(a) ESTABLISHMENT OF PANEL.—
(1) ESTABLISHMENT.—There is established a

panel to be known as the Health Care Panel
to Devise a Uniform Explanation of Benefits
(in this section referred to as the ‘‘Panel’’).

(2) DUTIES OF PANEL.—
(A) IN GENERAL.—The Panel shall devise a

single form for use by third-party health
care payers for the remittance of claims to
providers.

(B) DEFINITION.—For purposes of this sec-
tion, the term ‘‘third-party health care
payer’’ means any entity that contractually
pays health care bills for an individual.

(3) MEMBERSHIP.—
(A) SIZE AND COMPOSITION.—The Secretary

of Health and Human Services shall deter-
mine the number of members and the com-
position of the Panel. Such Panel shall in-
clude equal numbers of representatives of
private insurance organizations, consumer
groups, State insurance commissioners,
State medical societies, State hospital asso-
ciations, and State medical specialty soci-
eties.

(B) TERMS OF APPOINTMENT.—The members
of the Panel shall serve for the life of the
Panel.

(C) VACANCIES.—A vacancy in the Panel
shall not affect the power of the remaining
members to execute the duties of the Panel,
but any such vacancy shall be filled in the

same manner in which the original appoint-
ment was made.

(4) PROCEDURES.—
(A) MEETINGS.—The Panel shall meet at

the call of a majority of its members.
(B) FIRST MEETING.—The Panel shall con-

vene not later than 60 days after the date of
the enactment of the Bipartisan Consensus
Managed Care Improvement Act of 1999.

(C) QUORUM.—A quorum shall consist of a
majority of the members of the Panel.

(D) HEARINGS.—For the purpose of carrying
out its duties, the Panel may hold such hear-
ings and undertake such other activities as
the Panel determines to be necessary to
carry out its duties.

(5) ADMINISTRATION.—
(A) COMPENSATION.—Except as provided in

subparagraph (B), members of the Panel
shall receive no additional pay, allowances,
or benefits by reason of their service on the
Panel.

(B) TRAVEL EXPENSES AND PER DIEM.—Each
member of the Panel who is not an officer or
employee of the Federal Government shall
receive travel expenses and per diem in lieu
of subsistence in accordance with sections
5702 and 5703 of title 5, United States Code.

(C) CONTRACT AUTHORITY.—The Panel may
contract with and compensate Government
and private agencies or persons for items and
services, without regard to section 3709 of
the Revised Statutes (41 U.S.C. 5).

(D) USE OF MAILS.—The Panel may use the
United States mails in the same manner and
under the same conditions as Federal agen-
cies and shall, for purposes of the frank, be
considered a commission of Congress as de-
scribed in section 3215 of title 39, United
States Code.

(E) ADMINISTRATIVE SUPPORT SERVICES.—
Upon the request of the Panel, the Secretary
of Health and Human Services shall provide
to the Panel on a reimbursable basis such ad-
ministrative support services as the Panel
may request.

(6) SUBMISSION OF FORM.—Not later than 2
years after the first meeting, the Panel shall
submit a form to the Secretary of Health and
Human Services for use by third-party
health care payers.

(7) TERMINATION.—The Panel shall termi-
nate on the day after submitting the form
under paragraph (6).

(b) REQUIREMENT FOR USE OF FORM BY
THIRD-PARTY CARE PAYERS.—A third-party
health care payer shall be required to use the
form devised under subsection (a) for plan
years beginning on or after 5 years following
the date of the enactment of this Act.

The CHAIRMAN. No further amend-
ment is in order except those printed in
part B of the report. Each amendment
may be offered only in the order print-
ed, may be offered only by a Member
designated in the report, shall be con-
sidered read, debatable for the time
specified in the report, equally divided
and controlled by the proponent and an
opponent, and shall not be subject to
amendment.

The Chairman of the Committee of
the Whole may postpone a request for a
recorded vote on any amendment and
may reduce to a minimum of 5 minutes
the time for voting on any postponed
question that immediately follows an-
other vote, provided that the time for
voting on the first question shall be a
minimum of 15 minutes.

It is now in order to consider amend-
ment No. 1 printed in part B of House
Report 106–366.
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AMENDMENT NO. 1 IN THE NATURE OF A
SUBSTITUTE OFFERED BY MR. BOEHNER

Mr. BOEHNER. Mr. Chairman, I offer
an amendment in the nature of a sub-
stitute.

The CHAIRMAN. The Clerk will des-
ignate the amendment in the nature of
a substitute.

The text of the amendment in the na-
ture of a substitute is as follows:

Amendment No. 1 in the nature of a sub-
stitute offered by Mr. BOEHNER:

Strike all after the enacting clause and in-
sert the following:
SECTION 1. SHORT TITLE AND TABLE OF CON-

TENTS.
(a) SHORT TITLE.—This Act may be cited as

the ‘‘Comprehensive Access and Responsi-
bility in Health Care Act of 1999’’.

(b) TABLE OF CONTENTS.—The table of con-
tents is as follows:

Sec. 1. Short title and table of contents.
TITLE I—AMENDMENTS TO THE EM-

PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

Subtitle A—Patient Protections
Sec. 101. Patient access to unrestricted med-

ical advice, emergency medical
care, obstetric and gyneco-
logical care, pediatric care, and
continuity of care.

Sec. 102. Required disclosure to network
providers.

Sec. 103. Effective date and related rules.
Subtitle B—Patient Access to Information

Sec. 111. Patient access to information re-
garding plan coverage, managed
care procedures, health care
providers, and quality of med-
ical care.-

Sec. 112. Effective date and related rules.
Subtitle C—Group Health Plan Review

Standards
Sec. 121. Special rules for group health

plans.
Sec. 122. Special rule for access to specialty

care.
Sec. 123. Protection for certain information

developed to reduce mortality
or morbidity or for improving
patient care and safety.

Sec. 124. Effective date.

Subtitle E—Health Care Access,
Affordability, and Quality Commission

Sec. 131. Establishment of commission.
Sec. 132. Effective date.

TITLE II—AMENDMENTS TO THE PUBLIC
HEALTH SERVICE ACT

Sec. 201. Patient access to unrestricted med-
ical advice, emergency medical
care, obstetric and gyneco-
logical care, pediatric care, and
continuity of care.

Sec. 202. Requiring health maintenance or-
ganizations to offer option of
point-of-service coverage.

Sec. 203. Effective date and related rules.

Subtitle B—Patient Access to Information

Sec. 211. Patient access to information re-
garding plan coverage, managed
care procedures, health care
providers, and quality of med-
ical care.

Sec. 212. Effective date and related rules.

TITLE III—AMENDMENTS TO THE
INTERNAL REVENUE CODE OF 1986

Sec. 301. Patient access to unrestricted med-
ical advice, emergency medical
care, obstetric and gyneco-
logical care, pediatric care, and
continuity of care.

TITLE IV—HEALTH CARE LAWSUIT
REFORM

Subtitle A—General Provisions
Sec. 401. Federal reform of health care li-

ability actions.
Sec. 402. Definitions.
Sec. 403. Effective date.

Subtitle B—Uniform Standards for Health
Care Liability Actions

Sec. 411. Statute of limitations.
Sec. 412. Calculation and payment of dam-

ages.
Sec. 413. Alternative dispute resolution.
Sec. 414. Reporting on fraud and abuse en-

forcement activities.
TITLE I—AMENDMENTS TO THE EM-

PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

Subtitle A—Patient Protections
SEC. 101. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE, AND CONTINUITY OF CARE.

(a) IN GENERAL.—Subpart B of part 7 of
subtitle B of title I of the Employee Retire-
ment Income Security Act of 1974 is amended
by adding at the end the following new sec-
tion:
‘‘SEC. 714. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE, AND CONTINUITY OF CARE.

‘‘(a) PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE.—

‘‘(1) IN GENERAL.—In the case of any health
care professional acting within the lawful
scope of practice in the course of carrying
out a contractual employment arrangement
or other direct contractual arrangement be-
tween such professional and a group health
plan or a health insurance issuer offering
health insurance coverage in connection
with a group health plan, the plan or issuer
with which such contractual employment ar-
rangement or other direct contractual ar-
rangement is maintained by the professional
may not impose on such professional under
such arrangement any prohibition or restric-
tion with respect to advice, provided to a
participant or beneficiary under the plan
who is a patient, about the health status of
the participant or beneficiary or the medical
care or treatment for the condition or dis-
ease of the participant or beneficiary, re-
gardless of whether benefits for such care or
treatment are provided under the plan or
health insurance coverage offered in connec-
tion with the plan.

‘‘(2) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this paragraph, the term
‘health care professional’ means a physician
(as defined in section 1861(r) of the Social Se-
curity Act) or other health care professional
if coverage for the professional’s services is
provided under the group health plan for the
services of the professional. Such term in-
cludes a podiatrist, optometrist, chiro-
practor, psychologist, dentist, physician as-
sistant, physical or occupational therapist
and therapy assistant, speech-language pa-
thologist, audiologist, registered or licensed
practical nurse (including nurse practi-
tioner, clinical nurse specialist, certified
registered nurse anesthetist, and certified
nurse-midwife), licensed certified social
worker, registered respiratory therapist, and
certified respiratory therapy technician.

‘‘(3) RULE OF CONSTRUCTION.—Nothing in
this subsection shall be construed to require
the sponsor of a group health plan or a
health insurance issuer offering health insur-
ance coverage in connection with the group
health plan to engage in any practice that
would violate its religious beliefs or moral
convictions.

‘‘(b) PATIENT ACCESS TO EMERGENCY MED-
ICAL CARE.—

‘‘(1) COVERAGE OF EMERGENCY SERVICES.—
‘‘(A) IN GENERAL.—If a group health plan,

or health insurance coverage offered by a
health insurance issuer, provides any bene-
fits with respect to emergency services (as
defined in subparagraph (B)(ii)), or ambu-
lance services, the plan or issuer shall cover
emergency services (including emergency
ambulance services as defined in subpara-
graph (B)(iii)) furnished under the plan or
coverage—

‘‘(i) without the need for any prior author-
ization determination;

‘‘(ii) whether or not the health care pro-
vider furnishing such services is a partici-
pating provider with respect to such serv-
ices;

‘‘(iii) in a manner so that, if such services
are provided to a participant or beneficiary
by a nonparticipating health care provider,
the participant or beneficiary is not liable
for amounts that exceed the amounts of li-
ability that would be incurred if the services
were provided by a participating provider;
and

‘‘(iv) without regard to any other term or
condition of such plan or coverage (other
than exclusion or coordination of benefits, or
an affiliation or waiting period, permitted
under section 701 and other than applicable
cost sharing).

‘‘(B) DEFINITIONS.—In this subsection:
‘‘(i) EMERGENCY MEDICAL CONDITION.—The

term ‘emergency medical condition’ means—
‘‘(I) a medical condition manifesting itself

by acute symptoms of sufficient severity (in-
cluding severe pain) such that a prudent
layperson, who possesses an average knowl-
edge of health and medicine, could reason-
ably expect the absence of immediate med-
ical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act (42
U.S.C. 1395dd(e)(1)(A)); and

‘‘(II) a medical condition manifesting itself
in a neonate by acute symptoms of sufficient
severity (including severe pain) such that a
prudent health care professional could rea-
sonably expect the absence of immediate
medical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act.

‘‘(ii) EMERGENCY SERVICES.—The term
‘emergency services’ means—

‘‘(I) with respect to an emergency medical
condition described in clause (i)(I), a medical
screening examination (as required under
section 1867 of the Social Security Act, 42
U.S.C. 1395dd)) that is within the capability
of the emergency department of a hospital,
including ancillary services routinely avail-
able to the emergency department to evalu-
ate an emergency medical condition (as de-
fined in clause (i)) and also, within the capa-
bilities of the staff and facilities at the hos-
pital, such further medical examination and
treatment as are required under section 1867
of such Act to stabilize the patient; or

‘‘(II) with respect to an emergency medical
condition described in clause (i)(II), medical
treatment for such condition rendered by a
health care provider in a hospital to a
neonate, including available hospital ancil-
lary services in response to an urgent re-
quest of a health care professional and to the
extent necessary to stabilize the neonate.

‘‘(iii) EMERGENCY AMBULANCE SERVICES.—
The term ‘emergency ambulance services’
means ambulance services (as defined for
purposes of section 1861(s)(7) of the Social Se-
curity Act) furnished to transport an indi-
vidual who has an emergency medical condi-
tion (as defined in clause (i)) to a hospital for
the receipt of emergency services (as defined
in clause (ii)) in a case in which appropriate
emergency medical screening examinations
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are covered under the plan or coverage pur-
suant to paragraph (1)(A) and a prudent
layperson, with an average knowledge of
health and medicine, could reasonably ex-
pect that the absence of such transport
would result in placing the health of the in-
dividual in serious jeopardy, serious impair-
ment of bodily function, or serious dysfunc-
tion of any bodily organ or part.

‘‘(iv) STABILIZE.—The term ‘to stabilize’
means, with respect to an emergency med-
ical condition, to provide such medical treat-
ment of the condition as may be necessary to
assure, within reasonable medical prob-
ability, that no material deterioration of the
condition is likely to result from or occur
during the transfer of the individual from a
facility.

‘‘(v) NONPARTICIPATING.—The term ‘non-
participating’ means, with respect to a
health care provider that provides health
care items and services to a participant or
beneficiary under group health plan or under
group health insurance coverage, a health
care provider that is not a participating
health care provider with respect to such
items and services.

‘‘(vi) PARTICIPATING.—The term ‘partici-
pating’ means, with respect to a health care
provider that provides health care items and
services to a participant or beneficiary under
group health plan or health insurance cov-
erage offered by a health insurance issuer in
connection with such a plan, a health care
provider that furnishes such items and serv-
ices under a contract or other arrangement
with the plan or issuer.

‘‘(c) PATIENT RIGHT TO OBSTETRIC AND GYN-
ECOLOGICAL CARE.—

‘‘(1) IN GENERAL.—In any case in which a
group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan)—

‘‘(A) provides benefits under the terms of
the plan consisting of—

‘‘(i) gynecological care (such as preventive
women’s health examinations); or

‘‘(ii) obstetric care (such as pregnancy-re-
lated services),

provided by a participating health care pro-
fessional who specializes in such care (or pro-
vides benefits consisting of payment for such
care); and

‘‘(B) requires or provides for designation by
a participant or beneficiary of a partici-
pating primary care provider,

if the primary care provider designated by
such a participant or beneficiary is not such
a health care professional, then the plan (or
issuer) shall meet the requirements of para-
graph (2).

‘‘(2) REQUIREMENTS.—A group health plan
(or a health insurance issuer offering health
insurance coverage in connection with the
plan) meets the requirements of this para-
graph, in connection with benefits described
in paragraph (1) consisting of care described
in clause (i) or (ii) of paragraph (1)(A) (or
consisting of payment therefor), if the plan
(or issuer)—

‘‘(A) does not require authorization or a re-
ferral by the primary care provider in order
to obtain such benefits; and

‘‘(B) treats the ordering of other care of
the same type, by the participating health
care professional providing the care de-
scribed in clause (i) or (ii) of paragraph
(1)(A), as the authorization of the primary
care provider with respect to such care.

‘‘(3) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this subsection, the term
‘health care professional’ means an indi-
vidual (including, but not limited to, a nurse
midwife or nurse practitioner) who is li-
censed, accredited, or certified under State
law to provide obstetric and gynecological
health care services and who is operating

within the scope of such licensure, accredita-
tion, or certification.

‘‘(4) CONSTRUCTION.—Nothing in paragraph
(1) shall be construed as preventing a plan
from offering (but not requiring a partici-
pant or beneficiary to accept) a health care
professional trained, credentialed, and oper-
ating within the scope of their licensure to
perform obstetric and gynecological health
care services. Nothing in paragraph (2)(B)
shall waive any requirements of coverage re-
lating to medical necessity or appropriate-
ness with respect to coverage of gyneco-
logical or obstetric care so ordered.

‘‘(5) TREATMENT OF MULTIPLE COVERAGE OP-
TIONS.—In the case of a plan providing bene-
fits under two or more coverage options, the
requirements of this subsection shall apply
separately with respect to each coverage op-
tion.

‘‘(d) PATIENT RIGHT TO PEDIATRIC CARE.—
‘‘(1) IN GENERAL.—In any case in which a

group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan) provides benefits
consisting of routine pediatric care provided
by a participating health care professional
who specializes in pediatrics (or consisting of
payment for such care) and the plan requires
or provides for designation by a participant
or beneficiary of a participating primary
care provider, the plan (or issuer) shall pro-
vide that such a participating health care
professional may be designated, if available,
by a parent or guardian of any beneficiary
under the plan is who under 18 years of age,
as the primary care provider with respect to
any such benefits.

‘‘(2) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this subsection, the term
‘health care professional’ means an indi-
vidual (including, but not limited to, a nurse
practitioner) who is licensed, accredited, or
certified under State law to provide pedi-
atric health care services and who is oper-
ating within the scope of such licensure, ac-
creditation, or certification.

‘‘(3) CONSTRUCTION.—Nothing in paragraph
(1) shall be construed as preventing a plan
from offering (but not requiring a partici-
pant or beneficiary to accept) a health care
professional trained, credentialed, and oper-
ating within the scope of their licensure to
perform pediatric health care services. Noth-
ing in paragraph (1) shall waive any require-
ments of coverage relating to medical neces-
sity or appropriateness with respect to cov-
erage of pediatric care so ordered.

‘‘(4) TREATMENT OF MULTIPLE COVERAGE OP-
TIONS.—In the case of a plan providing bene-
fits under two or more coverage options, the
requirements of this subsection shall apply
separately with respect to each coverage op-
tion.

‘‘(e) CONTINUITY OF CARE.—
‘‘(1) IN GENERAL.—
‘‘(A) TERMINATION OF PROVIDER.—If a con-

tract between a group health plan, or a
health insurance issuer offering health insur-
ance coverage in connection with a group
health plan, and a health care provider is
terminated (as defined in subparagraph
(D)(ii)), or benefits or coverage provided by a
health care provider are terminated because
of a change in the terms of provider partici-
pation in a group health plan, and an indi-
vidual who, at the time of such termination,
is a participant or beneficiary in the plan
and is scheduled to undergo surgery (includ-
ing an organ transplantation), is undergoing
treatment for pregnancy, or is determined to
be terminally ill (as defined in section
1861(dd)(3)(A) of the Social Security Act) and
is undergoing treatment for the terminal ill-
ness, the plan or issuer shall—

‘‘(i) notify the individual on a timely basis
of such termination and of the right to elect

continuation of coverage of treatment by the
provider under this subsection; and

‘‘(ii) subject to paragraph (3), permit the
individual to elect to continue to be covered
with respect to treatment by the provider for
such surgery, pregnancy, or illness during a
transitional period (provided under para-
graph (2)).

‘‘(B) TREATMENT OF TERMINATION OF CON-
TRACT WITH HEALTH INSURANCE ISSUER.—If a
contract for the provision of health insur-
ance coverage between a group health plan
and a health insurance issuer is terminated
and, as a result of such termination, cov-
erage of services of a health care provider is
terminated with respect to an individual, the
provisions of subparagraph (A) (and the suc-
ceeding provisions of this subsection) shall
apply under the plan in the same manner as
if there had been a contract between the plan
and the provider that had been terminated,
but only with respect to benefits that are
covered under the plan after the contract
termination.

‘‘(C) TERMINATION DEFINED.—For purposes
of this subsection, the term ‘terminated’ in-
cludes, with respect to a contract, the expi-
ration or nonrenewal of the contract, but
does not include a termination of the con-
tract by the plan or issuer for failure to meet
applicable quality standards or for fraud.

‘‘(2) TRANSITIONAL PERIOD.—
‘‘(A) IN GENERAL.—Except as provided in

subparagraphs (B) through (D), the transi-
tional period under this paragraph shall ex-
tend up to 90 days (as determined by the
treating health care professional) after the
date of the notice described in paragraph
(1)(A)(i) of the provider’s termination.

‘‘(B) SCHEDULED SURGERY.—If surgery was
scheduled for an individual before the date of
the announcement of the termination of the
provider status under paragraph (1)(A)(i), the
transitional period under this paragraph
with respect to the surgery shall extend be-
yond the period under subparagraph (A) and
until the date of discharge of the individual
after completion of the surgery.

‘‘(C) PREGNANCY.—If—
‘‘(i) a participant or beneficiary was deter-

mined to be pregnant at the time of a pro-
vider’s termination of participation, and

‘‘(ii) the provider was treating the preg-
nancy before date of the termination,

the transitional period under this paragraph
with respect to provider’s treatment of the
pregnancy shall extend through the provi-
sion of post-partum care directly related to
the delivery.

‘‘(D) TERMINAL ILLNESS.—If—
‘‘(i) a participant or beneficiary was deter-

mined to be terminally ill (as determined
under section 1861(dd)(3)(A) of the Social Se-
curity Act) at the time of a provider’s termi-
nation of participation, and

‘‘(ii) the provider was treating the ter-
minal illness before the date of termination,
the transitional period under this paragraph
shall extend for the remainder of the individ-
ual’s life for care directly related to the
treatment of the terminal illness or its med-
ical manifestations.

‘‘(3) PERMISSIBLE TERMS AND CONDITIONS.—
A group health plan or health insurance
issuer may condition coverage of continued
treatment by a provider under paragraph
(1)(A)(i) upon the individual notifying the
plan of the election of continued coverage
and upon the provider agreeing to the fol-
lowing terms and conditions:

‘‘(A) The provider agrees to accept reim-
bursement from the plan or issuer and indi-
vidual involved (with respect to cost-shar-
ing) at the rates applicable prior to the start
of the transitional period as payment in full
(or, in the case described in paragraph (1)(B),
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at the rates applicable under the replace-
ment plan or issuer after the date of the ter-
mination of the contract with the health in-
surance issuer) and not to impose cost-shar-
ing with respect to the individual in an
amount that would exceed the cost-sharing
that could have been imposed if the contract
referred to in paragraph (1)(A) had not been
terminated.

‘‘(B) The provider agrees to adhere to the
quality assurance standards of the plan or
issuer responsible for payment under sub-
paragraph (A) and to provide to such plan or
issuer necessary medical information related
to the care provided.

‘‘(C) The provider agrees otherwise to ad-
here to such plan’s or issuer’s policies and
procedures, including procedures regarding
referrals and obtaining prior authorization
and providing services pursuant to a treat-
ment plan (if any) approved by the plan or
issuer.

‘‘(D) The provider agrees to provide transi-
tional care to all participants and bene-
ficiaries who are eligible for and elect to
have coverage of such care from such pro-
vider.

‘‘(E) If the provider initiates the termi-
nation, the provider has notified the plan
within 30 days prior to the effective date of
the termination of—

‘‘(i) whether the provider agrees to permis-
sible terms and conditions (as set forth in
this paragraph) required by the plan, and

‘‘(ii) if the provider agrees to the terms and
conditions, the specific plan beneficiaries
and participants undergoing a course of
treatment from the provider who the pro-
vider believes, at the time of the notifica-
tion, would be eligible for transitional care
under this subsection.

‘‘(4) CONSTRUCTION.—Nothing in this sub-
section shall be construed to—

‘‘(A) require the coverage of benefits which
would not have been covered if the provider
involved remained a participating provider,
or

‘‘(B) prohibit a group health plan from con-
ditioning a provider’s participation on the
provider’s agreement to provide transitional
care to all participants and beneficiaries eli-
gible to obtain coverage of such care fur-
nished by the provider as set forth under this
subsection.

‘‘(f) COVERAGE FOR INDIVIDUALS PARTICI-
PATING IN APPROVED CANCER CLINICAL
TRIALS.—

‘‘(1) COVERAGE.—
‘‘(A) IN GENERAL.—If a group health plan

(or a health insurance issuer offering health
insurance coverage in connection with the
plan) provides coverage to a qualified indi-
vidual (as defined in paragraph (2)), the plan
or issuer—

‘‘(i) may not deny the individual participa-
tion in the clinical trial referred to in para-
graph (2)(B);

‘‘(ii) subject to paragraphs (2), (3), and (4),
may not deny (or limit or impose additional
conditions on) the coverage of routine pa-
tient costs for items and services furnished
in connection with participation in the trial;
and

‘‘(iii) may not discriminate against the in-
dividual on the basis of the participation of
the participant or beneficiary in such trial.

‘‘(B) EXCLUSION OF CERTAIN COSTS.—For
purposes of subparagraph (A)(ii), routine pa-
tient costs do not include the cost of the
tests or measurements conducted primarily
for the purpose of the clinical trial involved.

‘‘(C) USE OF IN-NETWORK PROVIDERS.—If one
or more participating providers is partici-
pating in a clinical trial, nothing in subpara-
graph (A) shall be construed as preventing a
plan from requiring that a qualified indi-
vidual participate in the trial through such a
participating provider if the provider will ac-

cept the individual as a participant in the
trial.

‘‘(2) QUALIFIED INDIVIDUAL DEFINED.—For
purposes of paragraph (1), the term ‘qualified
individual’ means an individual who is a par-
ticipant or beneficiary in a group health plan
and who meets the following conditions:

‘‘(A)(i) The individual has been diagnosed
with cancer.

‘‘(ii) The individual is eligible to partici-
pate in an approved clinical trial according
to the trial protocol with respect to treat-
ment of cancer.

‘‘(iii) The individual’s participation in the
trial offers meaningful potential for signifi-
cant clinical benefit for the individual.

‘‘(B) Either—
‘‘(i) the referring physician is a partici-

pating health care professional and has con-
cluded that the individual’s participation in
such trial would be appropriate based upon
satisfaction by the individual of the condi-
tions described in subparagraph (A); or

‘‘(ii) the individual provides medical and
scientific information establishing that the
individual’s participation in such trial would
be appropriate based upon the satisfaction
by the individual of the conditions described
in subparagraph (A).

‘‘(3) PAYMENT.—
‘‘(A) IN GENERAL.—A group health plan (or

a health insurance issuer offering health in-
surance coverage in connection with the
plan) shall provide for payment for routine
patient costs described in paragraph (1)(B)
but is not required to pay for costs of items
and services that are reasonably expected to
be paid for by the sponsors of an approved
clinical trial.

‘‘(B) ROUTINE PATIENT CARE COSTS.—
‘‘(i) IN GENERAL.—For purposes of this

paragraph, the term ‘routine patient care
costs’ shall include the costs associated with
the provision of items and services that—

‘‘(I) would otherwise be covered under the
group health plan if such items and services
were not provided in connection with an ap-
proved clinical trial program; and

‘‘(II) are furnished according to the pro-
tocol of an approved clinical trial program.

‘‘(ii) EXCLUSION.—For purposes of this
paragraph, ‘routine patient care costs’ shall
not include the costs associated with the
provision of—

(I) an investigational drug or device, unless
the Secretary has authorized the manufac-
turer of such drug or device to charge for
such drug or device; or

(II) any item or service supplied without
charge by the sponsor of the approved clin-
ical trial program.

‘‘(C) PAYMENT RATE.—For purposes of this
subsection—

‘‘(i) PARTICIPATING PROVIDERS.—In the case
of covered items and services provided by a
participating provider, the payment rate
shall be at the agreed upon rate.

‘‘(ii) NONPARTICIPATING PROVIDERS.—In the
case of covered items and services provided
by a nonparticipating provider, the payment
rate shall be at the rate the plan would nor-
mally pay for comparable items or services
under clause (i).

‘‘(4) APPROVED CLINICAL TRIAL DEFINED.—
‘‘(A) IN GENERAL.—For purposes of this sub-

section, the term ‘approved clinical trial’
means a cancer clinical research study or
cancer clinical investigation approved by an
Institutional Review Board.

‘‘(B) CONDITIONS FOR DEPARTMENTS.—The
conditions described in this paragraph, for a
study or investigation conducted by a De-
partment, are that the study or investiga-
tion has been reviewed and approved through
a system of peer review that the Secretary
determines—

‘‘(i) to be comparable to the system of peer
review of studies and investigations used by
the National Institutes of Health, and

‘‘(ii) assures unbiased review of the highest
scientific standards by qualified individuals
who have no interest in the outcome of the
review.

‘‘(5) CONSTRUCTION.—Nothing in this sub-
section shall be construed to limit a plan’s
coverage with respect to clinical trials.

‘‘(6) PLAN SATISFACTION OF CERTAIN RE-
QUIREMENTS; RESPONSIBILITIES OF FIDU-
CIARIES.—

‘‘(A) IN GENERAL.—For purposes of this sub-
section, insofar as a group health plan pro-
vides benefits in the form of health insur-
ance coverage through a health insurance
issuer, the plan shall be treated as meeting
the requirements of this subsection with re-
spect to such benefits and not be considered
as failing to meet such requirements because
of a failure of the issuer to meet such re-
quirements so long as the plan sponsor or its
representatives did not cause such failure by
the issuer.

‘‘(B) CONSTRUCTION.—Nothing in this sub-
section shall be construed to affect or modify
the responsibilities of the fiduciaries of a
group health plan under part 4.

‘‘(7) STUDY AND REPORT.—
‘‘(A) STUDY.—The Secretary shall analyze

cancer clinical research and its cost implica-
tions for managed care, including differen-
tiation in—

‘‘(i) the cost of patient care in trials versus
standard care;

‘‘(ii) the cost effectiveness achieved in dif-
ferent sites of service;

‘‘(iii) research outcomes;
‘‘(iv) volume of research subjects available

in different sites of service;
‘‘(v) access to research sites and clinical

trials by cancer patients;
‘‘(vi) patient cost sharing or copayment

costs realized in different sites of service;
‘‘(vii) health outcomes experienced in dif-

ferent sites of service;
‘‘(viii) long term health care services and

costs experienced in different sites of serv-
ice;

‘‘(ix) morbidity and mortality experienced
in different sites of service; and

‘‘(x) patient satisfaction and preference of
sites of service.

‘‘(B) REPORT TO CONGRESS.—Not later than
January 1, 2005, the Secretary shall submit a
report to Congress that contains—

‘‘(i) an assessment of any incremental cost
to group health plans resulting from the pro-
visions of this section;

‘‘(ii) a projection of expenditures to such
plans resulting from this section;

‘‘(iii) an assessment of any impact on pre-
miums resulting from this section; and

‘‘(iv) recommendations regarding action on
other diseases.’’.

(b) CONFORMING AMENDMENT.—The table of
contents in section 1 of such Act is amended
by adding at the end of the items relating to
subpart B of part 7 of subtitle B of title I of
such Act the following new item:

‘‘Sec. 714. Patient access to unrestricted
medical advice, emergency
medical care, obstetric and
gynecological care, pediatric
care, and continuity of care.’’.

SEC. 102. REQUIRED DISCLOSURE TO NETWORK
PROVIDERS.

(a) IN GENERAL.—Subpart B of part 7 of
subtitle B of title I of the Employee Retire-
ment Income Security Act of 1974 (as amend-
ed by section 101) is amended further by add-
ing at the end the following new section:
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‘‘SEC. 715. REQUIRED DISCLOSURE TO NETWORK

PROVIDERS.
‘‘(a) IN GENERAL.—If a group health plan

reimburses, through a contract or other ar-
rangement, a health care provider at a dis-
counted payment rate because the provider
participates in a provider network, the plan
shall disclose to the provider the following
information before the provider furnishes
covered items or services under the plan:

‘‘(1) The identity of the plan sponsor or
other entity that is to utilize the discounted
payment rates in reimbursing network pro-
viders in that network.

‘‘(2) The existence of any substantial ben-
efit differentials established for the purpose
of actively encouraging participants or bene-
ficiaries under the plan to utilize the pro-
viders in that network.

‘‘(3) The methods and materials by which
providers in the network are identified to
such participants or beneficiaries as part of
the network.

‘‘(b) PERMITTED MEANS OF DISCLOSURE.—
Disclosure required under subsection (a) by a
plan may be made—

‘‘(1) by another entity under a contract or
other arrangement between the plan and the
entity; and

‘‘(2) by making such information available
in written format, in an electronic format,
on the Internet, or on a proprietary com-
puter network which is readily accessible to
the network providers.

‘‘(c) CONSTRUCTION.—Nothing in this sec-
tion shall be construed to require, directly or
indirectly, disclosure of specific fee arrange-
ments or other reimbursement
arrangements—

‘‘(1) between (i) group health plans or pro-
vider networks and (ii) health care providers,
or

‘‘(2) among health care providers.
‘‘(d) DEFINITIONS.—For purposes of this

subsection:
‘‘(1) BENEFIT DIFFERENTIAL.—The term

‘benefit differential’ means, with respect to a
group health plan, differences in the case of
any participant or beneficiary, in the finan-
cial responsibility for payment of coinsur-
ance, copayments, deductibles, balance bill-
ing requirements, or any other charge, based
upon whether a health care provider from
whom covered items or services are obtained
is a network provider.

‘‘(2) DISCOUNTED PAYMENT RATE.—The term
‘discounted payment rate’ means, with re-
spect to a provider, a payment rate that is
below the charge imposed by the provider.

‘‘(3) NETWORK PROVIDER.—The term ‘net-
work provider’ means, with respect to a
group health plan, a health care provider
that furnishes health care items and services
to participants or beneficiaries under the
plan pursuant to a contract or other arrange-
ment with a provider network in which the
provider is participating.

‘‘(4) PROVIDER NETWORK.—The term ‘pro-
vider network’ means, with respect to a
group health plan offering health insurance
coverage, an association of network pro-
viders through whom the plan provides,
through contract or other arrangement,
health care items and services to partici-
pants and beneficiaries.’’.

(b) CONFORMING AMENDMENT.—The table of
contents in section 1 of such Act is amended
by adding at the end of the items relating to
subpart B of part 7 of subtitle B of title I of
such Act the following new item:
‘‘Sec. 715. Required disclosure to network

providers.’’.
SEC. 103. EFFECTIVE DATE AND RELATED RULES.

(a) IN GENERAL.—The amendments made by
this subtitle shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of

the enactment of this Act, except that the
Secretary of Labor may issue regulations be-
fore such date under such amendments. The
Secretary shall first issue regulations nec-
essary to carry out the amendments made by
this subtitle before the effective date there-
of.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this sub-
title, against a group health plan or health
insurance issuer with respect to a violation
of a requirement imposed by such amend-
ments before the date of issuance of regula-
tions issued in connection with such require-
ment, if the plan or issuer has sought to
comply in good faith with such requirement.

(c) SPECIAL RULE FOR COLLECTIVE BAR-
GAINING AGREEMENTS.—In the case of a group
health plan maintained pursuant to one or
more collective bargaining agreements be-
tween employee representatives and one or
more employers ratified before the date of
the enactment of this Act, the amendments
made by this subtitle shall not apply with
respect to plan years beginning before the
later of—

(1) the date on which the last of the collec-
tive bargaining agreements relating to the
plan terminates (determined without regard
to any extension thereof agreed to after the
date of the enactment of this Act); or

(2) January 1, 2002.
For purposes of this subsection, any plan
amendment made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this subtitle shall
not be treated as a termination of such col-
lective bargaining agreement.

Subtitle B—Patient Access to Information
SEC. 111. PATIENT ACCESS TO INFORMATION RE-

GARDING PLAN COVERAGE, MAN-
AGED CARE PROCEDURES, HEALTH
CARE PROVIDERS, AND QUALITY OF
MEDICAL CARE.

(a) IN GENERAL.—Part 1 of subtitle B of
title I of the Employee Retirement Income
Security Act of 1974 is amended—

(1) by redesignating section 111 as section
112; and

(2) by inserting after section 110 the fol-
lowing new section:

‘‘DISCLOSURE BY GROUP HEALTH PLANS

‘‘SEC. 111. (a) DISCLOSURE REQUIREMENT.—
The administrator of each group health plan
shall take such actions as are necessary to
ensure that the summary plan description of
the plan required under section 102 (or each
summary plan description in any case in
which different summary plan descriptions
are appropriate under part 1 for different op-
tions of coverage) contains, among any infor-
mation otherwise required under this part,
the information required under subsections
(b), (c), (d), and (e)(2)(A).

‘‘(b) PLAN BENEFITS.—The information re-
quired under subsection (a) includes the fol-
lowing:

‘‘(1) COVERED ITEMS AND SERVICES.—
‘‘(A) CATEGORIZATION OF INCLUDED BENE-

FITS.—A description of covered benefits, cat-
egorized by—

‘‘(i) types of items and services (including
any special disease management program);
and

‘‘(ii) types of health care professionals pro-
viding such items and services.

‘‘(B) EMERGENCY MEDICAL CARE.—A descrip-
tion of the extent to which the plan covers
emergency medical care (including the ex-
tent to which the plan provides for access to
urgent care centers), and any definitions pro-
vided under the plan for the relevant plan
terminology referring to such care.

‘‘(C) PREVENTATIVE SERVICES.—A descrip-
tion of the extent to which the plan provides
benefits for preventative services.

‘‘(D) DRUG FORMULARIES.—A description of
the extent to which covered benefits are de-
termined by the use or application of a drug
formulary and a summary of the process for
determining what is included in such for-
mulary.

‘‘(E) COBRA CONTINUATION COVERAGE.—A
description of the benefits available under
the plan pursuant to part 6.

‘‘(2) LIMITATIONS, EXCLUSIONS, AND RESTRIC-
TIONS ON COVERED BENEFITS.—

‘‘(A) CATEGORIZATION OF EXCLUDED BENE-
FITS.—A description of benefits specifically
excluded from coverage, categorized by types
of items and services.

‘‘(B) UTILIZATION REVIEW AND
PREAUTHORIZATION REQUIREMENTS.—Whether
coverage for medical care is limited or ex-
cluded on the basis of utilization review or
preauthorization requirements.

‘‘(C) LIFETIME, ANNUAL, OR OTHER PERIOD
LIMITATIONS.—A description of the cir-
cumstances under which, and the extent to
which, coverage is subject to lifetime, an-
nual, or other period limitations, categorized
by types of benefits.

‘‘(D) CUSTODIAL CARE.—A description of the
circumstances under which, and the extent
to which, the coverage of benefits for custo-
dial care is limited or excluded, and a state-
ment of the definition used by the plan for
custodial care.

‘‘(E) EXPERIMENTAL TREATMENTS.—Whether
coverage for any medical care is limited or
excluded because it constitutes an investiga-
tional item or experimental treatment or
technology, and any definitions provided
under the plan for the relevant plan termi-
nology referring to such limited or excluded
care.

‘‘(F) MEDICAL APPROPRIATENESS OR NECES-
SITY.—Whether coverage for medical care
may be limited or excluded by reason of a
failure to meet the plan’s requirements for
medical appropriateness or necessity, and
any definitions provided under the plan for
the relevant plan terminology referring to
such limited or excluded care.

‘‘(G) SECOND OR SUBSEQUENT OPINIONS.—A
description of the circumstances under
which, and the extent to which, coverage for
second or subsequent opinions is limited or
excluded.

‘‘(H) SPECIALTY CARE.—A description of the
circumstances under which, and the extent
to which, coverage of benefits for specialty
care is conditioned on referral from a pri-
mary care provider.

‘‘(I) CONTINUITY OF CARE.—A description of
the circumstances under which, and the ex-
tent to which, coverage of items and services
provided by any health care professional is
limited or excluded by reason of the depar-
ture by the professional from any defined set
of providers.

‘‘(J) RESTRICTIONS ON COVERAGE OF EMER-
GENCY SERVICES.—A description of the cir-
cumstances under which, and the extent to
which, the plan, in covering emergency med-
ical care furnished to a participant or bene-
ficiary of the plan imposes any financial re-
sponsibility described in subsection (c) on
participants or beneficiaries or limits or con-
ditions benefits for such care subject to any
other term or condition of such plan.

‘‘(3) NETWORK CHARACTERISTICS.—If the
plan (or health insurance issuer offering
health insurance coverage in connection
with the plan) utilizes a defined set of pro-
viders under contract with the plan (or
issuer), a detailed list of the names of such
providers and their geographic location, set
forth separately with respect to primary
care providers and with respect to special-
ists.

‘‘(c) PARTICIPANT’S FINANCIAL RESPONSIBIL-
ITIES.—The information required under sub-
section (a) includes an explanation of—
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‘‘(1) a participant’s financial responsibility

for payment of premiums, coinsurance, co-
payments, deductibles, and any other
charges; and

‘‘(2) the circumstances under which, and
the extent to which, the participant’s finan-
cial responsibility described in paragraph (1)
may vary, including any distinctions based
on whether a health care provider from
whom covered benefits are obtained is in-
cluded in a defined set of providers.

‘‘(d) DISPUTE RESOLUTION PROCEDURES.—
The information required under subsection
(a) includes a description of the processes
adopted by the plan pursuant to section 503,
including—

‘‘(1) descriptions thereof relating specifi-
cally to—

‘‘(A) coverage decisions;
‘‘(B) internal review of coverage decisions;

and
‘‘(C) any external review of coverage deci-

sions; and
‘‘(2) the procedures and time frames appli-

cable to each step of the processes referred
to in subparagraphs (A), (B), and (C) of para-
graph (1).

‘‘(e) INFORMATION ON PLAN PERFORMANCE.—
Any information required under subsection
(a) shall include information concerning the
number of external reviews under section 503
that have been completed during the prior
plan year and the number of such reviews in
which a recommendation is made for modi-
fication or reversal of an internal review de-
cision under the plan.

‘‘(f) INFORMATION INCLUDED WITH ADVERSE
COVERAGE DECISIONS.—A group health plan
shall provide to each participant and bene-
ficiary, together with any notification of the
participant or beneficiary of an adverse cov-
erage decision, the following information:

‘‘(1) PREAUTHORIZATION AND UTILIZATION RE-
VIEW PROCEDURES.—A description of the basis
on which any preauthorization requirement
or any utilization review requirement has re-
sulted in the adverse coverage decision.

‘‘(2) PROCEDURES FOR DETERMINING EXCLU-
SIONS BASED ON MEDICAL NECESSITY OR ON IN-
VESTIGATIONAL ITEMS OR EXPERIMENTAL
TREATMENTS.—If the adverse coverage deci-
sion is based on a determination relating to
medical necessity or to an investigational
item or an experimental treatment or tech-
nology, a description of the procedures and
medically-based criteria used in such deci-
sion.

‘‘(g) INFORMATION AVAILABLE ON RE-
QUEST.—

‘‘(1) ACCESS TO PLAN BENEFIT INFORMATION
IN ELECTRONIC FORM.—

‘‘(A) IN GENERAL.—In addition to the infor-
mation required to be provided under section
104(b)(4), a group health plan may, upon writ-
ten request (made not more frequently than
annually), make available to participants
and beneficiaries, in a generally recognized
electronic format—

‘‘(i) the latest summary plan description,
including the latest summary of material
modifications, and

‘‘(ii) the actual plan provisions setting
forth the benefits available under the plan,
to the extent such information relates to the
coverage options under the plan available to
the participant or beneficiary. A reasonable
charge may be made to cover the cost of pro-
viding such information in such generally
recognized electronic format. The Secretary
may by regulation prescribe a maximum
amount which will constitute a reasonable
charge under the preceding sentence.

‘‘(B) ALTERNATIVE ACCESS.—The require-
ments of this paragraph may be met by mak-
ing such information generally available
(rather than upon request) on the Internet or
on a proprietary computer network in a for-

mat which is readily accessible to partici-
pants and beneficiaries.

‘‘(2) ADDITIONAL INFORMATION TO BE PRO-
VIDED ON REQUEST.—

‘‘(A) INCLUSION IN SUMMARY PLAN DESCRIP-
TION OF SUMMARY OF ADDITIONAL INFORMA-
TION.—The information required under sub-
section (a) includes a summary description
of the types of information required by this
subsection to be made available to partici-
pants and beneficiaries on request.

‘‘(B) INFORMATION REQUIRED FROM PLANS
AND ISSUERS ON REQUEST.—In addition to in-
formation required to be included in sum-
mary plan descriptions under this sub-
section, a group health plan shall provide the
following information to a participant or
beneficiary on request:

‘‘(i) CARE MANAGEMENT INFORMATION.—A
description of the circumstances under
which, and the extent to which, the plan has
special disease management programs or
programs for persons with disabilities, indi-
cating whether these programs are voluntary
or mandatory and whether a significant ben-
efit differential results from participation in
such programs.

‘‘(ii) INCLUSION OF DRUGS AND BIOLOGICALS
IN FORMULARIES.—A statement of whether a
specific drug or biological is included in a
formulary used to determine benefits under
the plan and a description of the procedures
for considering requests for any patient-spe-
cific waivers.

‘‘(iii) ACCREDITATION STATUS OF HEALTH IN-
SURANCE ISSUERS AND SERVICE PROVIDERS.—A
description of the accreditation and licens-
ing status (if any) of each health insurance
issuer offering health insurance coverage in
connection with the plan and of any utiliza-
tion review organization utilized by the
issuer or the plan, together with the name
and address of the accrediting or licensing
authority.

‘‘(iv) QUALITY PERFORMANCE MEASURES.—
The latest information (if any) maintained
by the plan relating to quality of perform-
ance of the delivery of medical care with re-
spect to coverage options offered under the
plan and of health care professionals and fa-
cilities providing medical care under the
plan.

‘‘(C) INFORMATION REQUIRED FROM HEALTH
CARE PROFESSIONALS.—

‘‘(i) QUALIFICATIONS, PRIVILEGES, AND METH-
OD OF COMPENSATION.—Any health care pro-
fessional treating a participant or bene-
ficiary under a group health plan shall pro-
vide to the participant or beneficiary, on re-
quest, a description of his or her professional
qualifications (including board certification
status, licensing status, and accreditation
status, if any), privileges, and experience and
a general description by category (including
salary, fee-for-service, capitation, and such
other categories as may be specified in regu-
lations of the Secretary) of the applicable
method by which such professional is com-
pensated in connection with the provision of
such medical care.

‘‘(ii) COST OF PROCEDURES.—Any health
care professional who recommends an elec-
tive procedure or treatment while treating a
participant or beneficiary under a group
health plan that requires a participant or
beneficiary to share in the cost of treatment
shall inform such participant or beneficiary
of each cost associated with the procedure or
treatment and an estimate of the magnitude
of such costs.

‘‘(D) INFORMATION REQUIRED FROM HEALTH
CARE FACILITIES ON REQUEST.—Any health
care facility from which a participant or
beneficiary has sought treatment under a
group health plan shall provide to the partic-
ipant or beneficiary, on request, a descrip-
tion of the facility’s corporate form or other
organizational form and all forms of licens-

ing and accreditation status (if any) assigned
to the facility by standard-setting organiza-
tions.

‘‘(h) ACCESS TO INFORMATION RELEVANT TO
THE COVERAGE OPTIONS UNDER WHICH THE
PARTICIPANT OR BENEFICIARY IS ELIGIBLE TO
ENROLL.—In addition to information other-
wise required to be made available under
this section, a group health plan shall, upon
written request (made not more frequently
than annually), make available to a partici-
pant (and an employee who, under the terms
of the plan, is eligible for coverage but not
enrolled) in connection with a period of en-
rollment the summary plan description for
any coverage option under the plan under
which the participant is eligible to enroll
and any information described in clauses (i),
(ii), (iii), (vi), (vii), and (viii) of subsection
(e)(2)(B).

‘‘(i) ADVANCE NOTICE OF CHANGES IN DRUG
FORMULARIES.—Not later than 30 days before
the effective of date of any exclusion of a
specific drug or biological from any drug for-
mulary under the plan that is used in the
treatment of a chronic illness or disease, the
plan shall take such actions as are necessary
to reasonably ensure that plan participants
are informed of such exclusion. The require-
ments of this subsection may be satisfied—

‘‘(1) by inclusion of information in publica-
tions broadly distributed by plan sponsors,
employers, or employee organizations;

‘‘(2) by electronic means of communication
(including the Internet or proprietary com-
puter networks in a format which is readily
accessible to participants);

‘‘(3) by timely informing participants who,
under an ongoing program maintained under
the plan, have submitted their names for
such notification; or

‘‘(4) by any other reasonable means of
timely informing plan participants.

‘‘(j) DEFINITIONS AND RELATED RULES.—
‘‘(1) IN GENERAL.—For purposes of this

section—
‘‘(A) GROUP HEALTH PLAN.—The term

‘group health plan’ has the meaning provided
such term under section 733(a)(1).

‘‘(B) MEDICAL CARE.—The term ‘medical
care’ has the meaning provided such term
under section 733(a)(2).

‘‘(C) HEALTH INSURANCE COVERAGE.—The
term ‘health insurance coverage’ has the
meaning provided such term under section
733(b)(1).

‘‘(D) HEALTH INSURANCE ISSUER.—The term
‘health insurance issuer’ has the meaning
provided such term under section 733(b)(2).

‘‘(2) APPLICABILITY ONLY IN CONNECTION
WITH INCLUDED GROUP HEALTH PLAN BENE-
FITS.—

‘‘(A) IN GENERAL.—The requirements of
this section shall apply only in connection
with included group health plan benefits.

‘‘(B) INCLUDED GROUP HEALTH PLAN BEN-
EFIT.—For purposes of subparagraph (A), the
term ‘included group health plan benefit’
means a benefit which is not an excepted
benefit (as defined in section 733(c)).’’.

(b) CONFORMING AMENDMENTS.—
(1) Section 102(b) of such Act (29 U.S.C.

1022(b)) is amended by inserting before the
period at the end the following: ‘‘; and, in the
case of a group health plan (as defined in sec-
tion 112(j)(1)(A)) providing included group
health plan benefits (as defined in section
111(j)(2)(B)), the information required to be
included under section 111(a)’’.

(2) The table of contents in section 1 of
such Act is amended by striking the item re-
lating to section 111 and inserting the fol-
lowing new items:
‘‘Sec. 111. Disclosure by group health plans.
‘‘Sec. 112. Repeal and effective date.’’.
SEC. 112. EFFECTIVE DATE AND RELATED RULES.

(a) IN GENERAL.—The amendments made by
this subtitle shall apply with respect to plan
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years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act. The Secretary of
Labor shall first issue all regulations nec-
essary to carry out the amendments made by
this subtitle before such date.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this sub-
title, against a group health plan or health
insurance issuer with respect to a violation
of a requirement imposed by such amend-
ments before the date of issuance of final
regulations issued in connection with such
requirement, if the plan or issuer has sought
to comply in good faith with such require-
ment.

Subtitle C—Group Health Plan Review
Standards

SEC. 121. SPECIAL RULES FOR GROUP HEALTH
PLANS.

(a) IN GENERAL.—Section 503 of the Em-
ployee Retirement Income Security Act of
1974 (29 U.S.C. 1133) is amended—

(1) by inserting ‘‘(a) IN GENERAL.—’’ after
‘‘SEC. 503.’’;

(2) by inserting (after and below paragraph
(2)) the following new flush-left sentence:
‘‘This subsection does not apply in the case
of included group health plan benefits (as de-
fined in subsection (b)(10)(S)).’’; and

(3) by adding at the end the following new
subsection:

‘‘(b) SPECIAL RULES FOR GROUP HEALTH
PLANS.—

‘‘(1) COVERAGE DETERMINATIONS.—Every
group health plan shall, in the case of in-
cluded group health plan benefits—

‘‘(A) provide adequate notice in writing in
accordance with this subsection to any par-
ticipant or beneficiary of any adverse cov-
erage decision with respect to such benefits
of such participant or beneficiary under the
plan, setting forth the specific reasons for
such coverage decision and any rights of re-
view provided under the plan, written in a
manner calculated to be understood by the
average participant;

‘‘(B) provide such notice in writing also to
any treating medical care provider of such
participant or beneficiary, if such provider
has claimed reimbursement for any item or
service involved in such coverage decision,
or if a claim submitted by the provider initi-
ated the proceedings leading to such deci-
sion;

‘‘(C) afford a reasonable opportunity to any
participant or beneficiary who is in receipt
of the notice of such adverse coverage deci-
sion, and who files a written request for re-
view of the initial coverage decision within
90 days after receipt of the notice of the ini-
tial decision, for a full and fair review of the
decision by an appropriate named fiduciary
who did not make the initial decision; and

‘‘(D) meet the additional requirements of
this subsection, which shall apply solely
with respect to such benefits.

‘‘(2) TIME LIMITS FOR MAKING INITIAL COV-
ERAGE DECISIONS FOR BENEFITS AND COM-
PLETING INTERNAL APPEALS.—

‘‘(A) TIME LIMITS FOR DECIDING REQUESTS
FOR BENEFIT PAYMENTS, REQUESTS FOR AD-
VANCE DETERMINATION OF COVERAGE, AND RE-
QUESTS FOR REQUIRED DETERMINATION OF MED-
ICAL NECESSITY.—Except as provided in sub-
paragraph (B)—

‘‘(i) INITIAL DECISIONS.—If a request for
benefit payments, a request for advance de-
termination of coverage, or a request for re-
quired determination of medical necessity is
submitted to a group health plan in such rea-
sonable form as may be required under the
plan, the plan shall issue in writing an ini-
tial coverage decision on the request before
the end of the initial decision period under
paragraph (10)(I) following the filing comple-

tion date. Failure to issue a coverage deci-
sion on such a request before the end of the
period required under this clause shall be
treated as an adverse coverage decision for
purposes of internal review under clause (ii).

‘‘(ii) INTERNAL REVIEWS OF INITIAL DENI-
ALS.—Upon the written request of a partici-
pant or beneficiary for review of an initial
adverse coverage decision under clause (i), a
review by an appropriate named fiduciary
(subject to paragraph (3)) of the initial cov-
erage decision shall be completed, including
issuance by the plan of a written decision af-
firming, reversing, or modifying the initial
coverage decision, setting forth the grounds
for such decision, before the end of the inter-
nal review period following the review filing
date. Such decision shall be treated as the
final decision of the plan, subject to any ap-
plicable reconsideration under paragraph (4).
Failure to issue before the end of such period
such a written decision requested under this
clause shall be treated as a final decision af-
firming the initial coverage decision.

‘‘(B) TIME LIMITS FOR MAKING COVERAGE DE-
CISIONS RELATING TO ACCELERATED NEED MED-
ICAL CARE AND FOR COMPLETING INTERNAL AP-
PEALS.—

‘‘(i) INITIAL DECISIONS.—A group health
plan shall issue in writing an initial cov-
erage decision on any request for expedited
advance determination of coverage or for ex-
pedited required determination of medical
necessity submitted, in such reasonable form
as may be required under the plan before the
end of the accelerated need decision period
under paragraph (10)(K), in cases involving
accelerated need medical care, following the
filing completion date. Failure to approve or
deny such a request before the end of the ap-
plicable decision period shall be treated as a
denial of the request for purposes of internal
review under clause (ii).

‘‘(ii) INTERNAL REVIEWS OF INITIAL DENI-
ALS.—Upon the written request of a partici-
pant or beneficiary for review of an initial
adverse coverage decision under clause (i), a
review by an appropriate named fiduciary
(subject to paragraph (3)) of the initial cov-
erage decision shall be completed, including
issuance by the plan of a written decision af-
firming, reversing, or modifying the initial
converge decision, setting forth the grounds
for the decision before the end of the acceler-
ated need decision period under paragraph
(10)(K) following the review filing date. Such
decision shall be treated as the final decision
of the plan, subject to any applicable recon-
sideration under paragraph (4). Failure to
issue before the end of the applicable deci-
sion period such a written decision requested
under this clause shall be treated as a final
decision affirming the initial coverage deci-
sion.

‘‘(3) PHYSICIANS MUST REVIEW INITIAL COV-
ERAGE DECISIONS INVOLVING MEDICAL APPRO-
PRIATENESS OR NECESSITY OR INVESTIGATIONAL
ITEMS OR EXPERIMENTAL TREATMENT.—If an
initial coverage decision under paragraph
(2)(A)(i) or (2)(B)(i) is based on a determina-
tion that provision of a particular item or
service is excluded from coverage under the
terms of the plan because the provision of
such item or service does not meet the re-
quirements for medical appropriateness or
necessity or would constitute provision of in-
vestigational items or experimental treat-
ment or technology, the review under para-
graph (2)(A)(ii) or (2)(B)(ii), to the extent
that it relates to medical appropriateness or
necessity or to investigational items or ex-
perimental treatment or technology, shall be
conducted by a physician who is selected by
the plan and who did not make the initial de-
nial.

‘‘(4) ELECTIVE EXTERNAL REVIEW BY INDE-
PENDENT MEDICAL EXPERT AND RECONSIDER-
ATION OF INITIAL REVIEW DECISION.—

‘‘(A) IN GENERAL.—In any case in which a
participant or beneficiary, who has received
an adverse coverage decision which is not re-
versed upon review conducted pursuant to
paragraph (1)(C) (including review under
paragraph (2)(A)(ii) or (2)(B)(ii)) and who has
not commenced review of the coverage deci-
sion under section 502, makes a request in
writing, within 30 days after the date of such
review decision, for reconsideration of such
review decision, the requirements of sub-
paragraphs (B), (C), (D) and (E) shall apply in
the case of such adverse coverage decision, if
the requirements of clause (i) or (ii) are met,
subject to clause (iii).

‘‘(i) MEDICAL APPROPRIATENESS OR INVES-
TIGATIONAL ITEM OR EXPERIMENTAL TREAT-
MENT OR TECHNOLOGY.—The requirements of
this clause are met if such coverage decision
is based on a determination that provision of
a particular item or service that would oth-
erwise be covered is excluded from coverage
because the provision of such item or
service—

‘‘(I) is not medically appropriate or nec-
essary; or

‘‘(II) would constitute provision of an in-
vestigational item or experimental treat-
ment or technology.

‘‘(ii) EXCLUSION OF ITEM OR SERVICE REQUIR-
ING EVALUATION OF MEDICAL FACTS OR EVI-
DENCE.—The requirements of this clause are
met if—

‘‘(I) such coverage decision is based on a
determination that a particular item or serv-
ice is not covered under the terms of the
plan because provision of such item or serv-
ice is specifically or categorically excluded
from coverage under the terms of the plan,
and

‘‘(II) an independent contract expert finds
under subparagraph (C), in advance of any
review of the decision under subparagraph
(D), that such determination primarily re-
quires the evaluation of medical facts or
medical evidence by a health professional.

‘‘(iii) MATTERS SPECIFICALLY NOT SUBJECT
TO REVIEW.—The requirements of subpara-
graphs (B), (C), (D), and (E) shall not apply in
the case of any adverse coverage decision if
such decision is based on—

‘‘(I) a determination of eligibility for bene-
fits,

‘‘(II) the application of explicit plan limits
on the number, cost, or duration of any ben-
efit, or

‘‘(III) a limitation on the amount of any
benefit payment or a requirement to make
copayments under the terms of the plan.

Review under this paragraph shall not be
available for any coverage decision that has
previously undergone review under this para-
graph.

‘‘(B) LIMITS ON ALLOWABLE ADVANCE PAY-
MENTS.—The review under this paragraph in
connection with an adverse coverage deci-
sion shall be available subject to any re-
quirement of the plan (unless waived by the
plan for financial or other reasons) for pay-
ment in advance to the plan by the partici-
pant or beneficiary seeking review of an
amount not to exceed the greater of—

‘‘(i) the lesser of $100 or 10 percent of the
cost of the medical care involved in the deci-
sion, or

‘‘(ii) $25,

with such dollar amount subject to com-
pounded annual adjustments in the same
manner and to the same extent as apply
under section 215(i) of the Social Security
Act, except that, for any calendar year, such
amount as so adjusted shall be deemed, sole-
ly for such calendar year, to be equal to such
amount rounded to the nearest $10. No such
payment may be required in the case of any
participant or beneficiary whose enrollment
under the plan is paid for, in whole or in
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part, under a State plan under title XIX or
XXI of the Social Security Act. Any such ad-
vance payment shall be subject to reimburse-
ment if the recommendation of the inde-
pendent medical expert (or panel of such ex-
perts) under subparagraph (D)(ii)(IV) is to re-
verse or modify the coverage decision.

‘‘(C) REQUEST TO INDEPENDENT CONTRACT
EXPERT FOR DETERMINATION OF WHETHER COV-
ERAGE DECISION REQUIRED EVALUATION OF
MEDICAL FACTS OR EVIDENCE.—

‘‘(i) IN GENERAL.—In the case of a request
for review made by a participant or bene-
ficiary as described in subparagraph (A), if
the requirements of subparagraph (A)(ii) are
met (and review is not otherwise precluded
under subparagraph (A)(iii)), the terms of the
plan shall provide for a procedure for initial
review by an independent contract expert se-
lected in accordance with subparagraph (H)
under which the expert will determine
whether the coverage decision requires the
evaluation of medical facts or evidence by a
health professional. If the expert determines
that the coverage decision requires such
evaluation, reconsideration of such adverse
decision shall proceed under this paragraph.
If the expert determines that the coverage
decision does not require such evaluation,
the adverse decision shall remain the final
decision of the plan.

‘‘(ii) INDEPENDENT CONTRACT EXPERTS.—For
purposes of this subparagraph, the term
‘independent contract expert’ means a
professional—

‘‘(I) who has appropriate credentials and
has attained recognized expertise in the ap-
plicable area of contract interpretation;

‘‘(II) who was not involved in the initial
decision or any earlier review thereof; and

‘‘(III) who is selected in accordance with
subparagraph (H)(i) and meets the require-
ments of subparagraph (H)(iii).

‘‘(D) RECONSIDERATION OF INITIAL REVIEW
DECISION.—

‘‘(i) IN GENERAL.—In the case of a request
for review made by a participant or bene-
ficiary as described in subparagraph (A), if
the requirements of subparagraph (A)(i) are
met or reconsideration proceeds under this
paragraph pursuant to subparagraph (C), the
terms of the plan shall provide for a proce-
dure for such reconsideration in accordance
with clause (ii).

‘‘(ii) PROCEDURE FOR RECONSIDERATION.—
The procedure required under clause (i) shall
include the following—

‘‘(I) An independent medical expert (or a
panel of such experts, as determined nec-
essary) will be selected in accordance with
subparagraph (H) to reconsider any coverage
decision described in subparagraph (A) to de-
termine whether such decision was in ac-
cordance with the terms of the plan and this
title.

‘‘(II) The record for review (including a
specification of the terms of the plan and
other criteria serving as the basis for the ini-
tial review decision) will be presented to
such expert (or panel) and maintained in a
manner which will ensure confidentiality of
such record.

‘‘(III) Such expert (or panel) will recon-
sider the initial review decision to determine
whether such decision was in accordance
with the terms of the plan and this title. The
expert (or panel) in its reconsideration will
take into account the medical condition of
the patient, the recommendation of the
treating physician, the initial coverage deci-
sion (including the reasons for such decision)
and the decision upon review conducted pur-
suant to paragraph (1)(C) (including review
under paragraph (2)(A)(ii) or (2)(B)(ii)) , any
guidelines adopted by the plan through a
process involving medical practitioners and
peer-reviewed medical literature identified
as such under criteria established by the

Food and Drug Administration, and any
other valid, relevant, scientific or clinical
evidence the expert (or panel) determines ap-
propriate for its review. The expert (or
panel) may consult the participant or bene-
ficiary, the treating physician, the medical
director of the plan, or any other party who,
in the opinion of the expert (or panel), may
have relevant information for consideration.

‘‘(E) ISSUANCE OF BINDING FINAL DECISION.—
Upon completion of the procedure for review
under subparagraph (D), the independent
medical expert (or panel of such experts)
shall issue a written decision affirming,
modifying, or reversing the initial review de-
cision, setting forth the grounds for the deci-
sion. Such decision shall be the final deci-
sion of the plan and shall be binding on the
plan. Such decision shall set forth specifi-
cally the determination of the expert (or
panel) of the appropriate period for timely
compliance by the plan with the decision.
Such decision shall be issued concurrently to
the participant or beneficiary, to the treat-
ing physician, and to the plan, shall con-
stitute conclusive, written authorization for
the provision of benefits under the plan in
accordance with the decision, and shall be
treated as terms of the plan for purposes of
any action by the participant or beneficiary
under section 502.

‘‘(F) TIME LIMITS FOR RECONSIDERATION.—
Any review under this paragraph (including
any review under subparagraph (C)) shall be
completed before the end of the reconsider-
ation period (as defined in paragraph (10)(L))
following the review filing date in connec-
tion with such review. Failure to issue a
written decision before the end of the recon-
sideration period in any reconsideration re-
quested under this paragraph shall be treat-
ed as a final decision affirming the initial re-
view decision of the plan.

‘‘(G) INDEPENDENT MEDICAL EXPERTS.—
‘‘(i) IN GENERAL.—For purposes of this

paragraph, the term ‘independent medical
expert’ means, in connection with any cov-
erage decision by a group health plan, a
professional—

‘‘(I) who is a physician or, if appropriate,
another medical professional,

‘‘(II) who has appropriate credentials and
has attained recognized expertise in the ap-
plicable medical field,

‘‘(III) who was not involved in the initial
decision or any earlier review thereof,

‘‘(IV) who has no history of disciplinary ac-
tion or sanctions (including, but not limited
to, loss of staff privileges or participation re-
striction) taken or pending by any hospital,
health carrier, government, or regulatory
body, and

‘‘(V) who is selected in accordance with
subparagraph (H)(i) and meets the require-
ments of subparagraph (H)(iii).

‘‘(H) SELECTION OF EXPERTS.—
‘‘(i) IN GENERAL.—An independent contract

expert or independent medical expert (or
each member of any panel of independent
medical experts selected under subparagraph
(D)(ii)) is selected in accordance with this
clause if—

‘‘(I) the expert is selected by an inter-
mediary which itself meets the requirements
of clauses (ii) and (iii), by means of a method
which ensures that the identity of the expert
is not disclosed to the plan, any health in-
surance issuer offering health insurance cov-
erage to the aggrieved participant or bene-
ficiary in connection with the plan, and the
aggrieved participant or beneficiary under
the plan, and the identities of the plan, the
issuer, and the aggrieved participant or ben-
eficiary are not disclosed to the expert;

‘‘(II) the expert is selected by an appro-
priately credentialed panel of physicians
meeting the requirements of clauses (ii) and

(iii) established by a fully accredited teach-
ing hospital meeting such requirements;

‘‘(III) the expert is selected by an organiza-
tion described in section 1152(1)(A) of the So-
cial Security Act which meets the require-
ments of clauses (ii) and (iii);

‘‘(IV) the expert is selected by an external
review organization which meets the require-
ments of clauses (ii) and (iii) and is accred-
ited by a private standard-setting organiza-
tion meeting such requirements;

‘‘(V) the expert is selected by a State agen-
cy which is established for the purpose of
conducting independent external reviews and
which meets the requirements of clauses (ii)
and (iii); or

‘‘(VI) the expert is selected, by an inter-
mediary or otherwise, in a manner that is,
under regulations issued pursuant to nego-
tiated rulemaking, sufficient to ensure the
expert’s independence, and the method of se-
lection is devised to reasonably ensure that
the expert selected meets the requirements
of clauses (ii) and (iii).

‘‘(ii) STANDARDS OF PERFORMANCE FOR
INTERMEDIARIES.—The Secretary shall pre-
scribe by regulation standards (in addition
to the requirements of clause (iii)) which en-
tities making selections under subclause (I),
(II), (III), (IV), (V), or (VI) of clause (ii) must
meet in order to be eligible for making such
selections. Such standards shall include (but
are not limited to)—

‘‘(I) assurance that the entity will carry
out specified duties in the course of exer-
cising the entity’s responsibilities under
clause (i)(I),

‘‘(II) assurance that applicable deadlines
will be met in the exercise of such respon-
sibilities, and

‘‘(III) assurance that the entity meets ap-
propriate indicators of solvency and fiscal
integrity.
Each such entity shall provide to the Sec-
retary, in such manner and at such times as
the Secretary may prescribe, information re-
lating the volume of claims with respect to
which the entity has served under this sub-
paragraph, the types of such claims, and
such other information regarding such
claims as the Secretary may determine ap-
propriate.

‘‘(iii) INDEPENDENCE REQUIREMENTS.—An
independent contract expert or independent
medical expert or another entity described
in clause (i) meets the independence require-
ments of this clause if—

‘‘(I) the expert or entity is not affiliated
with any related party;

‘‘(II) any compensation received by such
expert or entity in connection with the ex-
ternal review is reasonable and not contin-
gent on any decision rendered by the expert
or entity;

‘‘(III) under the terms of the plan and any
health insurance coverage offered in connec-
tion with the plan, the plan and the issuer (if
any) have no recourse against the expert or
entity in connection with the external re-
view; and

‘‘(IV) the expert or entity does not other-
wise have a conflict of interest with a re-
lated party as determined under any regula-
tions which the Secretary may prescribe.

‘‘(iv) RELATED PARTY.—For purposes of
clause (i)(I), the term ‘related party’ means—

‘‘(I) the plan or any health insurance issuer
offering health insurance coverage in con-
nection with the plan (or any officer, direc-
tor, or management employee of such plan or
issuer);

‘‘(II) the physician or other medical care
provider that provided the medical care in-
volved in the coverage decision;

‘‘(III) the institution at which the medical
care involved in the coverage decision is pro-
vided;
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‘‘(IV) the manufacturer of any drug or

other item that was included in the medical
care involved in the coverage decision; or

‘‘(V) any other party determined under any
regulations which the Secretary may pre-
scribe to have a substantial interest in the
coverage decision.

‘‘(v) AFFILIATED.—For purposes of clause
(ii)(I), the term ‘affiliated’ means, in connec-
tion with any entity, having a familial, fi-
nancial, or professional relationship with, or
interest in, such entity.

‘‘(I) MISBEHAVIOR BY EXPERTS.—Any action
by the expert or experts in applying for their
selection under this paragraph or in the
course of carrying out their duties under this
paragraph which constitutes—

‘‘(i) fraud or intentional misrepresentation
by such expert or experts, or

‘‘(ii) demonstrates failure to adhere to the
standards for selection set forth in subpara-
graph (H)(iii),
shall be treated as a failure to meet the re-
quirements of this paragraph and therefore
as a cause of action which may be brought
by a fiduciary under section 502(a)(3).

‘‘(J) BENEFIT EXCLUSIONS MAINTAINED.—
Nothing in this paragraph shall be construed
as providing for or requiring the coverage of
items or services for which benefits are spe-
cifically excluded under the group health
plan or any health insurance coverage of-
fered in connection with the plan.

‘‘(5) PERMITTED ALTERNATIVES TO REQUIRED
FORMS OF REVIEW.—

‘‘(A) IN GENERAL.—In accordance with such
regulations (if any) as may be prescribed by
the Secretary for purposes of this paragraph,
in the case of any initial coverage decision
or any decision upon review thereof under
paragraph (2)(A)(ii) or (2)(B)(ii), a group
health plan may provide an alternative dis-
pute resolution procedure meeting the re-
quirements of subparagraph (B) for use in
lieu of the procedures set forth under the
preceding provisions of this subsection relat-
ing review of such decision. Such procedure
may be provided in one form for all partici-
pants and beneficiaries or in a different form
for each group of similarly situated partici-
pants and beneficiaries. Upon voluntary elec-
tion of such procedure by the plan and by the
aggrieved participant or beneficiary in con-
nection with the decision, the plan may pro-
vide under such procedure (in a manner con-
sistent with such regulations as the Sec-
retary may prescribe to ensure equitable
procedures) for waiver of the review of the
decision under paragraph (3) or waiver of fur-
ther review of the decision under paragraph
(4) or section 502 or for election by such par-
ties of an alternative means of external re-
view (other than review under paragraph (4)).

‘‘(B) REQUIREMENTS.—An alternative dis-
pute resolution procedure meets the require-
ments of this subparagraph, in connection
with any decision, if—

‘‘(i) such procedure is utilized solely—
‘‘(I) in accordance with the applicable

terms of a bona fide collective bargaining
agreement pursuant to which the plan (or
the applicable portion thereof governed by
the agreement) is established or maintained,
or

‘‘(II) upon election by both the aggrieved
participant or beneficiary and the plan,

‘‘(ii) the procedure incorporates any other-
wise applicable requirement for review by a
physician under paragraph (3), unless waived
by the participant or beneficiary (in a man-
ner consistent with such regulations as the
Secretary may prescribe to ensure equitable
procedures); and

‘‘(iii) the means of resolution of dispute
allow for adequate presentation by each
party of scientific and medical evidence sup-
porting the position of such party.

‘‘(6) REVIEW REQUIREMENTS.—In any review
of a decision issued under this subsection—

‘‘(A) the record shall be maintained for
purposes of any further review in accordance
with standards which shall be prescribed in
regulations of the Secretary designed to fa-
cilitate such further review, and

‘‘(B) any decision upon review which modi-
fies or reverses a decision below shall specifi-
cally set forth a determination that the
record upon review is sufficient to rebut a
presumption in favor of the decision below.

‘‘(7) COMPLIANCE WITH FIDUCIARY STAND-
ARDS.—The issuance of a decision under a
plan upon review in good faith compliance
with the requirements of this subsection
shall not be treated as a violation of part 4
of subtitle B of title I of the Employee Re-
tirement Income Security Act of 1974.

‘‘(8) LIMITATION ON APPLICABILITY OF SPE-
CIAL RULES.—The provisions of this sub-
section shall not apply with respect to em-
ployee benefit plans that are not group
health plans or with respect to benefits that
are not included group health plan benefits
(as defined in paragraph (10)(S)).

‘‘(9) GROUP HEALTH PLAN DEFINED.—For
purposes of this section—

‘‘(A) IN GENERAL.—The term ‘group health
plan’ shall have the meaning provided in sec-
tion 733(a).

‘‘(B) TREATMENT OF PARTNERSHIPS.—The
provisions of paragraphs (1), (2), and (3) of
section 732(d) shall apply.

‘‘(10) OTHER DEFINITIONS.—For purposes of
this subsection—

‘‘(A) REQUEST FOR BENEFIT PAYMENTS.—The
term ‘request for benefit payments’ means a
request, for payment of benefits by a group
health plan for medical care, which is made
by, or (if expressly authorized) on behalf of,
a participant or beneficiary after such med-
ical care has been provided.

‘‘(B) REQUIRED DETERMINATION OF MEDICAL
NECESSITY.—The term ‘required determina-
tion of medical necessity’ means a deter-
mination required under a group health plan
solely that proposed medical care meets,
under the facts and circumstances at the
time of the determination, the requirements
for medical appropriateness or necessity
(which may be subject to exceptions under
the plan for fraud or misrepresentation), ir-
respective of whether the proposed medical
care otherwise meets other terms and condi-
tions of coverage, but only if such deter-
mination does not constitute an advance de-
termination of coverage (as defined in sub-
paragraph (C)).

‘‘(C) ADVANCE DETERMINATION OF COV-
ERAGE.—The term ‘advance determination of
coverage’ means a determination under a
group health plan that proposed medical care
meets, under the facts and circumstances at
the time of the determination, the plan’s
terms and conditions of coverage (which may
be subject to exceptions under the plan for
fraud or misrepresentation).

‘‘(D) REQUEST FOR ADVANCE DETERMINATION
OF COVERAGE.—The term ‘request for advance
determination of coverage’ means a request
for an advance determination of coverage of
medical care which is made by, or (if ex-
pressly authorized) on behalf of, a partici-
pant or beneficiary before such medical care
is provided.

‘‘(E) REQUEST FOR EXPEDITED ADVANCE DE-
TERMINATION OF COVERAGE.—The term ‘re-
quest for expedited advance determination of
coverage’ means a request for advance deter-
mination of coverage, in any case in which
the proposed medical care constitutes accel-
erated need medical care.

‘‘(F) REQUEST FOR REQUIRED DETERMINATION
OF MEDICAL NECESSITY.—The term ‘request
for required determination of medical neces-
sity’ means a request for a required deter-
mination of medical necessity for medical

care which is made by or on behalf of a par-
ticipant or beneficiary before the medical
care is provided.

‘‘(G) REQUEST FOR EXPEDITED REQUIRED DE-
TERMINATION OF MEDICAL NECESSITY.—The
term ‘request for expedited required deter-
mination of medical necessity’ means a re-
quest for required determination of medical
necessity in any case in which the proposed
medical care constitutes accelerated need
medical care.

‘‘(H) ACCELERATED NEED MEDICAL CARE.—
The term ‘accelerated need medical care’
means medical care in any case in which an
appropriate physician has certified in writ-
ing (or as otherwise provided in regulations
of the Secretary) that the participant or ben-
eficiary is stabilized and—

‘‘(i) that failure to immediately provide
the care to the participant or beneficiary
could reasonably be expected to result in—

‘‘(I) placing the health of such participant
or beneficiary (or, with respect to such a par-
ticipant or beneficiary who is a pregnant
woman, the health of the woman or her un-
born child) in serious jeopardy;

‘‘(II) serious impairment to bodily func-
tions; or

‘‘(III) serious dysfunction of any bodily
organ or part; or

‘‘(ii) that immediate provision of the care
is necessary because the participant or bene-
ficiary has made or is at serious risk of mak-
ing an attempt to harm himself or herself or
another individual.

‘‘(I) INITIAL DECISION PERIOD.—The term
‘initial decision period’ means a period of 30
days, or such period as may be prescribed in
regulations of the Secretary.

‘‘(J) INTERNAL REVIEW PERIOD.—The term
‘internal review period’ means a period of 30
days, or such period as may be prescribed in
regulations of the Secretary.

‘‘(K) ACCELERATED NEED DECISION PERIOD.—
The term ‘accelerated need decision period’
means a period of 3 days, or such period as
may be prescribed in regulations of the Sec-
retary.

‘‘(L) RECONSIDERATION PERIOD.—The term
‘reconsideration period’ means a period of 25
days, or such period as may be prescribed in
regulations of the Secretary, except that, in
the case of a decision involving accelerated
need medical care, such term means the ac-
celerated need decision period.

‘‘(M) FILING COMPLETION DATE.—The term
‘filing completion date’ means, in connection
with a group health plan, the date as of
which the plan is in receipt of all informa-
tion reasonably required (in writing or in
such other reasonable form as may be speci-
fied by the plan) to make an initial coverage
decision.

‘‘(N) REVIEW FILING DATE.—The term ‘re-
view filing date’ means, in connection with a
group health plan, the date as of which the
appropriate named fiduciary (or the inde-
pendent medical expert or panel of such ex-
perts in the case of a review under paragraph
(4)) is in receipt of all information reason-
ably required (in writing or in such other
reasonable form as may be specified by the
plan) to make a decision to affirm, modify,
or reverse a coverage decision.

‘‘(O) MEDICAL CARE.—The term ‘medical
care’ has the meaning provided such term by
section 733(a)(2).

‘‘(P) HEALTH INSURANCE COVERAGE.—The
term ‘health insurance coverage’ has the
meaning provided such term by section
733(b)(1).

‘‘(Q) HEALTH INSURANCE ISSUER.—The term
‘health insurance issuer’ has the meaning
provided such term by section 733(b)(2).

‘‘(R) WRITTEN OR IN WRITING.—
‘‘(i) IN GENERAL.—A request or decision

shall be deemed to be ‘written’ or ‘in writing’
if such request or decision is presented in a
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generally recognized printable or electronic
format. The Secretary may by regulation
provide for presentation of information oth-
erwise required to be in written form in such
other forms as may be appropriate under the
circumstances.

‘‘(ii) MEDICAL APPROPRIATENESS OR INVES-
TIGATIONAL ITEMS OR EXPERIMENTAL TREAT-
MENT DETERMINATIONS.—For purposes of this
subparagraph, in the case of a request for ad-
vance determination of coverage, a request
for expedited advance determination of cov-
erage, a request for required determination
of medical necessity, or a request for expe-
dited required determination of medical ne-
cessity, if the decision on such request is
conveyed to the provider of medical care or
to the participant or beneficiary by means of
telephonic or other electronic communica-
tions, such decision shall be treated as a
written decision.

‘‘(S) INCLUDED GROUP HEALTH PLAN BEN-
EFIT.—The term ‘included group health plan
benefit’’ means a benefit under a group
health plan which is not an excepted benefit
(as defined in section 733(c)).’’.

(b) CIVIL PENALTIES.—
(1) IN GENERAL.—Section 502(c) of such Act

(29 U.S.C. 1132(c)) is amended by redesig-
nating paragraphs (6) and (7) as paragraphs
(7) and (8), respectively, and by inserting
after paragraph (5) the following new para-
graph:

‘‘(6)(A)(i) In the case of any failure to time-
ly provide an included group health plan ben-
efit (as defined in section 503(b)(10)(S)) to a
participant or beneficiary, which occurs
after the issuance of, and in violation of, a
final decision rendered upon completion of
external review (under section 503(b)(4)) of an
adverse coverage decision by the plan relat-
ing to such benefit, any person acting in the
capacity of a fiduciary of the plan so as to
cause such failure may, in the court’s discre-
tion, be liable to the aggrieved participant or
beneficiary for a civil penalty.

‘‘(ii) Except as provided in clause (iii), such
civil penalty shall be in an amount of up to
$1,000 a day from the date that occurs on or
after the date of the issuance of the decision
under section 503(b)(4) and upon which the
plan otherwise could have been reasonably
expected to commence compliance with the
decision until the date the failure to provide
the benefit is corrected.

‘‘(iii) In any case in which it is proven by
clear and convincing evidence that the per-
son referred to in clause (i) acted willfully
and in bad faith, the daily penalty under
clause (ii) shall be increased to an amount of
up to $5,000 a day.

‘‘(iv) In any case in which it is further
proven by clear and convincing evidence
that—

‘‘(I) the plan is not in full compliance with
the decision of the independent medical ex-
pert (or panel of such experts) under section
503(b)(4)(E)) within the appropriate period
specified in such decision, and

‘‘(II) the failure to be in full compliance
was caused by the plan or by a health insur-
ance issuer offering health insurance cov-
erage in connection with the plan,

the plan shall pay the cost of all medical
care which was not provided by reason of
such failure to fully comply and which is
otherwise obtained by the participant or
beneficiary from any provider.

‘‘(B) For purposes of subparagraph (A), the
plan, and any health insurance issuer offer-
ing health insurance coverage in connection
with the plan, shall be deemed to be in com-
pliance with any decision of an independent
medical expert (or panel of such experts)
under section 503(b)(4) with respect to any
participant or beneficiary upon transmission
to such entity (or panel) and to such partici-

pant or beneficiary by the plan or issuer of
timely notice of an authorization of cov-
erage by the plan or issuer which is con-
sistent with such decision.

‘‘(C) In any action commenced under sub-
section (a) by a participant or beneficiary
with respect to an included group health
plan benefit in which the plaintiff alleges
that a person, in the capacity of a fiduciary
and in violation of the terms of the plan or
this title, has taken an action resulting in
an adverse coverage decision in violation of
the terms of the plan, or has failed to take
an action for which such person is respon-
sible under the plan and which is necessary
under the plan for a favorable coverage deci-
sion, upon finding in favor of the plaintiff, if
such action was commenced after a final de-
cision of the plan upon review which in-
cluded a review under section 503(b)(4) or
such action was commenced under sub-
section (b)(4) of this section, the court shall
cause to be served on the defendant an order
requiring the defendant—

‘‘(i) to cease and desist from the alleged ac-
tion or failure to act; and

‘‘(ii) to pay to the plaintiff a reasonable at-
torney’s fee and other reasonable costs relat-
ing to the prosecution of the action on the
charges on which the plaintiff prevails.
The remedies provided under this subpara-
graph shall be in addition to remedies other-
wise provided under this section.

‘‘(D)(i) The Secretary may assess a civil
penalty against a person acting in the capac-
ity of a fiduciary of one or more group
health plans (as defined in section 503(b)(9))
for—

‘‘(I) any pattern or practice of repeated ad-
verse coverage decisions in connection with
included group health plan benefits in viola-
tion of the terms of the plan or plans or this
title; or

‘‘(II) any pattern or practice of repeated
violations of the requirements of section 503
in connection with such benefits.
Such penalty shall be payable only upon
proof by clear and convincing evidence of
such pattern or practice.

‘‘(ii) Such penalty shall be in an amount
not to exceed the lesser of—

‘‘(I) 5 percent of the aggregate value of
benefits shown by the Secretary to have not
been provided, or unlawfully delayed in vio-
lation of section 503, under such pattern or
practice; or

‘‘(II) $100,000.
‘‘(iii) Any person acting in the capacity of

a fiduciary of a group health plan or plans
who has engaged in any such pattern or prac-
tice in connection with included group
health plan benefits, upon the petition of the
Secretary, may be removed by the court
from that position, and from any other in-
volvement, with respect to such plan or
plans, and may be precluded from returning
to any such position or involvement for a pe-
riod determined by the court.

‘‘(E) For purposes of this paragraph, the
term ‘included group health plan benefit’ has
the meaning provided in section 503(b)(10)(S).

‘‘(F) The preceding provisions of this para-
graph shall not apply with respect to em-
ployee benefit plans that are not group
health plans or with respect to benefits that
are not included group health plan benefits
(as defined in paragraph (10)(S)).’’.

(2) CONFORMING AMENDMENT.—Section
502(a)(6) of such Act (29 U.S.C. 1132(a)(6)) is
amended by striking ‘‘, or (6)’’ and inserting
‘‘, (6), or (7)’’.

(c) EXPEDITED COURT REVIEW.—Section 502
of such Act (29 U.S.C. 1132) is amended—

(1) in subsection (a)(8), by striking ‘‘or’’ at
the end;

(2) in subsection (a)(9), by striking the pe-
riod and inserting ‘‘; or’’;

(3) by adding at the end of subsection (a)
the following new paragraph:

‘‘(10) by a participant or beneficiary for ap-
propriate relief under subsection (b)(4).’’.

(4) by adding at the end of subsection (b)
the following new paragraph:

‘‘(4) In the case of a group health plan, if
exhaustion of administrative remedies in ac-
cordance with paragraph (2)(A)(ii) or
(2)(B)(ii) of section 503(b) otherwise nec-
essary for an action for relief under para-
graph (1)(B) or (3) of subsection (a) has not
been obtained and it is demonstrated to the
court by means of certification by an appro-
priate physician that such exhaustion is not
reasonably attainable under the facts and
circumstances without undue risk of irrep-
arable harm to the health of the participant
or beneficiary, a civil action may be brought
by the participant or beneficiary to obtain
appropriate equitable relief. Any determina-
tions made under paragraph (2)(A)(ii) or
(2)(B)(ii) of section 503(b) made while an ac-
tion under this paragraph is pending shall be
given due consideration by the court in any
such action. This paragraph shall not apply
with respect to benefits that are not in-
cluded group health plan benefits (as defined
in section 503(b)(10)(S)).’’.

(d) ATTORNEY’S FEES.—Section 502(g) of
such Act (29 U.S.C. 1132(g)) is amended—

(1) in paragraph (1), by striking ‘‘paragraph
(2)’’ and inserting ‘‘paragraph (2) or (3))’’; and

(2) by adding at the end the following new
paragraph:

‘‘(3) In any action under this title by a par-
ticipant or beneficiary in connection with an
included group health plan benefit (as de-
fined in section 503(b)(10)(S)) in which judg-
ment in favor of the participant or bene-
ficiary is awarded, the court shall allow a
reasonable attorney’s fee and costs of action
to the participant or beneficiary.’’.

(e) STANDARD OF REVIEW UNAFFECTED.—
The standard of review under section 502 of
the Employee Retirement Income Security
Act of 1974 (as amended by this section) shall
continue on and after the date of the enact-
ment of this Act to be the standard of review
which was applicable under such section as
of immediately before such date.

(f) CONCURRENT JURISDICTION.—Section
502(e)(1) of such Act (29 U.S.C. 1132(e)(1)) is
amended—

(1) in the first sentence, by striking ‘‘under
subsection (a)(1)(B) of this section’’ and in-
serting ‘‘under subsection (a)(1)(A) for relief
under subsection (c)(6), under subsection
(a)(1)(B), and under subsection (b)(4)’’; and

(2) in the last sentence, by striking ‘‘of ac-
tions under paragraphs (1)(B) and (7) of sub-
section (a) of this section’’ and inserting ‘‘of
actions under paragraph (1)(A) of subsection
(a) for relief under subsection (c)(6) and of
actions under paragraphs (1)(B) and (7) of
subsection (a) and paragraph (4) of sub-
section (b)’’.
SEC. 122. SPECIAL RULE FOR ACCESS TO SPE-

CIALTY CARE.
Section 503(b) of such Act (as added by the

preceding provisions of this subtitle) is
amended by adding at the end the following
new paragraph:

‘‘(11) SPECIAL RULE FOR ACCESS TO SPE-
CIALTY CARE.—

‘‘(A) IN GENERAL.—In the case of a request
for advance determination of coverage con-
sisting of a request by a physician for a de-
termination of coverage of the services of a
specialist with respect to any condition, if
coverage of the services of such specialist for
such condition is otherwise provided under
the plan, the initial coverage decision re-
ferred to in subparagraph (A)(i) or (B)(i) of
paragraph (2) shall be issued within the ac-
celerated need decision period.

‘‘(B) SPECIALIST.—For purposes of this
paragraph, the term ‘specialist’ means, with
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respect to a condition, a physician who has a
high level of expertise through appropriate
training and experience (including, in the
case of a patient who is a child, appropriate
pediatric expertise) to treat the condition.’’.
SEC. 123. PROTECTION FOR CERTAIN INFORMA-

TION DEVELOPED TO REDUCE MOR-
TALITY OR MORBIDITY OR FOR IM-
PROVING PATIENT CARE AND SAFE-
TY.

(a) PROTECTION OF CERTAIN INFORMATION.—
Notwithstanding any other provision of Fed-
eral or State law, health care response infor-
mation shall be exempt from any disclosure
requirement (regardless of whether the re-
quirement relates to subpoenas, discovery,
introduction of evidence, testimony, or any
other form of disclosure), in connection with
a civil or administrative proceeding under
Federal or State law, to the same extent as
information developed by a health care pro-
vider with respect to any of the following:

(1) Peer review.
(2) Utilization review.
(3) Quality management or improvement.
(4) Quality control.
(5) Risk management.
(6) Internal review for purposes of reducing

mortality, morbidity, or for improving pa-
tient care or safety.

(b) NO WAIVER OF PROTECTION THROUGH
INTERACTION WITH ACCREDITING BODY.—Not-
withstanding any other provision of Federal
or State law, the protection of health care
response information from disclosure pro-
vided under subsection (a) shall not be
deemed to be modified or in any way waived
by—

(1) the development of such information in
connection with a request or requirement of
an accrediting body; or

(2) the transfer of such information to an
accrediting body.

(c) DEFINITIONS.—For purposes of this sec-
tion:

(1) The term ‘‘accrediting body’’ means a
national, not-for-profit organization that—

(A) accredits health care providers; and
(B) is recognized as an accrediting body by

statute or by a Federal or State agency that
regulates health care providers.

(2) The term ‘‘health care provider’’ has
the meaning given such term in section 1188
of the Social Security Act (as added by sec-
tion 5001 of this Act).

(3) The term ‘‘health care response infor-
mation’’ means information (including any
data, report, record, memorandum, analysis,
statement, or other communication) devel-
oped by, or on behalf of, a health care pro-
vider in response to a serious, adverse, pa-
tient-related event—

(A) during the course of analyzing or
studying the event and its causes; and

(B) for purposes of—
(i) reducing mortality or morbidity; or
(ii) improving patient care or safety (in-

cluding the provider’s notification to an ac-
crediting body and the provider’s plans of ac-
tion in response to such event).

(5) The term ‘‘State’’ includes the District
of Columbia, Puerto Rico, the Virgin Islands,
Guam, American Samoa, and the Northern
Mariana Islands.
SEC. 124. EFFECTIVE DATE.

(a) IN GENERAL.—The amendments made by
sections 801 and 802 shall apply with respect
to grievances arising in plan years beginning
on or after January 1 of the second calendar
year following 12 months after the date the
Secretary of Labor issues all regulations
necessary to carry out amendments made by
this title. The amendments made by section
803 shall take effect on such January 1.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this title,
against a group health plan or health insur-

ance issuer with respect to a violation of a
requirement imposed by such amendments
before the date of issuance of final regula-
tions issued in connection with such require-
ment, if the plan or issuer has sought to
comply in good faith with such requirement.

(c) COLLECTIVE BARGAINING AGREEMENTS.—
Any plan amendment made pursuant to a
collective bargaining agreement relating to
the plan which amends the plan solely to
conform to any requirement added by this
title shall not be treated as a termination of
such collective bargaining agreement.

Subtitle D—Health Care Access,
Affordability, and Quality Commission

SEC. 131. ESTABLISHMENT OF COMMISSION.
Part 5 of the Employee Retirement Income

Security Act of 1974 is amended by adding at
the end the following new section:

‘‘SEC. 518. HEALTH POLICY COMMISSION.
‘‘(a) ESTABLISHMENT.—There is hereby es-

tablished a commission to be known as the
Health Care Access, Affordability, and Qual-
ity Commission (hereinafter in this Act re-
ferred to as the ‘‘Commission’’).

‘‘(b) DUTIES OF COMMISSION.—The duties of
the Commission shall be as follows:

‘‘(1) STUDIES OF CRITICAL AREAS.—Based on
information gathered by appropriate Federal
agencies, advisory groups, and other appro-
priate sources for health care information,
studies, and data, the Commission shall
study and report on in each of the following
areas:

‘‘(A) Independent expert external review
programs.

‘‘(B) Consumer friendly information pro-
grams.

‘‘(C) The extent to which the following af-
fect patient quality and satisfaction:

‘‘(i) health plan enrollees’ attitudes based
on surveys;

‘‘(ii) outcomes measurements; and
‘‘(iii) accreditation by private organiza-

tions.
‘‘(D) Available systems to ensure the time-

ly processing of claims.
‘‘(2) ESTABLISHMENT OF FORM FOR REMIT-

TANCE OF CLAIMS TO PROVIDERS.—Not later
than 2 years after the date of the first meet-
ing of the Commission, the Commission shall
develop and transmit to the Secretary a pro-
posed form for use by health insurance
issuers (as defined in section 733(b)(2)) for the
remittance of claims to health care pro-
viders. Effective for plan years beginning
after 5 years after the date of the Com-
prehensive Access and Responsibility in
Health Care Act of 1999, a health insurance
issuer offering health insurance coverage in
connection with a group health plan shall
use such form for the remittance of all
claims to providers.

‘‘(3) EVALUATION OF HEALTH BENEFITS MAN-
DATES.—At the request of the chairmen or
ranking minority members of the appro-
priate committees of Congress, the Commis-
sion shall evaluate, taking into consider-
ation the overall cost effect, availability of
treatment, and the effect on the health of
the general population, existing and pro-
posed benefit requirements for group health
plans.

‘‘(4) COMMENTS ON CERTAIN SECRETARIAL RE-
PORTS.—If the Secretary submits to Congress
(or a committee of Congress) a report that is
required by law and that relates to policies
under this section, the Secretary shall trans-
mit a copy of the report to the Commission.
The Commission shall review the report and,
not later than 6 months after the date of sub-
mittal of the Secretary’s report to Congress,
shall submit to the appropriate committees
of Congress written comments on such re-
port. Such comments may include such rec-
ommendations as the Commission deems ap-
propriate.

‘‘(5) AGENDA AND ADDITIONAL REVIEW.—The
Commission shall consult periodically with
the chairmen and ranking minority members
of the appropriate committees of Congress
regarding the Commission’s agenda and
progress toward achieving the agenda. The
Commission may conduct additional reviews,
and submit additional reports to the appro-
priate committees of Congress, from time to
time on such topics as may be requested by
such chairmen and members and as the Com-
mission deems appropriate.

‘‘(6) AVAILABILITY OF REPORTS.—The Com-
mission shall transmit to the Secretary a
copy of each report submitted under this
subsection and shall make such reports
available to the public.

‘‘(c) MEMBERSHIP.—
‘‘(1) NUMBER AND APPOINTMENT.—The Com-

mission shall be composed of 11 members ap-
pointed by the Comptroller General.

‘‘(2) QUALIFICATIONS.—
‘‘(A) IN GENERAL.—The membership of the

Commission shall include—
‘‘(i) physicians and other health profes-

sionals;
‘‘(ii) representatives of employers, includ-

ing multiemployer plans;
‘‘(ii) representatives of insured employees;
‘‘(iv) third-party payers; and
‘‘(v) health services and health economics

researchers with expertise in outcomes and
effectiveness research and technology assess-
ment.

‘‘(B) ETHICAL DISCLOSURE.—The Comp-
troller General shall establish a system for
public disclosure by members of the Commis-
sion of financial and other potential con-
flicts of interest relating to such members.

‘‘(3) TERMS.—
‘‘(A) IN GENERAL.—Each member shall be

appointed for a term of 3 years, except that
the Comptroller shall designate staggered
terms for the members first appointed.

‘‘(B) VACANCIES.—Any member appointed
to fill a vacancy occurring before the expira-
tion of the term for which the member’s
predecessor was appointed shall be appointed
only for the remainder of that term. A mem-
ber may serve after the expiration of that
member’s term until a successor has taken
office. A vacancy in the Commission shall be
filled in the manner in which the original ap-
pointment was made.

‘‘(4) BASIC PAY.—
‘‘(A) RATES OF PAY.—Except as provided in

subparagraph (B), members shall each be
paid at a rate equal to the rate of basic pay
payable for level IV of the Executive Sched-
ule for each day (including travel time) dur-
ing which they are engaged in the actual per-
formance of duties vested in the Commis-
sion.

‘‘(B) PROHIBITION OF COMPENSATION OF FED-
ERAL EMPLOYEES.—Members of the Commis-
sion who are full-time officers or employees
of the United States (or Members of Con-
gress) may not receive additional pay, allow-
ances, or benefits by reason of their service
on the Commission.

‘‘(5) TRAVEL EXPENSES.—Each member
shall receive travel expenses, including per
diem in lieu of subsistence, in accordance
with sections 5702 and 5703 of title 5, United
States Code.

‘‘(6) CHAIRPERSON.—The Chairperson of the
Commission shall be designated by the
Comptroller at the time of the appointment.
The term of office of the Chairperson shall be
3 years.

‘‘(7) MEETINGS.—The Commission shall
meet 4 times each year.

‘‘(d) DIRECTOR AND STAFF OF COMMISSION.—
‘‘(1) DIRECTOR.—The Commission shall

have a Director who shall be appointed by
the Chairperson. The Director shall be paid
at a rate not to exceed the maximum rate of
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basic pay payable for GS–13 of the General
Schedule.

‘‘(2) STAFF.—The Director may appoint 2
additional staff members.

‘‘(3) APPLICABILITY OF CERTAIN CIVIL SERV-
ICE LAWS.—The Director and staff of the
Commission shall be appointed subject to
the provisions of title 5, United States Code,
governing appointments in the competitive
service, and shall be paid in accordance with
the provisions of chapter 51 and subchapter
III of chapter 53 of that title relating to clas-
sification and General Schedule pay rates.

‘‘(e) POWERS OF COMMISSION.—
‘‘(1) HEARINGS AND SESSIONS.—The Commis-

sion may, for the purpose of carrying out
this Act, hold hearings, sit and act at times
and places, take testimony, and receive evi-
dence as the Commission considers appro-
priate. The Commission may administer
oaths or affirmations to witnesses appearing
before it.

‘‘(2) POWERS OF MEMBERS AND AGENTS.—Any
member or agent of the Commission may, if
authorized by the Commission, take any ac-
tion which the Commission is authorized to
take by this section.

‘‘(3) OBTAINING OFFICIAL DATA.—The Com-
mission may secure directly from any de-
partment or agency of the United States in-
formation necessary to enable it to carry out
this Act. Upon request of the Chairperson of
the Commission, the head of that depart-
ment or agency shall furnish that informa-
tion to the Commission.

‘‘(4) MAILS.—The Commission may use the
United States mails in the same manner and
under the same conditions as other depart-
ments and agencies of the United States.

‘‘(5) ADMINISTRATIVE SUPPORT SERVICES.—
Upon the request of the Commission, the Ad-
ministrator of General Services shall provide
to the Commission, on a reimbursable basis,
the administrative support services nec-
essary for the Commission to carry out its
responsibilities under this Act.

‘‘(6) CONTRACT AUTHORITY.—The Commis-
sion may contract with and compensate gov-
ernment and private agencies or persons for
services, without regard to section 3709 of
the Revised Statutes (41 U.S.C. 5).

‘‘(f) REPORTS.—Beginning December 31,
2000, and each year thereafter, the Commis-
sion shall submit to the Congress an annual
report detailing the following information:

‘‘(1) Access to care, affordability to em-
ployers and employees, and quality of care
under employer-sponsored health plans and
recommendations for improving such access,
affordability, and quality.

‘‘(2) Any issues the Commission deems ap-
propriate or any issues (such as the appro-
priateness and availability of particular
medical treatment) that the chairmen or
ranking members of the appropriate commit-
tees of Congress requested the Commission
to evaluate.

‘‘(g) DEFINITION OF APPROPRIATE COMMIT-
TEES OF CONGRESS.—For purposes of this sec-
tion the term ‘appropriate committees of
Congress’ means any committee in the Sen-
ate or House of Representatives having juris-
diction over the Employee Retirement In-
come Security Act of 1974.

‘‘(h) TERMINATION.—Section 14(a)(2)(B) of
the Federal Advisory Committee Act (5
U.S.C. App.; relating to the termination of
advisory committees) shall not apply to the
Commission.

‘‘(i) AUTHORIZATION OF APPROPRIATIONS.—
There is authorized to be appropriated for
fiscal years 2000 through 2004 such sums as
may be necessary to carry out this section.’’.

SEC. 132. EFFECTIVE DATE.

This subtitle shall be effective 6 months
after the date of the enactment of this Act.

TITLE II—AMENDMENTS TO THE PUBLIC
HEALTH SERVICE ACT

Subtitle A—Patient Protections and Point of
Service Coverage Requirements

SEC. 201. PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE, AND CONTINUITY OF CARE.

(a) IN GENERAL.—Subpart 2 of part A of
title XXVII of the Public Health Service Act
is amended by adding at the end the fol-
lowing new section:
‘‘SEC. 2707. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE, AND CONTINUITY OF CARE.

‘‘(a) PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE.—

‘‘(1) IN GENERAL.—In the case of any health
care professional acting within the lawful
scope of practice in the course of carrying
out a contractual employment arrangement
or other direct contractual arrangement be-
tween such professional and a group health
plan or a health insurance issuer offering
health insurance coverage in connection
with a group health plan, the plan or issuer
with which such contractual employment ar-
rangement or other direct contractual ar-
rangement is maintained by the professional
may not impose on such professional under
such arrangement any prohibition or restric-
tion with respect to advice, provided to a
participant or beneficiary under the plan
who is a patient, about the health status of
the participant or beneficiary or the medical
care or treatment for the condition or dis-
ease of the participant or beneficiary, re-
gardless of whether benefits for such care or
treatment are provided under the plan or
health insurance coverage offered in connec-
tion with the plan.

‘‘(2) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this paragraph, the term
‘health care professional’ means a physician
(as defined in section 1861(r) of the Social Se-
curity Act) or other health care professional
if coverage for the professional’s services is
provided under the group health plan for the
services of the professional. Such term in-
cludes a podiatrist, optometrist, chiro-
practor, psychologist, dentist, physician as-
sistant, physical or occupational therapist
and therapy assistant, speech-language pa-
thologist, audiologist, registered or licensed
practical nurse (including nurse practi-
tioner, clinical nurse specialist, certified
registered nurse anesthetist, and certified
nurse-midwife), licensed certified social
worker, registered respiratory therapist, and
certified respiratory therapy technician.

‘‘(3) RULE OF CONSTRUCTION.—Nothing in
this subsection shall be construed to require
the sponsor of a group health plan or a
health insurance issuer offering health insur-
ance coverage in connection with the group
health plan to engage in any practice that
would violate its religious beliefs or moral
convictions.

‘‘(b) PATIENT ACCESS TO EMERGENCY MED-
ICAL CARE.—

‘‘(1) COVERAGE OF EMERGENCY SERVICES.—
‘‘(A) IN GENERAL.—If a group health plan,

or health insurance coverage offered by a
health insurance issuer, provides any bene-
fits with respect to emergency services (as
defined in subparagraph (B)(ii)), or ambu-
lance services, the plan or issuer shall cover
emergency services (including emergency
ambulance services as defined in subpara-
graph (B)(iii)) furnished under the plan or
coverage—

‘‘(i) without the need for any prior author-
ization determination;

‘‘(ii) whether or not the health care pro-
vider furnishing such services is a partici-

pating provider with respect to such serv-
ices;

‘‘(iii) in a manner so that, if such services
are provided to a participant, beneficiary, or
enrollee by a nonparticipating health care
provider, the participant, beneficiary, or en-
rollee is not liable for amounts that exceed
the amounts of liability that would be in-
curred if the services were provided by a par-
ticipating provider; and

‘‘(iv) without regard to any other term or
condition of such plan or coverage (other
than exclusion or coordination of benefits, or
an affiliation or waiting period, permitted
under section 2701 and other than applicable
cost sharing).

‘‘(B) DEFINITIONS.—In this subsection:
‘‘(i) EMERGENCY MEDICAL CONDITION.—The

term ‘emergency medical condition’ means—
‘‘(I) a medical condition manifesting itself

by acute symptoms of sufficient severity (in-
cluding severe pain) such that a prudent
layperson, who possesses an average knowl-
edge of health and medicine, could reason-
ably expect the absence of immediate med-
ical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act (42
U.S.C. 1395dd(e)(1)(A)); and

‘‘(II) a medical condition manifesting itself
in a neonate by acute symptoms of sufficient
severity (including severe pain) such that a
prudent health care professional could rea-
sonably expect the absence of immediate
medical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act.

‘‘(ii) EMERGENCY SERVICES.—The term
‘emergency services’ means—

‘‘(I) with respect to an emergency medical
condition described in clause (i)(I), a medical
screening examination (as required under
section 1867 of the Social Security Act, 42
U.S.C. 1395dd)) that is within the capability
of the emergency department of a hospital,
including ancillary services routinely avail-
able to the emergency department to evalu-
ate an emergency medical condition (as de-
fined in clause (i)) and also, within the capa-
bilities of the staff and facilities at the hos-
pital, such further medical examination and
treatment as are required under section 1867
of such Act to stabilize the patient; or

‘‘(II) with respect to an emergency medical
condition described in clause (i)(II), medical
treatment for such condition rendered by a
health care provider in a hospital to a
neonate, including available hospital ancil-
lary services in response to an urgent re-
quest of a health care professional and to the
extent necessary to stabilize the neonate.

‘‘(iii) EMERGENCY AMBULANCE SERVICES.—
The term ‘emergency ambulance services’
means ambulance services (as defined for
purposes of section 1861(s)(7) of the Social Se-
curity Act) furnished to transport an indi-
vidual who has an emergency medical condi-
tion (as defined in clause (i)) to a hospital for
the receipt of emergency services (as defined
in clause (ii)) in a case in which appropriate
emergency medical screening examinations
are covered under the plan or coverage pur-
suant to paragraph (1)(A) and a prudent
layperson, with an average knowledge of
health and medicine, could reasonably ex-
pect that the absence of such transport
would result in placing the health of the in-
dividual in serious jeopardy, serious impair-
ment of bodily function, or serious dysfunc-
tion of any bodily organ or part.

‘‘(iv) STABILIZE.—The term ‘to stabilize’
means, with respect to an emergency med-
ical condition, to provide such medical treat-
ment of the condition as may be necessary to
assure, within reasonable medical prob-
ability, that no material deterioration of the
condition is likely to result from or occur
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during the transfer of the individual from a
facility.

‘‘(v) NONPARTICIPATING.—The term ‘non-
participating’ means, with respect to a
health care provider that provides health
care items and services to a participant or
beneficiary under group health plan or under
group health insurance coverage, a health
care provider that is not a participating
health care provider with respect to such
items and services.

‘‘(vi) PARTICIPATING.—The term ‘partici-
pating’ means, with respect to a health care
provider that provides health care items and
services to a participant or beneficiary under
group health plan or health insurance cov-
erage offered by a health insurance issuer in
connection with such a plan, a health care
provider that furnishes such items and serv-
ices under a contract or other arrangement
with the plan or issuer.

‘‘(c) PATIENT RIGHT TO OBSTETRIC AND GYN-
ECOLOGICAL CARE.—

‘‘(1) IN GENERAL.—In any case in which a
group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan)—

‘‘(A) provides benefits under the terms of
the plan consisting of—

‘‘(i) gynecological care (such as preventive
women’s health examinations); or

‘‘(ii) obstetric care (such as pregnancy-re-
lated services),
provided by a participating health care pro-
fessional who specializes in such care (or pro-
vides benefits consisting of payment for such
care); and

‘‘(B) requires or provides for designation by
a participant or beneficiary of a partici-
pating primary care provider,
if the primary care provider designated by
such a participant or beneficiary is not such
a health care professional, then the plan (or
issuer) shall meet the requirements of para-
graph (2).

‘‘(1) REQUIREMENTS.—A group health plan
(or a health insurance issuer offering health
insurance coverage in connection with the
plan) meets the requirements of this para-
graph, in connection with benefits described
in paragraph (1) consisting of care described
in clause (i) or (ii) of paragraph (1)(A) (or
consisting of payment therefor), if the plan
(or issuer)—

‘‘(A) does not require authorization or a re-
ferral by the primary care provider in order
to obtain such benefits; and

‘‘(B) treats the ordering of other care of
the same type, by the participating health
care professional providing the care de-
scribed in clause (i) or (ii) of paragraph
(1)(A), as the authorization of the primary
care provider with respect to such care.

‘‘(3) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this subsection, the term
‘health care professional’ means an indi-
vidual (including, but not limited to, a nurse
midwife or nurse practitioner) who is li-
censed, accredited, or certified under State
law to provide obstetric and gynecological
health care services and who is operating
within the scope of such licensure, accredita-
tion, or certification.

‘‘(4) CONSTRUCTION.—Nothing in paragraph
(1) shall be construed as preventing a plan
from offering (but not requiring a partici-
pant or beneficiary to accept) a health care
professional trained, credentialed, and oper-
ating within the scope of their licensure to
perform obstetric and gynecological health
care services. Nothing in paragraph (2)(B)
shall waive any requirements of coverage re-
lating to medical necessity or appropriate-
ness with respect to coverage of gyneco-
logical or obstetric care so ordered.

‘‘(5) TREATMENT OF MULTIPLE COVERAGE OP-
TIONS.—In the case of a plan providing bene-
fits under two or more coverage options, the

requirements of this subsection shall apply
separately with respect to each coverage op-
tion.

‘‘(d) PATIENT RIGHT TO PEDIATRIC CARE.—
‘‘(1) IN GENERAL.—In any case in which a

group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan) provides benefits
consisting of routine pediatric care provided
by a participating health care professional
who specializes in pediatrics (or consisting of
payment for such care) and the plan requires
or provides for designation by a participant
or beneficiary of a participating primary
care provider, the plan (or issuer) shall pro-
vide that such a participating health care
professional may be designated, if available,
by a parent or guardian of any beneficiary
under the plan is who under 18 years of age,
as the primary care provider with respect to
any such benefits.

‘‘(2) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this subsection, the term
‘health care professional’ means an indi-
vidual (including, but not limited to, a nurse
practitioner) who is licensed, accredited, or
certified under State law to provide pedi-
atric health care services and who is oper-
ating within the scope of such licensure, ac-
creditation, or certification.

‘‘(3) CONSTRUCTION.—Nothing in paragraph
(1) shall be construed as preventing a plan
from offering (but not requiring a partici-
pant or beneficiary to accept) a health care
professional trained, credentialed, and oper-
ating within the scope of their licensure to
perform pediatric health care services. Noth-
ing in paragraph (1) shall waive any require-
ments of coverage relating to medical neces-
sity or appropriateness with respect to cov-
erage of pediatric care so ordered.

‘‘(4) TREATMENT OF MULTIPLE COVERAGE OP-
TIONS.—In the case of a plan providing bene-
fits under two or more coverage options, the
requirements of this subsection shall apply
separately with respect to each coverage op-
tion.

‘‘(e) CONTINUITY OF CARE.—
‘‘(1) IN GENERAL.—
‘‘(A) TERMINATION OF PROVIDER.—If a con-

tract between a group health plan, or a
health insurance issuer offering health insur-
ance coverage in connection with a group
health plan, and a health care provider is
terminated (as defined in subparagraph
(D)(ii)), or benefits or coverage provided by a
health care provider are terminated because
of a change in the terms of provider partici-
pation in a group health plan, and an indi-
vidual who, at the time of such termination,
is a participant or beneficiary in the plan
and is scheduled to undergo surgery (includ-
ing an organ transplantation), is undergoing
treatment for pregnancy, or is determined to
be terminally ill (as defined in section
1861(dd)(3)(A) of the Social Security Act) and
is undergoing treatment for the terminal ill-
ness, the plan or issuer shall—

‘‘(i) notify the individual on a timely basis
of such termination and of the right to elect
continuation of coverage of treatment by the
provider under this subsection; and

‘‘(ii) subject to paragraph (3), permit the
individual to elect to continue to be covered
with respect to treatment by the provider for
such surgery, pregnancy, or illness during a
transitional period (provided under para-
graph (2)).

‘‘(B) TREATMENT OF TERMINATION OF CON-
TRACT WITH HEALTH INSURANCE ISSUER.—If a
contract for the provision of health insur-
ance coverage between a group health plan
and a health insurance issuer is terminated
and, as a result of such termination, cov-
erage of services of a health care provider is
terminated with respect to an individual, the
provisions of subparagraph (A) (and the suc-
ceeding provisions of this subsection) shall

apply under the plan in the same manner as
if there had been a contract between the plan
and the provider that had been terminated,
but only with respect to benefits that are
covered under the plan after the contract
termination.

‘‘(C) TERMINATION DEFINED.—For purposes
of this subsection, the term ‘terminated’ in-
cludes, with respect to a contract, the expi-
ration or nonrenewal of the contract, but
does not include a termination of the con-
tract by the plan or issuer for failure to meet
applicable quality standards or for fraud.

‘‘(2) TRANSITIONAL PERIOD.—
‘‘(A) IN GENERAL.—Except as provided in

subparagraphs (B) through (D), the transi-
tional period under this paragraph shall ex-
tend up to 90 days (as determined by the
treating health care professional) after the
date of the notice described in paragraph
(1)(A)(i) of the provider’s termination.

‘‘(B) SCHEDULED SURGERY.—If surgery was
scheduled for an individual before the date of
the announcement of the termination of the
provider status under paragraph (1)(A)(i), the
transitional period under this paragraph
with respect to the surgery shall extend be-
yond the period under subparagraph (A) and
until the date of discharge of the individual
after completion of the surgery.

‘‘(C) PREGNANCY.—If—
‘‘(i) a participant or beneficiary was deter-

mined to be pregnant at the time of a pro-
vider’s termination of participation, and

‘‘(ii) the provider was treating the preg-
nancy before date of the termination,

the transitional period under this paragraph
with respect to provider’s treatment of the
pregnancy shall extend through the provi-
sion of post-partum care directly related to
the delivery.

‘‘(D) TERMINAL ILLNESS.—If—
‘‘(i) a participant or beneficiary was deter-

mined to be terminally ill (as determined
under section 1861(dd)(3)(A) of the Social Se-
curity Act) at the time of a provider’s termi-
nation of participation, and

‘‘(ii) the provider was treating the ter-
minal illness before the date of termination,

the transitional period under this paragraph
shall extend for the remainder of the individ-
ual’s life for care directly related to the
treatment of the terminal illness or its med-
ical manifestations.

‘‘(3) PERMISSIBLE TERMS AND CONDITIONS.—
A group health plan or health insurance
issuer may condition coverage of continued
treatment by a provider under paragraph
(1)(A)(i) upon the individual notifying the
plan of the election of continued coverage
and upon the provider agreeing to the fol-
lowing terms and conditions:

‘‘(A) The provider agrees to accept reim-
bursement from the plan or issuer and indi-
vidual involved (with respect to cost-shar-
ing) at the rates applicable prior to the start
of the transitional period as payment in full
(or, in the case described in paragraph (1)(B),
at the rates applicable under the replace-
ment plan or issuer after the date of the ter-
mination of the contract with the health in-
surance issuer) and not to impose cost-shar-
ing with respect to the individual in an
amount that would exceed the cost-sharing
that could have been imposed if the contract
referred to in paragraph (1)(A) had not been
terminated.

‘‘(B) The provider agrees to adhere to the
quality assurance standards of the plan or
issuer responsible for payment under sub-
paragraph (A) and to provide to such plan or
issuer necessary medical information related
to the care provided.

‘‘(C) The provider agrees otherwise to ad-
here to such plan’s or issuer’s policies and
procedures, including procedures regarding
referrals and obtaining prior authorization
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and providing services pursuant to a treat-
ment plan (if any) approved by the plan or
issuer.

‘‘(D) The provider agrees to provide transi-
tional care to all participants and bene-
ficiaries who are eligible for and elect to
have coverage of such care from such pro-
vider.

‘‘(E) If the provider initiates the termi-
nation, the provider has notified the plan
within 30 days prior to the effective date of
the termination of—

‘‘(i) whether the provider agrees to permis-
sible terms and conditions (as set forth in
this paragraph) required by the plan, and

‘‘(ii) if the provider agrees to the terms and
conditions, the specific plan beneficiaries
and participants undergoing a course of
treatment from the provider who the pro-
vider believes, at the time of the notifica-
tion, would be eligible for transitional care
under this subsection.

‘‘(4) CONSTRUCTION.—Nothing in this sub-
section shall be construed to—

‘‘(A) require the coverage of benefits which
would not have been covered if the provider
involved remained a participating provider,
or

‘‘(B) prohibit a group health plan from con-
ditioning a provider’s participation on the
provider’s agreement to provide transitional
care to all participants and beneficiaries eli-
gible to obtain coverage of such care fur-
nished by the provider as set forth under this
subsection.

‘‘(f) COVERAGE FOR INDIVIDUALS PARTICI-
PATING IN APPROVED CANCER CLINICAL
TRIALS.—

‘‘(1) COVERAGE.—
‘‘(A) IN GENERAL.—If a group health plan

(or a health insurance issuer offering health
insurance coverage) provides coverage to a
qualified individual (as defined in paragraph
(2)), the plan or issuer—

‘‘(i) may not deny the individual participa-
tion in the clinical trial referred to in para-
graph (2)(B);

‘‘(ii) subject to paragraphs (2), (3), and (4),
may not deny (or limit or impose additional
conditions on) the coverage of routine pa-
tient costs for items and services furnished
in connection with participation in the trial;
and

‘‘(iii) may not discriminate against the in-
dividual on the basis of the participation of
the participant or beneficiary in such trial.

‘‘(B) EXCLUSION OF CERTAIN COSTS.—For
purposes of subparagraph (A)(ii), routine pa-
tient costs do not include the cost of the
tests or measurements conducted primarily
for the purpose of the clinical trial involved.

‘‘(C) USE OF IN-NETWORK PROVIDERS.—If one
or more participating providers is partici-
pating in a clinical trial, nothing in subpara-
graph (A) shall be construed as preventing a
plan from requiring that a qualified indi-
vidual participate in the trial through such a
participating provider if the provider will ac-
cept the individual as a participant in the
trial.

‘‘(2) QUALIFIED INDIVIDUAL DEFINED.—For
purposes of paragraph (1), the term ‘qualified
individual’ means an individual who is a par-
ticipant or beneficiary in a group health plan
and who meets the following conditions:

‘‘(A)(i) The individual has been diagnosed
with cancer.

‘‘(ii) The individual is eligible to partici-
pate in an approved clinical trial according
to the trial protocol with respect to treat-
ment of cancer.

‘‘(iii) The individual’s participation in the
trial offers meaningful potential for signifi-
cant clinical benefit for the individual.

‘‘(B) Either—
‘‘(i) the referring physician is a partici-

pating health care professional and has con-
cluded that the individual’s participation in

such trial would be appropriate based upon
satisfaction by the individual of the condi-
tions described in subparagraph (A); or

‘‘(ii) the individual provides medical and
scientific information establishing that the
individual’s participation in such trial would
be appropriate based upon the satisfaction
by the individual of the conditions described
in subparagraph (A).

‘‘(3) PAYMENT.—
‘‘(A) IN GENERAL.—A group health plan (or

a health insurance issuer offering health in-
surance coverage) shall provide for payment
for routine patient costs described in para-
graph (1)(B) but is not required to pay for
costs of items and services that are reason-
ably expected to be paid for by the sponsors
of an approved clinical trial.

‘‘(B) ROUTINE PATIENT CARE COSTS.—
‘‘(i) IN GENERAL.—For purposes of this

paragraph, the term ‘routine patient care
costs’ shall include the costs associated with
the provision of items and services that—

‘‘(I) would otherwise be covered under the
group health plan if such items and services
were not provided in connection with an ap-
proved clinical trial program; and

‘‘(II) are furnished according to the pro-
tocol of an approved clinical trial program.

‘‘(ii) EXCLUSION.—For purposes of this
paragraph, ‘routine patient care costs’ shall
not include the costs associated with the
provision of—

‘‘(I) an investigational drug or device, un-
less the Secretary has authorized the manu-
facturer of such drug or device to charge for
such drug or device; or

‘‘(II) any item or service supplied without
charge by the sponsor of the approved clin-
ical trial program.

‘‘(C) PAYMENT RATE.—For purposes of this
subsection—

‘‘(i) PARTICIPATING PROVIDERS.—In the case
of covered items and services provided by a
participating provider, the payment rate
shall be at the agreed upon rate.

‘‘(ii) NONPARTICIPATING PROVIDERS.—In the
case of covered items and services provided
by a nonparticipating provider, the payment
rate shall be at the rate the plan would nor-
mally pay for comparable items or services
under clause (i).

‘‘(4) APPROVED CLINICAL TRIAL DEFINED.—
‘‘(A) IN GENERAL.—For purposes of this sub-

section, the term ‘approved clinical trial’
means a cancer clinical research study or
cancer clinical investigation approved by an
Institutional Review Board.

‘‘(B) CONDITIONS FOR DEPARTMENTS.—The
conditions described in this paragraph, for a
study or investigation conducted by a De-
partment, are that the study or investiga-
tion has been reviewed and approved through
a system of peer review that the Secretary
determines—

‘‘(i) to be comparable to the system of peer
review of studies and investigations used by
the National Institutes of Health, and

‘‘(ii) assures unbiased review of the highest
scientific standards by qualified individuals
who have no interest in the outcome of the
review.

‘‘(5) CONSTRUCTION.—Nothing in this sub-
section shall be construed to limit a plan’s
coverage with respect to clinical trials.

‘‘(6) PLAN SATISFACTION OF CERTAIN RE-
QUIREMENTS; RESPONSIBILITIES OF FIDU-
CIARIES.—

‘‘(A) IN GENERAL.—For purposes of this sub-
section, insofar as a group health plan pro-
vides benefits in the form of health insur-
ance coverage through a health insurance
issuer, the plan shall be treated as meeting
the requirements of this subsection with re-
spect to such benefits and not be considered
as failing to meet such requirements because
of a failure of the issuer to meet such re-
quirements so long as the plan sponsor or its

representatives did not cause such failure by
the issuer.

‘‘(B) CONSTRUCTION.—Nothing in this sub-
section shall be construed to affect or modify
the responsibilities of the fiduciaries of a
group health plan under part 4 of subtitle B
of title I of the Employee Retirement In-
come Security Act of 1974.

‘‘(7) STUDY AND REPORT.—
‘‘(A) STUDY.—The Secretary shall analyze

cancer clinical research and its cost implica-
tions for managed care, including differen-
tiation in—

‘‘(i) the cost of patient care in trials versus
standard care;

‘‘(ii) the cost effectiveness achieved in dif-
ferent sites of service;

‘‘(iii) research outcomes;
‘‘(iv) volume of research subjects available

in different sites of service;
‘‘(v) access to research sites and clinical

trials by cancer patients;
‘‘(vi) patient cost sharing or copayment

costs realized in different sites of service;
‘‘(vii) health outcomes experienced in dif-

ferent sites of service;
‘‘(viii) long term health care services and

costs experienced in different sites of serv-
ice;

‘‘(ix) morbidity and mortality experienced
in different sites of service; and

‘‘(x) patient satisfaction and preference of
sites of service.

‘‘(B) REPORT TO CONGRESS.—Not later than
January 1, 2005, the Secretary shall submit a
report to Congress that contains—

‘‘(i) an assessment of any incremental cost
to group health plans resulting from the pro-
visions of this section;

‘‘(ii) a projection of expenditures to such
plans resulting from this section;

‘‘(iii) an assessment of any impact on pre-
miums resulting from this section; and

‘‘(iv) recommendations regarding action on
other diseases.’’.

SEC. 202. REQUIRING HEALTH MAINTENANCE OR-
GANIZATIONS TO OFFER OPTION OF
POINT-OF-SERVICE COVERAGE.

Title XXVII of the Public Health Service
Act is amended by inserting after section
2713 the following new section:

‘‘SEC. 2714. REQUIRING OFFERING OF OPTION OF
POINT-OF-SERVICE COVERAGE.

‘‘(a) REQUIREMENT TO OFFER COVERAGE OP-
TION TO CERTAIN EMPLOYERS.—Except as pro-
vided in subsection (c), any health insurance
issuer which—

‘‘(1) is a health maintenance organization
(as defined in section 2791(b)(3)); and

‘‘(2) which provides for coverage of services
of one or more classes of health care profes-
sionals under health insurance coverage of-
fered in connection with a group health plan
only if such services are furnished exclu-
sively through health care professionals
within such class or classes who are mem-
bers of a closed panel of health care profes-
sionals,

the issuer shall make available to the plan
sponsor in connection with such a plan a
coverage option which provides for coverage
of such services which are furnished through
such class (or classes) of health care profes-
sionals regardless of whether or not the pro-
fessionals are members of such panel.

‘‘(b) REQUIREMENT TO OFFER SUPPLEMENTAL
COVERAGE TO PARTICIPANTS IN CERTAIN
CASES.—Except as provided in subsection (c),
if a health insurance issuer makes available
a coverage option under and described in
subsection (a) to a plan sponsor of a group
health plan and the sponsor declines to con-
tract for such coverage option, then the
issuer shall make available in the individual
insurance market to each participant in the
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group health plan optional separate supple-
mental health insurance coverage in the in-
dividual health insurance market which con-
sists of services identical to those provided
under such coverage provided through the
closed panel under the group health plan but
are furnished exclusively by health care pro-
fessionals who are not members of such a
closed panel.

‘‘(c) EXCEPTIONS.—
‘‘(1) OFFERING OF NON-PANEL OPTION.—Sub-

sections (a) and (b) shall not apply with re-
spect to a group health plan if the plan offers
a coverage option that provides coverage for
services that may be furnished by a class or
classes of health care professionals who are
not in a closed panel. This paragraph shall be
applied separately to distinguishable groups
of employees under the plan.

‘‘(2) AVAILABILITY OF COVERAGE THROUGH
HEALTHMART.—Subsections (a) and (b) shall
not apply to a group health plan if the
health insurance coverage under the plan is
made available through a HealthMart (as de-
fined in section 2801) and if any health insur-
ance coverage made available through the
HealthMart provides for coverage of the
services of any class of health care profes-
sionals other than through a closed panel of
professionals.

‘‘(3) RELICENSURE EXEMPTION.—Subsections
(a) and (b) shall not apply to a health main-
tenance organization in a State in any case
in which—

‘‘(A) the organization demonstrates to the
applicable authority that the organization
has made a good faith effort to obtain (but
has failed to obtain) a contract between the
organization and any other health insurance
issuer providing for the coverage option or
supplemental coverage described in sub-
section (a) or (b), as the case may be, within
the applicable service area of the organiza-
tion; and

‘‘(B) the State requires the organization to
receive or qualify for a separate license, as
an indemnity insurer or otherwise, in order
to offer such coverage option or supple-
mental coverage, respectively.

The applicable authority may require that
the organization demonstrate that it meets
the requirements of the previous sentence no
more frequently that once every 2 years.

‘‘(4) COLLECTIVE BARGAINING AGREEMENTS.—
Subsections (a) and (b) shall not apply in
connection with a group health plan if the
plan is established or maintained pursuant
to one or more collective bargaining agree-
ments.

‘‘(5) SMALL ISSUERS.—Subsections (a) and
(b) shall not apply in the case of a health in-
surance issuer with 25,000 or fewer covered
lives.

‘‘(d) APPLICABILITY.—The requirements of
this section shall apply only in connection
with included group health plan benefits.

‘‘(e) DEFINITIONS.—For purposes of this sec-
tion:

‘‘(1) COVERAGE THROUGH CLOSED PANEL.—
Health insurance coverage for a class of
health care professionals shall be treated as
provided through a closed panel of such pro-
fessionals only if such coverage consists of
coverage of items or services consisting of
professionals services which are reimbursed
for or provided only within a limited net-
work of such professionals.

‘‘(2) HEALTH CARE PROFESSIONAL.—The
term ‘health care professional’ has the mean-
ing given such term in section 2707(a)(2).

‘‘(3) INCLUDED GROUP HEALTH PLAN BEN-
EFIT.—The term ‘included group health plan
benefit’ means a benefit which is not an ex-
cepted benefit (as defined in section
2791(c)).’’.
SEC. 203. EFFECTIVE DATE AND RELATED RULES.

(a) IN GENERAL.—The amendments made by
this title shall apply with respect to plan

years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act, except that the
Secretary of Health and Human Services
may issue regulations before such date under
such amendments. The Secretary shall first
issue regulations necessary to carry out the
amendments made by this title before the ef-
fective date thereof.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this title,
against a group health plan or health insur-
ance issuer with respect to a violation of a
requirement imposed by such amendments
before the date of issuance of regulations
issued in connection with such requirement,
if the plan or issuer has sought to comply in
good faith with such requirement.

(c) SPECIAL RULE FOR COLLECTIVE BAR-
GAINING AGREEMENTS.—In the case of a group
health plan maintained pursuant to one or
more collective bargaining agreements be-
tween employee representatives and one or
more employers ratified before the date of
the enactment of this Act, the amendments
made by this title shall not apply with re-
spect to plan years beginning before the
later of—

(1) the date on which the last of the collec-
tive bargaining agreements relating to the
plan terminates (determined without regard
to any extension thereof agreed to after the
date of the enactment of this Act); or

(2) January 1, 2002.
For purposes of this subsection, any plan
amendment made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this title shall not
be treated as a termination of such collec-
tive bargaining agreement.

Subtitle B—Patient Access to Information
SEC. 111. PATIENT ACCESS TO INFORMATION RE-

GARDING PLAN COVERAGE, MAN-
AGED CARE PROCEDURES, HEALTH
CARE PROVIDERS, AND QUALITY OF
MEDICAL CARE.

(a) IN GENERAL.—Subpart 2 of part A of
title XXVII of the Public Health Service Act
(as amended by subtitle A) is amended fur-
ther by adding at the end the following new
section:
‘‘SEC. 2708. DISCLOSURE BY GROUP HEALTH

PLANS.
‘‘(a) DISCLOSURE REQUIREMENT.—Each

health insurance issuer offering health insur-
ance coverage in connection with a group
health plan shall provide the plan adminis-
trator on a timely basis with the informa-
tion necessary to enable the administrator
to provide participants and beneficiaries
with information in a manner and to an ex-
tent consistent with the requirements of sec-
tion 111 of the Employee Retirement Income
Security Act of 1974. To the extent that any
such issuer provides such information on a
timely basis to plan participants and bene-
ficiaries, the requirements of this subsection
shall be deemed satisfied in the case of such
plan with respect to such information.

‘‘(b) PLAN BENEFITS.—The information re-
quired under subsection (a) includes the fol-
lowing:

‘‘(1) COVERED ITEMS AND SERVICES.—
‘‘(A) CATEGORIZATION OF INCLUDED BENE-

FITS.—A description of covered benefits, cat-
egorized by—

‘‘(i) types of items and services (including
any special disease management program);
and

‘‘(ii) types of health care professionals pro-
viding such items and services.

‘‘(B) EMERGENCY MEDICAL CARE.—A descrip-
tion of the extent to which the plan covers
emergency medical care (including the ex-
tent to which the plan provides for access to

urgent care centers), and any definitions pro-
vided under the plan for the relevant plan
terminology referring to such care.

‘‘(C) PREVENTATIVE SERVICES.—A descrip-
tion of the extent to which the plan provides
benefits for preventative services.

‘‘(D) DRUG FORMULARIES.—A description of
the extent to which covered benefits are de-
termined by the use or application of a drug
formulary and a summary of the process for
determining what is included in such for-
mulary.

‘‘(E) COBRA CONTINUATION COVERAGE.—A
description of the benefits available under
the plan pursuant to part 6.

‘‘(2) LIMITATIONS, EXCLUSIONS, AND RESTRIC-
TIONS ON COVERED BENEFITS.—

‘‘(A) CATEGORIZATION OF EXCLUDED BENE-
FITS.—A description of benefits specifically
excluded from coverage, categorized by types
of items and services.

‘‘(B) UTILIZATION REVIEW AND
PREAUTHORIZATION REQUIREMENTS.—Whether
coverage for medical care is limited or ex-
cluded on the basis of utilization review or
preauthorization requirements.

‘‘(C) LIFETIME, ANNUAL, OR OTHER PERIOD
LIMITATIONS.—A description of the cir-
cumstances under which, and the extent to
which, coverage is subject to lifetime, an-
nual, or other period limitations, categorized
by types of benefits.

‘‘(D) CUSTODIAL CARE.—A description of the
circumstances under which, and the extent
to which, the coverage of benefits for custo-
dial care is limited or excluded, and a state-
ment of the definition used by the plan for
custodial care.

‘‘(E) EXPERIMENTAL TREATMENTS.—Whether
coverage for any medical care is limited or
excluded because it constitutes an investiga-
tional item or experimental treatment or
technology, and any definitions provided
under the plan for the relevant plan termi-
nology referring to such limited or excluded
care.

‘‘(F) MEDICAL APPROPRIATENESS OR NECES-
SITY.—Whether coverage for medical care
may be limited or excluded by reason of a
failure to meet the plan’s requirements for
medical appropriateness or necessity, and
any definitions provided under the plan for
the relevant plan terminology referring to
such limited or excluded care.

‘‘(G) SECOND OR SUBSEQUENT OPINIONS.—A
description of the circumstances under
which, and the extent to which, coverage for
second or subsequent opinions is limited or
excluded.

‘‘(H) SPECIALTY CARE.—A description of the
circumstances under which, and the extent
to which, coverage of benefits for specialty
care is conditioned on referral from a pri-
mary care provider.

‘‘(I) CONTINUITY OF CARE.—A description of
the circumstances under which, and the ex-
tent to which, coverage of items and services
provided by any health care professional is
limited or excluded by reason of the depar-
ture by the professional from any defined set
of providers.

‘‘(J) RESTRICTIONS ON COVERAGE OF EMER-
GENCY SERVICES.—A description of the cir-
cumstances under which, and the extent to
which, the plan, in covering emergency med-
ical care furnished to a participant or bene-
ficiary of the plan imposes any financial re-
sponsibility described in subsection (c) on
participants or beneficiaries or limits or con-
ditions benefits for such care subject to any
other term or condition of such plan.

‘‘(3) NETWORK CHARACTERISTICS.—If the
plan (or issuer) utilizes a defined set of pro-
viders under contract with the plan (or
issuer), a detailed list of the names of such
providers and their geographic location, set
forth separately with respect to primary
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care providers and with respect to special-
ists.

‘‘(c) PARTICIPANT’S FINANCIAL RESPONSIBIL-
ITIES.—The information required under sub-
section (a) includes an explanation of—

‘‘(1) a participant’s financial responsibility
for payment of premiums, coinsurance, co-
payments, deductibles, and any other
charges; and

‘‘(2) the circumstances under which, and
the extent to which, the participant’s finan-
cial responsibility described in paragraph (1)
may vary, including any distinctions based
on whether a health care provider from
whom covered benefits are obtained is in-
cluded in a defined set of providers.

‘‘(d) DISPUTE RESOLUTION PROCEDURES.—
The information required under subsection
(a) includes a description of the processes
adopted by the plan of the type described in
section 503 of the Employee Retirement In-
come Security Act of 1974, including—

‘‘(1) descriptions thereof relating specifi-
cally to—

‘‘(A) coverage decisions;
‘‘(B) internal review of coverage decisions;

and
‘‘(C) any external review of coverage deci-

sions; and
‘‘(2) the procedures and time frames appli-

cable to each step of the processes referred
to in subparagraphs (A), (B), and (C) of para-
graph (1).

‘‘(e) INFORMATION ON PLAN PERFORMANCE.—
Any information required under subsection
(a) shall include information concerning the
number of external reviews of the type de-
scribed in section 503 of the Employee Re-
tirement Income Security Act of 1974 that
have been completed during the prior plan
year and the number of such reviews in
which a recommendation is made for modi-
fication or reversal of an internal review de-
cision under the plan.

‘‘(f) INFORMATION INCLUDED WITH ADVERSE
COVERAGE DECISIONS.—A health insurance
issuer offering health insurance coverage in
connection with a group health plan shall
provide to each participant and beneficiary,
together with any notification of the partici-
pant or beneficiary of an adverse coverage
decision, the following information:

‘‘(1) PREAUTHORIZATION AND UTILIZATION RE-
VIEW PROCEDURES.—A description of the basis
on which any preauthorization requirement
or any utilization review requirement has re-
sulted in the adverse coverage decision.

‘‘(2) PROCEDURES FOR DETERMINING EXCLU-
SIONS BASED ON MEDICAL NECESSITY OR ON IN-
VESTIGATIONAL ITEMS OR EXPERIMENTAL
TREATMENTS.—If the adverse coverage deci-
sion is based on a determination relating to
medical necessity or to an investigational
item or an experimental treatment or tech-
nology, a description of the procedures and
medically-based criteria used in such deci-
sion.

‘‘(g) INFORMATION AVAILABLE ON RE-
QUEST.—

‘‘(1) ACCESS TO PLAN BENEFIT INFORMATION
IN ELECTRONIC FORM.—

‘‘(A) IN GENERAL.—A health insurance
issuer offering health insurance coverage in
connection with a group health plan may,
upon written request (made not more fre-
quently than annually), make available to
participants and beneficiaries, in a generally
recognized electronic format—

‘‘(i) the latest summary plan description,
including the latest summary of material
modifications, and

‘‘(ii) the actual plan provisions setting
forth the benefits available under the plan,
to the extent such information relates to the
coverage options under the plan available to
the participant or beneficiary. A reasonable
charge may be made to cover the cost of pro-
viding such information in such generally

recognized electronic format. The Secretary
may by regulation prescribe a maximum
amount which will constitute a reasonable
charge under the preceding sentence.

‘‘(B) ALTERNATIVE ACCESS.—The require-
ments of this paragraph may be met by mak-
ing such information generally available
(rather than upon request) on the Internet or
on a proprietary computer network in a for-
mat which is readily accessible to partici-
pants and beneficiaries.

‘‘(2) ADDITIONAL INFORMATION TO BE PRO-
VIDED ON REQUEST.—

‘‘(A) INCLUSION IN SUMMARY PLAN DESCRIP-
TION OF SUMMARY OF ADDITIONAL INFORMA-
TION.—The information required under sub-
section (a) includes a summary description
of the types of information required by this
subsection to be made available to partici-
pants and beneficiaries on request.

‘‘(B) INFORMATION REQUIRED FROM PLANS
AND ISSUERS ON REQUEST.—In addition to in-
formation otherwise required to be provided
under this subsection, a health insurance
issuer offering health insurance coverage in
connection with a group health plan shall
provide the following information to a par-
ticipant or beneficiary on request:

‘‘(i) CARE MANAGEMENT INFORMATION.—A
description of the circumstances under
which, and the extent to which, the plan has
special disease management programs or
programs for persons with disabilities, indi-
cating whether these programs are voluntary
or mandatory and whether a significant ben-
efit differential results from participation in
such programs.

‘‘(ii) INCLUSION OF DRUGS AND BIOLOGICALS
IN FORMULARIES.—A statement of whether a
specific drug or biological is included in a
formulary used to determine benefits under
the plan and a description of the procedures
for considering requests for any patient-spe-
cific waivers.

‘‘(iii) ACCREDITATION STATUS OF HEALTH IN-
SURANCE ISSUERS AND SERVICE PROVIDERS.—A
description of the accreditation and licens-
ing status (if any) of each health insurance
issuer offering health insurance coverage in
connection with the plan and of any utiliza-
tion review organization utilized by the
issuer or the plan, together with the name
and address of the accrediting or licensing
authority.

‘‘(iv) QUALITY PERFORMANCE MEASURES.—
The latest information (if any) maintained
by the health insurance issuer relating to
quality of performance of the delivery of
medical care with respect to coverage op-
tions offered under the plan and of health
care professionals and facilities providing
medical care under the plan.

‘‘(C) INFORMATION REQUIRED FROM HEALTH
CARE PROFESSIONALS.—

‘‘(i) QUALIFICATIONS, PRIVILEGES, AND METH-
OD OF COMPENSATION.—Any health care pro-
fessional treating a participant or bene-
ficiary under a group health plan shall pro-
vide to the participant or beneficiary, on re-
quest, a description of his or her professional
qualifications (including board certification
status, licensing status, and accreditation
status, if any), privileges, and experience and
a general description by category (including
salary, fee-for-service, capitation, and such
other categories as may be specified in regu-
lations of the Secretary) of the applicable
method by which such professional is com-
pensated in connection with the provision of
such medical care.

‘‘(ii) COST OF PROCEDURES.—Any health
care professional who recommends an elec-
tive procedure or treatment while treating a
participant or beneficiary under a group
health plan that requires a participant or
beneficiary to share in the cost of treatment
shall inform such participant or beneficiary
of each cost associated with the procedure or

treatment and an estimate of the magnitude
of such costs.

‘‘(D) INFORMATION REQUIRED FROM HEALTH
CARE FACILITIES ON REQUEST.—Any health
care facility from which a participant or
beneficiary has sought treatment under a
group health plan shall provide to the partic-
ipant or beneficiary, on request, a descrip-
tion of the facility’s corporate form or other
organizational form and all forms of licens-
ing and accreditation status (if any) assigned
to the facility by standard-setting organiza-
tions.

‘‘(h) ACCESS TO INFORMATION RELEVANT TO
THE COVERAGE OPTIONS UNDER WHICH THE
PARTICIPANT OR BENEFICIARY IS ELIGIBLE TO
ENROLL.—In addition to information other-
wise required to be made available under
this section, a health insurance issuer offer-
ing health insurance coverage in connection
with a group health plan shall, upon written
request (made not more frequently than an-
nually), make available to a participant (and
an employee who, under the terms of the
plan, is eligible for coverage but not en-
rolled) in connection with a period of enroll-
ment the summary plan description for any
coverage option under the plan under which
the participant is eligible to enroll and any
information described in clauses (i), (ii), (iii),
(vi), (vii), and (viii) of subsection (e)(2)(B).

‘‘(i) ADVANCE NOTICE OF CHANGES IN DRUG
FORMULARIES.—Not later than 30 days before
the effective of date of any exclusion of a
specific drug or biological from any drug for-
mulary under health insurance coverage of-
fered by a health insurance issuer in connec-
tion with a group health plan that is used in
the treatment of a chronic illness or disease,
the issuer shall take such actions as are nec-
essary to reasonably ensure that plan par-
ticipants are informed of such exclusion. The
requirements of this subsection may be
satisfied—

‘‘(1) by inclusion of information in publica-
tions broadly distributed by plan sponsors,
employers, or employee organizations;

‘‘(2) by electronic means of communication
(including the Internet or proprietary com-
puter networks in a format which is readily
accessible to participants);

‘‘(3) by timely informing participants who,
under an ongoing program maintained under
the plan, have submitted their names for
such notification; or

‘‘(4) by any other reasonable means of
timely informing plan participants.

‘‘(j) DEFINITIONS AND RELATED RULES.—
‘‘(1) IN GENERAL.—For purposes of this

section—
‘‘(A) GROUP HEALTH PLAN.—The term

‘group health plan’ has the meaning provided
such term under section 733(a)(1).

‘‘(B) MEDICAL CARE.—The term ‘medical
care’ has the meaning provided such term
under section 733(a)(2).

‘‘(C) HEALTH INSURANCE COVERAGE.—The
term ‘health insurance coverage’ has the
meaning provided such term under section
733(b)(1).

‘‘(D) HEALTH INSURANCE ISSUER.—The term
‘health insurance issuer’ has the meaning
provided such term under section 733(b)(2).

‘‘(2) APPLICABILITY ONLY IN CONNECTION
WITH INCLUDED GROUP HEALTH PLAN BENE-
FITS.—

‘‘(A) IN GENERAL.—The requirements of
this section shall apply only in connection
with included group health plan benefits.

‘‘(B) INCLUDED GROUP HEALTH PLAN BEN-
EFIT.—For purposes of subparagraph (A), the
term ‘included group health plan benefit’
means a benefit which is not an excepted
benefit (as defined in section 2791(c)).’’.
SEC. 212. EFFECTIVE DATE AND RELATED RULES.

(a) IN GENERAL.—The amendments made by
section 211 shall apply with respect to plan
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years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act. The Secretary of
Labor shall first issue all regulations nec-
essary to carry out the amendments made by
this title before such date.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this title,
against a health insurance issuer with re-
spect to a violation of a requirement im-
posed by such amendments before the date of
issuance of final regulations issued in con-
nection with such requirement, if the issuer
has sought to comply in good faith with such
requirement.

TITLE III—AMENDMENTS TO THE
INTERNAL REVENUE CODE OF 1986

SEC. 301. PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE, AND CONTINUITY OF CARE.

Subchapter B of chapter 100 of the Internal
Revenue Code of 1986 is amended—

(1) in the table of sections, by inserting
after the item relating to section 9812 the
following new item:

‘‘Sec. 9813. Patient access to unrestricted
medical advice, emergency
medical care, obstetric and
gynecological care, pediatric
care, and continuity of care.’’;
and

(2) by inserting after section 9812 the fol-
lowing:
‘‘SEC. 9813. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE, AND CONTINUITY OF CARE.

‘‘(a) PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE.—

‘‘(1) IN GENERAL.—In the case of any health
care professional acting within the lawful
scope of practice in the course of carrying
out a contractual employment arrangement
or other direct contractual arrangement be-
tween such professional and a group health
plan, the plan with which such contractual
employment arrangement or other direct
contractual arrangement is maintained by
the professional may not impose on such pro-
fessional under such arrangement any prohi-
bition or restriction with respect to advice,
provided to a participant or beneficiary
under the plan who is a patient, about the
health status of the participant or bene-
ficiary or the medical care or treatment for
the condition or disease of the participant or
beneficiary, regardless of whether benefits
for such care or treatment are provided
under the plan.

‘‘(2) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this paragraph, the term
‘health care professional’ means a physician
(as defined in section 1861(r) of the Social Se-
curity Act) or other health care professional
if coverage for the professional’s services is
provided under the group health plan for the
services of the professional. Such term in-
cludes a podiatrist, optometrist, chiro-
practor, psychologist, dentist, physician as-
sistant, physical or occupational therapist
and therapy assistant, speech-language pa-
thologist, audiologist, registered or licensed
practical nurse (including nurse practi-
tioner, clinical nurse specialist, certified
registered nurse anesthetist, and certified
nurse-midwife), licensed certified social
worker, registered respiratory therapist, and
certified respiratory therapy technician.

‘‘(3) RULE OF CONSTRUCTION.—Nothing in
this subsection shall be construed to require
the sponsor of a group health plan to engage
in any practice that would violate its reli-
gious beliefs or moral convictions.

‘‘(b) PATIENT ACCESS TO EMERGENCY MED-
ICAL CARE.—

‘‘(1) COVERAGE OF EMERGENCY SERVICES.—
‘‘(A) IN GENERAL.—If a group health plan

provides any benefits with respect to emer-
gency services (as defined in subparagraph
(B)(ii)), or ambulance services, the plan shall
cover emergency services (including emer-
gency ambulance services as defined in sub-
paragraph (B)(iii)) furnished under the plan—

‘‘(i) without the need for any prior author-
ization determination;

‘‘(ii) whether or not the health care pro-
vider furnishing such services is a partici-
pating provider with respect to such serv-
ices;

‘‘(iii) in a manner so that, if such services
are provided to a participant or beneficiary
by a nonparticipating health care provider,
the participant or beneficiary is not liable
for amounts that exceed the amounts of li-
ability that would be incurred if the services
were provided by a participating provider;
and

‘‘(iv) without regard to any other term or
condition of such plan (other than exclusion
or coordination of benefits, or an affiliation
or waiting period, permitted under section
701 and other than applicable cost sharing).

‘‘(B) DEFINITIONS.—In this subsection:
‘‘(i) EMERGENCY MEDICAL CONDITION.—The

term ‘emergency medical condition’ means—
‘‘(I) a medical condition manifesting itself

by acute symptoms of sufficient severity (in-
cluding severe pain) such that a prudent
layperson, who possesses an average knowl-
edge of health and medicine, could reason-
ably expect the absence of immediate med-
ical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act (42
U.S.C. 1395dd(e)(1)(A)); and

‘‘(II) a medical condition manifesting itself
in a neonate by acute symptoms of sufficient
severity (including severe pain) such that a
prudent health care professional could rea-
sonably expect the absence of immediate
medical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act.

‘‘(ii) EMERGENCY SERVICES.—The term
‘emergency services’ means—

‘‘(I) with respect to an emergency medical
condition described in clause (i)(I), a medical
screening examination (as required under
section 1867 of the Social Security Act, 42
U.S.C. 1395dd)) that is within the capability
of the emergency department of a hospital,
including ancillary services routinely avail-
able to the emergency department to evalu-
ate an emergency medical condition (as de-
fined in clause (i)) and also, within the capa-
bilities of the staff and facilities at the hos-
pital, such further medical examination and
treatment as are required under section 1867
of such Act to stabilize the patient; or

‘‘(II) with respect to an emergency medical
condition described in clause (i)(II), medical
treatment for such condition rendered by a
health care provider in a hospital to a
neonate, including available hospital ancil-
lary services in response to an urgent re-
quest of a health care professional and to the
extent necessary to stabilize the neonate.

‘‘(iii) EMERGENCY AMBULANCE SERVICES.—
The term ‘emergency ambulance services’
means ambulance services (as defined for
purposes of section 1861(s)(7) of the Social Se-
curity Act) furnished to transport an indi-
vidual who has an emergency medical condi-
tion (as defined in clause (i)) to a hospital for
the receipt of emergency services (as defined
in clause (ii)) in a case in which appropriate
emergency medical screening examinations
are covered under the plan pursuant to para-
graph (1)(A) and a prudent layperson, with
an average knowledge of health and medi-
cine, could reasonably expect that the ab-

sence of such transport would result in plac-
ing the health of the individual in serious
jeopardy, serious impairment of bodily func-
tion, or serious dysfunction of any bodily
organ or part.

‘‘(iv) STABILIZE.—The term ‘to stabilize’
means, with respect to an emergency med-
ical condition, to provide such medical treat-
ment of the condition as may be necessary to
assure, within reasonable medical prob-
ability, that no material deterioration of the
condition is likely to result from or occur
during the transfer of the individual from a
facility.

‘‘(v) NONPARTICIPATING.—The term ‘non-
participating’ means, with respect to a
health care provider that provides health
care items and services to a participant or
beneficiary under group health plan, a health
care provider that is not a participating
health care provider with respect to such
items and services.

‘‘(vi) PARTICIPATING.—The term ‘partici-
pating’ means, with respect to a health care
provider that provides health care items and
services to a participant or beneficiary under
group health plan, a health care provider
that furnishes such items and services under
a contract or other arrangement with the
plan.

‘‘(c) PATIENT RIGHT TO OBSTETRIC AND GYN-
ECOLOGICAL CARE.—

‘‘(1) IN GENERAL.—In any case in which a
group health plan—

‘‘(A) provides benefits under the terms of
the plan consisting of—

‘‘(i) gynecological care (such as preventive
women’s health examinations); or

‘‘(ii) obstetric care (such as pregnancy-re-
lated services),
provided by a participating health care pro-
fessional who specializes in such care (or pro-
vides benefits consisting of payment for such
care); and

‘‘(B) requires or provides for designation by
a participant or beneficiary of a partici-
pating primary care provider,
if the primary care provider designated by
such a participant or beneficiary is not such
a health care professional, then the plan
shall meet the requirements of paragraph (2).

‘‘(2) REQUIREMENTS.—A group health plan
meets the requirements of this paragraph, in
connection with benefits described in para-
graph (1) consisting of care described in
clause (i) or (ii) of paragraph (1)(A) (or con-
sisting of payment therefor), if the plan—

‘‘(A) does not require authorization or a re-
ferral by the primary care provider in order
to obtain such benefits; and

‘‘(B) treats the ordering of other care of
the same type, by the participating health
care professional providing the care de-
scribed in clause (i) or (ii) of paragraph
(1)(A), as the authorization of the primary
care provider with respect to such care.

‘‘(3) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this subsection, the term
‘health care professional’ means an indi-
vidual (including, but not limited to, a nurse
midwife or nurse practitioner) who is li-
censed, accredited, or certified under State
law to provide obstetric and gynecological
health care services and who is operating
within the scope of such licensure, accredita-
tion, or certification.

‘‘(4) CONSTRUCTION.—Nothing in paragraph
(1) shall be construed as preventing a plan
from offering (but not requiring a partici-
pant or beneficiary to accept) a health care
professional trained, credentialed, and oper-
ating within the scope of their licensure to
perform obstetric and gynecological health
care services. Nothing in paragraph (2)(B)
shall waive any requirements of coverage re-
lating to medical necessity or appropriate-
ness with respect to coverage of gyneco-
logical or obstetric care so ordered.
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‘‘(5) TREATMENT OF MULTIPLE COVERAGE OP-

TIONS.—In the case of a plan providing bene-
fits under two or more coverage options, the
requirements of this subsection shall apply
separately with respect to each coverage op-
tion.

‘‘(d) PATIENT RIGHT TO PEDIATRIC CARE.—
‘‘(1) IN GENERAL.—In any case in which a

group health plan provides benefits con-
sisting of routine pediatric care provided by
a participating health care professional who
specializes in pediatrics (or consisting of
payment for such care) and the plan requires
or provides for designation by a participant
or beneficiary of a participating primary
care provider, the plan shall provide that
such a participating health care professional
may be designated, if available, by a parent
or guardian of any beneficiary under the
plan is who under 18 years of age, as the pri-
mary care provider with respect to any such
benefits.

‘‘(2) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this subsection, the term
‘health care professional’ means an indi-
vidual (including, but not limited to, a nurse
practitioner) who is licensed, accredited, or
certified under State law to provide pedi-
atric health care services and who is oper-
ating within the scope of such licensure, ac-
creditation, or certification.

‘‘(3) CONSTRUCTION.—Nothing in paragraph
(1) shall be construed as preventing a plan
from offering (but not requiring a partici-
pant or beneficiary to accept) a health care
professional trained, credentialed, and oper-
ating within the scope of their licensure to
perform pediatric health care services. Noth-
ing in paragraph (1) shall waive any require-
ments of coverage relating to medical neces-
sity or appropriateness with respect to cov-
erage of pediatric care so ordered.

‘‘(4) TREATMENT OF MULTIPLE COVERAGE OP-
TIONS.—In the case of a plan providing bene-
fits under two or more coverage options, the
requirements of this subsection shall apply
separately with respect to each coverage op-
tion.

‘‘(e) CONTINUITY OF CARE.—
‘‘(1) IN GENERAL.—
‘‘(A) TERMINATION OF PROVIDER.—If a con-

tract between a group health plan and a
health care provider is terminated (as de-
fined in subparagraph (D)(ii)), or benefits
provided by a health care provider are termi-
nated because of a change in the terms of
provider participation in a group health
plan, and an individual who, at the time of
such termination, is a participant or bene-
ficiary in the plan and is scheduled to under-
go surgery (including an organ transplan-
tation), is undergoing treatment for preg-
nancy, or is determined to be terminally ill
(as defined in section 1861(dd)(3)(A) of the So-
cial Security Act) and is undergoing treat-
ment for the terminal illness, the plan
shall—

‘‘(i) notify the individual on a timely basis
of such termination and of the right to elect
continuation of coverage of treatment by the
provider under this subsection; and

‘‘(ii) subject to paragraph (3), permit the
individual to elect to continue to be covered
with respect to treatment by the provider for
such surgery, pregnancy, or illness during a
transitional period (provided under para-
graph (2)).

‘‘(B) TREATMENT OF TERMINATION OF CON-
TRACT WITH HEALTH INSURANCE ISSUER.—If a
contract for the provision of health insur-
ance coverage between a group health plan
and a health insurance issuer is terminated
and, as a result of such termination, cov-
erage of services of a health care provider is
terminated with respect to an individual, the
provisions of subparagraph (A) (and the suc-
ceeding provisions of this subsection) shall
apply under the plan in the same manner as

if there had been a contract between the plan
and the provider that had been terminated,
but only with respect to benefits that are
covered under the plan after the contract
termination.

‘‘(C) TERMINATION DEFINED.—For purposes
of this subsection, the term ‘terminated’ in-
cludes, with respect to a contract, the expi-
ration or nonrenewal of the contract, but
does not include a termination of the con-
tract by the plan for failure to meet applica-
ble quality standards or for fraud.

‘‘(2) TRANSITIONAL PERIOD.—
‘‘(A) IN GENERAL.—Except as provided in

subparagraphs (B) through (D), the transi-
tional period under this paragraph shall ex-
tend up to 90 days (as determined by the
treating health care professional) after the
date of the notice described in paragraph
(1)(A)(i) of the provider’s termination.

‘‘(B) SCHEDULED SURGERY.—If surgery was
scheduled for an individual before the date of
the announcement of the termination of the
provider status under paragraph (1)(A)(i), the
transitional period under this paragraph
with respect to the surgery or transplan-
tation.

‘‘(C) PREGNANCY.—If—
‘‘(i) a participant or beneficiary was deter-

mined to be pregnant at the time of a pro-
vider’s termination of participation, and

‘‘(ii) the provider was treating the preg-
nancy before date of the termination,
the transitional period under this paragraph
with respect to provider’s treatment of the
pregnancy shall extend through the provi-
sion of post-partum care directly related to
the delivery.

‘‘(D) TERMINAL ILLNESS.—If—
‘‘(i) a participant or beneficiary was deter-

mined to be terminally ill (as determined
under section 1861(dd)(3)(A) of the Social Se-
curity Act) at the time of a provider’s termi-
nation of participation, and

‘‘(ii) the provider was treating the ter-
minal illness before the date of termination,

the transitional period under this paragraph
shall extend for the remainder of the individ-
ual’s life for care directly related to the
treatment of the terminal illness or its med-
ical manifestations.

‘‘(3) PERMISSIBLE TERMS AND CONDITIONS.—
A group health plan may condition coverage
of continued treatment by a provider under
paragraph (1)(A)(i) upon the individual noti-
fying the plan of the election of continued
coverage and upon the provider agreeing to
the following terms and conditions:

‘‘(A) The provider agrees to accept reim-
bursement from the plan and individual in-
volved (with respect to cost-sharing) at the
rates applicable prior to the start of the
transitional period as payment in full (or, in
the case described in paragraph (1)(B), at the
rates applicable under the replacement plan
after the date of the termination of the con-
tract with the health insurance issuer) and
not to impose cost-sharing with respect to
the individual in an amount that would ex-
ceed the cost-sharing that could have been
imposed if the contract referred to in para-
graph (1)(A) had not been terminated.

‘‘(B) The provider agrees to adhere to the
quality assurance standards of the plan re-
sponsible for payment under subparagraph
(A) and to provide to such plan necessary
medical information related to the care pro-
vided.

‘‘(C) The provider agrees otherwise to ad-
here to such plan’s policies and procedures,
including procedures regarding referrals and
obtaining prior authorization and providing
services pursuant to a treatment plan (if
any) approved by the plan.

‘‘(D) The provider agrees to provide transi-
tional care to all participants and bene-
ficiaries who are eligible for and elect to

have coverage of such care from such pro-
vider.

‘‘(E) If the provider initiates the termi-
nation, the provider has notified the plan
within 30 days prior to the effective date of
the termination of—

‘‘(i) whether the provider agrees to permis-
sible terms and conditions (as set forth in
this paragraph) required by the plan, and

‘‘(ii) if the provider agrees to the terms and
conditions, the specific plan beneficiaries
and participants undergoing a course of
treatment from the provider who the pro-
vider believes, at the time of the notifica-
tion, would be eligible for transitional care
under this subsection.

‘‘(4) CONSTRUCTION.—Nothing in this sub-
section shall be construed to—

‘‘(A) require the coverage of benefits which
would not have been covered if the provider
involved remained a participating provider,
or

‘‘(B) prohibit a group health plan from con-
ditioning a provider’s participation on the
provider’s agreement to provide transitional
care to all participants and beneficiaries eli-
gible to obtain coverage of such care fur-
nished by the provider as set forth under this
subsection.

‘‘(f) COVERAGE FOR INDIVIDUALS PARTICI-
PATING IN APPROVED CANCER CLINICAL
TRIALS.—

‘‘(1) COVERAGE.—
‘‘(A) IN GENERAL.—If a group health plan

provides coverage to a qualified individual
(as defined in paragraph (2)), the plan—

‘‘(i) may not deny the individual participa-
tion in the clinical trial referred to in para-
graph (2)(B);

‘‘(ii) subject to paragraphs (2), (3), and (4),
may not deny (or limit or impose additional
conditions on) the coverage of routine pa-
tient costs for items and services furnished
in connection with participation in the trial;
and

‘‘(iii) may not discriminate against the in-
dividual on the basis of the participation of
the participant or beneficiary in such trial.

‘‘(B) EXCLUSION OF CERTAIN COSTS.—For
purposes of subparagraph (A)(ii), routine pa-
tient costs do not include the cost of the
tests or measurements conducted primarily
for the purpose of the clinical trial involved.

‘‘(C) USE OF IN-NETWORK PROVIDERS.—If one
or more participating providers is partici-
pating in a clinical trial, nothing in subpara-
graph (A) shall be construed as preventing a
plan from requiring that a qualified indi-
vidual participate in the trial through such a
participating provider if the provider will ac-
cept the individual as a participant in the
trial.

‘‘(2) QUALIFIED INDIVIDUAL DEFINED.—For
purposes of paragraph (1), the term ‘qualified
individual’ means an individual who is a par-
ticipant or beneficiary in a group health plan
and who meets the following conditions:

‘‘(A)(i) The individual has been diagnosed
with cancer.

‘‘(ii) The individual is eligible to partici-
pate in an approved clinical trial according
to the trial protocol with respect to treat-
ment of cancer.

‘‘(iii) The individual’s participation in the
trial offers meaningful potential for signifi-
cant clinical benefit for the individual.

‘‘(B) Either—
‘‘(i) the referring physician is a partici-

pating health care professional and has con-
cluded that the individual’s participation in
such trial would be appropriate based upon
satisfaction by the individual of the condi-
tions described in subparagraph (A); or

‘‘(ii) the individual provides medical and
scientific information establishing that the
individual’s participation in such trial would
be appropriate based upon the satisfaction
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by the individual of the conditions described
in subparagraph (A).

‘‘(3) PAYMENT.—
‘‘(A) IN GENERAL.—A group health plan

shall provide for payment for routine patient
costs described in paragraph (1)(B) but is not
required to pay for costs of items and serv-
ices that are reasonably expected to be paid
for by the sponsors of an approved clinical
trial.

‘‘(B) ROUTINE PATIENT CARE COSTS.—
‘‘(i) IN GENERAL.—For purposes of this

paragraph, the term ‘routine patient care
costs’ shall include the costs associated with
the provision of items and services that—

‘‘(I) would otherwise be covered under the
group health plan if such items and services
were not provided in connection with an ap-
proved clinical trial program; and

‘‘(II) are furnished according to the pro-
tocol of an approved clinical trial program.

‘‘(ii) EXCLUSION.—For purposes of this
paragraph, ‘routine patient care costs’ shall
not include the costs associated with the
provision of—

(I) an investigational drug or device, unless
the Secretary has authorized the manufac-
turer of such drug or device to charge for
such drug or device; or

(II) any item or service supplied without
charge by the sponsor of the approved clin-
ical trial program.

‘‘(C) PAYMENT RATE.—For purposes of this
subsection—

‘‘(i) PARTICIPATING PROVIDERS.—In the case
of covered items and services provided by a
participating provider, the payment rate
shall be at the agreed upon rate.

‘‘(ii) NONPARTICIPATING PROVIDERS.—In the
case of covered items and servicesprovided
by a nonparticipating provider, the payment
rate shall be at the rate the plan would nor-
mally pay for comparable items or services
under clause (i).

‘‘(4) APPROVED CLINICAL TRIAL DEFINED.—
‘‘(A) IN GENERAL.—For purposes of this sub-

section, the term ‘approved clinical trial’
means a cancer clinical research study or
cancer clinical investigation approved by an
Institutional Review Board.

‘‘(B) CONDITIONS FOR DEPARTMENTS.—The
conditions described in this paragraph, for a
study or investigation conducted by a De-
partment, are that the study or investiga-
tion has been reviewed and approved through
a system of peer review that the Secretary
determines—

‘‘(i) to be comparable to the system of peer
review of studies and investigations used by
the National Institutes of Health, and

‘‘(ii) assures unbiased review of the highest
scientific standards by qualified individuals
who have no interest in the outcome of the
review.

‘‘(5) CONSTRUCTION.—Nothing in this sub-
section shall be construed to limit a plan’s
coverage with respect to clinical trials.

‘‘(6) PLAN SATISFACTION OF CERTAIN RE-
QUIREMENTS; RESPONSIBILITIES OF FIDU-
CIARIES.—

‘‘(A) IN GENERAL.—For purposes of this sub-
section, insofar as a group health plan pro-
vides benefits in the form of health insur-
ance coverage through a health insurance
issuer, the plan shall be treated as meeting
the requirements of this subsection with re-
spect to such benefits and not be considered
as failing to meet such requirements because
of a failure of the issuer to meet such re-
quirements so long as the plan sponsor or its
representatives did not cause such failure by
the issuer.

‘‘(B) CONSTRUCTION.—Nothing in this sub-
section shall be construed to affect or modify
the responsibilities of the fiduciaries of a
group health plan under part 4 of subtitle B
of title I of the Employee Retirement In-
come Security Act of 1974.

‘‘(7) STUDY AND REPORT.—
‘‘(A) STUDY.—The Secretary shall analyze

cancer clinical research and its cost implica-
tions for managed care, including differen-
tiation in—

‘‘(i) the cost of patient care in trials versus
standard care;

‘‘(ii) the cost effectiveness achieved in dif-
ferent sites of service;

‘‘(iii) research outcomes;
‘‘(iv) volume of research subjects available

in different sites of service;
‘‘(v) access to research sites and clinical

trials by cancer patients;
‘‘(vi) patient cost sharing or copyament

costs realized in different sites of service;
‘‘(vii) health outcomes experienced in dif-

ferent sites of service;
‘‘(viii) long term health care services and

costs experienced in different sites of serv-
ice;

‘‘(ix) morbidity and mortality experienced
in different sites of service; and

‘‘(x) patient satisfaction and preference of
sites of service.

‘‘(B) REPORT TO CONGRESS.—Not later than
January 1, 2005, the Secretary shall submit a
report to Congress that contains—

‘‘(i) an assessment of any incremental cost
to group health plans resulting from the pro-
visions of this section;

‘‘(ii) a projection of expenditures to such
plans resulting from this section;

‘‘(iii) an assessment of any impact on pre-
miums resulting from this section; and

‘‘(iv) recommendations regarding action on
other diseases.’’.
SEC. 302. EFFECTIVE DATE AND RELATED RULES.

(a) IN GENERAL.—The amendments made by
this title shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act, except that the
Secretary of the Treasury may issue regula-
tions before such date under such amend-
ments. The Secretary shall first issue regula-
tions necessary to carry out the amendments
made by this title before the effective date
thereof.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this title,
against a group health plan with respect to
a violation of a requirement imposed by such
amendments before the date of issuance of
regulations issued in connection with such
requirement, if the plan has sought to com-
ply in good faith with such requirement.

(c) SPECIAL RULE FOR COLLECTIVE BAR-
GAINING AGREEMENTS.—In the case of a group
health plan maintained pursuant to one or
more collective bargaining agreements be-
tween employee representatives and one or
more employers ratified before the date of
the enactment of this Act, the amendments
made by this title shall not apply with re-
spect to plan years beginning before the
later of—

(1) the date on which the last of the collec-
tive bargaining agreements relating to the
plan terminates (determined without regard
to any extension thereof agreed to after the
date of the enactment of this Act); or

(2) January 1, 2002.
For purposes of this subsection, any plan
amendment made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this title shall not
be treated as a termination of such collec-
tive bargaining agreement.

TITLE IV—HEALTH CARE LAWSUIT
REFORM

Subtitle A—General Provisions
SEC. 401. FEDERAL REFORM OF HEALTH CARE LI-

ABILITY ACTIONS.
(a) APPLICABILITY.—This title shall apply

with respect to any health care liability ac-

tion brought in any State or Federal court,
except that this title shall not apply to—

(1) an action for damages arising from a
vaccine-related injury or death to the extent
that title XXI of the Public Health Service
Act applies to the action;

(2) an action under the Employee Retire-
ment Income Security Act of 1974 (29 U.S.C.
1001 et seq.); or

(3) an action in connection with benefits
which are not included group health plan
benefits (as defined in section 402(14)).

(b) PREEMPTION.—This title shall preempt
any State law to the extent such law is in-
consistent with the limitations contained in
this title. This title shall not preempt any
State law that provides for defenses or places
limitations on a person’s liability in addition
to those contained in this title or otherwise
imposes greater restrictions than those pro-
vided in this title.

(c) EFFECT ON SOVEREIGN IMMUNITY AND
CHOICE OF LAW OR VENUE.—Nothing in sub-
section (b) shall be construed to—

(1) waive or affect any defense of sovereign
immunity asserted by any State under any
provision of law;

(2) waive or affect any defense of sovereign
immunity asserted by the United States;

(3) affect the applicability of any provision
of the Foreign Sovereign Immunities Act of
1976;

(4) preempt State choice-of-law rules with
respect to claims brought by a foreign nation
or a citizen of a foreign nation; or

(5) affect the right of any court to transfer
venue or to apply the law of a foreign nation
or to dismiss a claim of a foreign nation or
of a citizen of a foreign nation on the ground
of inconvenient forum.

(d) AMOUNT IN CONTROVERSY.—In an action
to which this title applies and which is
brought under section 1332 of title 28, United
States Code, the amount of non-economic
damages or punitive damages, and attorneys’
fees or costs, shall not be included in deter-
mining whether the matter in controversy
exceeds the sum or value of $50,000.

(e) FEDERAL COURT JURISDICTION NOT ES-
TABLISHED ON FEDERAL QUESTION GROUNDS.—
Nothing in this title shall be construed to es-
tablish any jurisdiction in the district courts
of the United States over health care liabil-
ity actions on the basis of section 1331 or 1337
of title 28, United States Code.
SEC. 402. DEFINITIONS.

As used in this title:
(1) ACTUAL DAMAGES.—The term ‘‘actual

damages’’ means damages awarded to pay for
economic loss.

(2) ALTERNATIVE DISPUTE RESOLUTION SYS-
TEM; ADR.—The term ‘‘alternative dispute
resolution system’’ or ‘‘ADR’’ means a sys-
tem established under Federal or State law
that provides for the resolution of health
care liability claims in a manner other than
through health care liability actions.

(3) CLAIMANT.—The term ‘‘claimant’’
means any person who brings a health care
liability action and any person on whose be-
half such an action is brought. If such action
is brought through or on behalf of an estate,
the term includes the claimant’s decedent. If
such action is brought through or on behalf
of a minor or incompetent, the term includes
the claimant’s legal guardian.

(4) CLEAR AND CONVINCING EVIDENCE.—The
term ‘‘clear and convincing evidence’’ is that
measure or degree of proof that will produce
in the mind of the trier of fact a firm belief
or conviction as to the truth of the allega-
tions sought to be established. Such measure
or degree of proof is more than that required
under preponderance of the evidence but less
than that required for proof beyond a reason-
able doubt.

(5) COLLATERAL SOURCE PAYMENTS.—The
term ‘‘collateral source payments’’ means
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any amount paid or reasonably likely to be
paid in the future to or on behalf of a claim-
ant, or any service, product, or other benefit
provided or reasonably likely to be provided
in the future to or on behalf of a claimant,
as a result of an injury or wrongful death,
pursuant to—

(A) any State or Federal health, sickness,
income-disability, accident or workers’ com-
pensation Act;

(B) any health, sickness, income-disability,
or accident insurance that provides health
benefits or income-disability coverage;

(C) any contract or agreement of any
group, organization, partnership, or corpora-
tion to provide, pay for, or reimburse the
cost of medical, hospital, dental, or income
disability benefits; and

(D) any other publicly or privately funded
program.

(6) DRUG.—The term ‘‘drug’’ has the mean-
ing given such term in section 201(g)(1) of the
Federal Food, Drug, and Cosmetic Act (21
U.S.C. 321(g)(1)).

(7) ECONOMIC LOSS.—The term ‘‘economic
loss’’ means any pecuniary loss resulting
from injury (including the loss of earnings or
other benefits related to employment, med-
ical expense loss, replacement services loss,
loss due to death, burial costs, and loss of
business or employment opportunities), to
the extent recovery for such loss is allowed
under applicable State law.

(8) HARM.—The term ‘‘harm’’ means any le-
gally cognizable wrong or injury for which
punitive damages may be imposed.

(9) HEALTH BENEFIT PLAN.—The term
‘‘health benefit plan’’ means—

(A) a hospital or medical expense incurred
policy or certificate;

(B) a hospital or medical service plan con-
tract;

(C) a health maintenance subscriber con-
tract; or

(D) a Medicare+Choice plan (offered under
part C of title XVIII of the Social Security
Act),
that provides benefits with respect to health
care services.

(10) HEALTH CARE LIABILITY ACTION.—The
term ‘‘health care liability action’’ means a
civil action brought in a State or Federal
court against—

(A) a health care provider;
(B) an entity which is obligated to provide

or pay for health benefits under any health
benefit plan (including any person or entity
acting under a contract or arrangement to
provide or administer any health benefit); or

(C) the manufacturer, distributor, supplier,
marketer, promoter, or seller of a medical
product,
in which the claimant alleges a claim (in-
cluding third party claims, cross claims,
counter claims, or contribution claims)
based upon the provision of (or the failure to
provide or pay for) health care services or
the use of a medical product, regardless of
the theory of liability on which the claim is
based or the number of plaintiffs, defendants,
or causes of action.

(11) HEALTH CARE LIABILITY CLAIM.—The
term ‘‘health care liability claim’’ means a
claim in which the claimant alleges that in-
jury was caused by the provision of (or the
failure to provide) health care services.

(12) HEALTH CARE PROVIDER.—The term
‘‘health care provider’’ means any person
that is engaged in the delivery of health care
services in a State and that is required by
the laws or regulations of the State to be li-
censed or certified by the State to engage in
the delivery of such services in the State.

(13) HEALTH CARE SERVICE.—The term
‘‘health care service’’ means any service eli-
gible for payment under a health benefit
plan, including services related to the deliv-
ery or administration of such service.

(14) INCLUDED GROUP HEALTH PLAN BEN-
EFIT.—The term ‘included group health plan
benefit’ means a benefit under a group
health plan which is not an excepted benefit
(as defined in section 733(c) of the Employee
Retirement Income Security Act of 1974).

(15) MEDICAL DEVICE.—The term ‘‘medical
device’’ has the meaning given such term in
section 201(h) of the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 321(h)).

(16) NON-ECONOMIC DAMAGES.—The term
‘‘non-economic damages’’ means damages
paid to an individual for pain and suffering,
inconvenience, emotional distress, mental
anguish, loss of consortium, injury to rep-
utation, humiliation, and other nonpecu-
niary losses.

(17) PERSON.—The term ‘‘person’’ means
any individual, corporation, company, asso-
ciation, firm, partnership, society, joint
stock company, or any other entity, includ-
ing any governmental entity.

(18) PRODUCT SELLER.—
(A) IN GENERAL.—Subject to subparagraph

(B), the term ‘‘product seller’’ means a per-
son who, in the course of a business con-
ducted for that purpose—

(i) sells, distributes, rents, leases, prepares,
blends, packages, labels, or is otherwise in-
volved in placing, a product in the stream of
commerce; or

(ii) installs, repairs, or maintains the
harm-causing aspect of a product.

(B) EXCLUSION.—Such term does not
include—

(i) a seller or lessor of real property;
(ii) a provider of professional services in

any case in which the sale or use of a prod-
uct is incidental to the transaction and the
essence of the transaction is the furnishing
of judgment, skill, or services; or

(iii) any person who—
(I) acts in only a financial capacity with

respect to the sale of a product; or
(II) leases a product under a lease arrange-

ment in which the selection, possession,
maintenance, and operation of the product
are controlled by a person other than the les-
sor.

(19) PUNITIVE DAMAGES.—The term ‘‘puni-
tive damages’’ means damages awarded
against any person not to compensate for ac-
tual injury suffered, but to punish or deter
such person or others from engaging in simi-
lar behavior in the future.

(20) STATE.—The term ‘‘State’’ means each
of the several States, the District of Colum-
bia, Puerto Rico, the Virgin Islands, Guam,
American Samoa, the Northern Mariana Is-
lands, and any other territory or possession
of the United States.

SEC. 403. EFFECTIVE DATE.

This title will apply to—
(1) any health care liability action brought

in a Federal or State court; and
(2) any health care liability claim subject

to an alternative dispute resolution system,

that is initiated on or after the date of en-
actment of this title, except that any health
care liability claim or action arising from an
injury occurring before the date of enact-
ment of this title shall be governed by the
applicable statute of limitations provisions
in effect at the time the injury occurred.

Subtitle B—Uniform Standards for Health
Care Liability Actions

SEC. 411. STATUTE OF LIMITATIONS.

A health care liability action may not be
brought after the expiration of the 2-year pe-
riod that begins on the date on which the al-
leged injury that is the subject of the action
was discovered or should reasonably have
been discovered, but in no case after the ex-
piration of the 5-year period that begins on
the date the alleged injury occurred.

SEC. 412. CALCULATION AND PAYMENT OF DAM-
AGES.

(a) TREATMENT OF NON-ECONOMIC DAM-
AGES.—

(1) LIMITATION ON NON-ECONOMIC DAMAGES.—
The total amount of non-economic damages
that may be awarded to a claimant for losses
resulting from the injury which is the sub-
ject of a health care liability action may not
exceed $250,000, regardless of the number of
parties against whom the action is brought
or the number of actions brought with re-
spect to the injury. The limitation under
this paragraph shall not apply to an action
for damages based solely on intentional de-
nial of medical treatment necessary to pre-
serve a patient’s life that the patient is oth-
erwise qualified to receive, against the wish-
es of a patient, or if the patient is incom-
petent, against the wishes of the patient’s
guardian, on the basis of the patient’s
present or predicated age, disability, degree
of medical dependency, or quality of life.

(2) LIMIT.—If, after the date of the enact-
ment of this Act, a State enacts a law which
prescribes the amount of non-economic dam-
ages which may be awarded in a health care
liability action which is different from the
amount prescribed by section 412(a)(1), the
State amount shall apply in lieu of the
amount prescribed by such section. If, after
the date of the enactment of this Act, a
State enacts a law which limits the amount
of recovery in a health care liability action
without delineating between economic and
non-economic damages, the State amount
shall apply in lieu of the amount prescribed
by such section.

(3) JOINT AND SEVERAL LIABILITY.—In any
health care liability action brought in State
or Federal court, a defendant shall be liable
only for the amount of non-economic dam-
ages attributable to such defendant in direct
proportion to such defendant’s share of fault
or responsibility for the claimant’s actual
damages, as determined by the trier of fact.
In all such cases, the liability of a defendant
for non-economic damages shall be several
and not joint and a separate judgment shall
be rendered against each defendant for the
amount allocated to such defendant.

(b) TREATMENT OF PUNITIVE DAMAGES.—
(1) GENERAL RULE.—Punitive damages may,

to the extent permitted by applicable State
law, be awarded in any health care liability
action for harm in any Federal or State
court against a defendant if the claimant es-
tablishes by clear and convincing evidence
that the harm suffered was the result of
conduct—

(A) specifically intended to cause harm; or
(B) conduct manifesting a conscious, fla-

grant indifference to the rights or safety of
others.

(2) APPLICABILITY.—This subsection shall
apply to any health care liability action
brought in any Federal or State court on any
theory where punitive damages are sought.
This subsection does not create a cause of
action for punitive damages.

(3) LIMITATION ON PUNITIVE DAMAGES.—The
total amount of punitive damages that may
be awarded to a claimant for losses resulting
from the injury which is the subject of a
health care liability action may not exceed
the greater of—

(A) 2 times the amount of economic dam-
ages, or

(B) $250,000,

regardless of the number of parties against
whom the action is brought or the number of
actions brought with respect to the injury.
This subsection does not preempt or super-
sede any State or Federal law to the extent
that such law would further limit the award
of punitive damages.

(4) BIFURCATION.—At the request of any
party, the trier of fact shall consider in a
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separate proceeding whether punitive dam-
ages are to be awarded and the amount of
such award. If a separate proceeding is re-
quested, evidence relevant only to the claim
of punitive damages, as determined by appli-
cable State law, shall be inadmissible in any
proceeding to determine whether actual
damages are to be awarded.

(4) DRUGS AND DEVICES.—
(A) IN GENERAL.—
(i) PUNITIVE DAMAGES.—Punitive damages

shall not be awarded against a manufacturer
or product seller of a drug or medical device
which caused the claimant’s harm where—

(I) such drug or device was subject to pre-
market approval by the Food and Drug Ad-
ministration with respect to the safety of
the formulation or performance of the aspect
of such drug or device which caused the
claimant’s harm, or the adequacy of the
packaging or labeling of such drug or device
which caused the harm, and such drug, de-
vice, packaging, or labeling was approved by
the Food and Drug Administration; or

(II) the drug is generally recognized as safe
and effective pursuant to conditions estab-
lished by the Food and Drug Administration
and applicable regulations, including pack-
aging and labeling regulations.

(ii) APPLICATION.—Clause (i) shall not
apply in any case in which the defendant, be-
fore or after premarket approval of a drug or
device—

(I) intentionally and wrongfully withheld
from or misrepresented to the Food and Drug
Administration information concerning such
drug or device required to be submitted
under the Federal Food, Drug, and Cosmetic
Act (21 U.S.C. 301 et seq.) or section 351 of the
Public Health Service Act (42 U.S.C. 262) that
is material and relevant to the harm suffered
by the claimant; or

(II) made an illegal payment to an official
or employee of the Food and Drug Adminis-
tration for the purpose of securing or main-
taining approval of such drug or device.

(B) PACKAGING.—In a health care liability
action for harm which is alleged to relate to
the adequacy of the packaging or labeling of
a drug which is required to have tamper-re-
sistant packaging under regulations of the
Secretary of Health and Human Services (in-
cluding labeling regulations related to such
packaging), the manufacturer or product
seller of the drug shall not be held liable for
punitive damages unless such packaging or
labeling is found by the court by clear and
convincing evidence to be substantially out
of compliance with such regulations.

(c) PERIODIC PAYMENTS FOR FUTURE
LOSSES.—

(1) GENERAL RULE.—In any health care li-
ability action in which the damages awarded
for future economic and non-economic loss
exceeds $50,000, a person shall not be required
to pay such damages in a single, lump-sum
payment, but shall be permitted to make
such payments periodically based on when
the damages are likely to occur, as such pay-
ments are determined by the court.

(2) FINALITY OF JUDGMENT.—The judgment
of the court awarding periodic payments
under this subsection may not, in the ab-
sence of fraud, be reopened at any time to
contest, amend, or modify the schedule or
amount of the payments.

(3) LUMP-SUM SETTLEMENTS.—This sub-
section shall not be construed to preclude a
settlement providing for a single, lump-sum
payment.

(d) TREATMENT OF COLLATERAL SOURCE
PAYMENTS.—

(1) INTRODUCTION INTO EVIDENCE.—In any
health care liability action, any defendant
may introduce evidence of collateral source
payments. If any defendant elects to intro-
duce such evidence, the claimant may intro-
duce evidence of any amount paid or contrib-

uted or reasonably likely to be paid or con-
tributed in the future by or on behalf of the
claimant to secure the right to such collat-
eral source payments.

(2) NO SUBROGATION.—No provider of collat-
eral source payments shall recover any
amount against the claimant or receive any
lien or credit against the claimant’s recov-
ery or be equitably or legally subrogated to
the right of the claimant in a health care li-
ability action.

(3) APPLICATION TO SETTLEMENTS.—This
subsection shall apply to an action that is
settled as well as an action that is resolved
by a fact finder.
SEC. 413. ALTERNATIVE DISPUTE RESOLUTION.

Any ADR used to resolve a health care li-
ability action or claim shall contain provi-
sions relating to statute of limitations, non-
economic damages, joint and several liabil-
ity, punitive damages, collateral source rule,
and periodic payments which are consistent
with the provisions relating to such matters
in this title.
SEC. 414. REPORTING ON FRAUD AND ABUSE EN-

FORCEMENT ACTIVITIES.
The General Accounting Office shall—
(1) monitor—
(A) the compliance of the Department of

Justice and all United States Attorneys–
with the guideline entitled ‘‘Guidance on the
Use of the False Claims Act in Civil Health
Care Matters’’ issued by the Department on
June 3, 1998, including any revisions to that
guideline; and

(B) the compliance of the Office of the In-
spector General of the Department of Health
and Human Services with the protocols and
guidelines entitled ‘‘National Project Proto-
cols—Best Practice Guidelines’’ issued by
the Inspector General on June 3, 1998, includ-
ing any revisions to such protocols and
guidelines; and

(2) submit a report on such compliance to
the Committee on Commerce, the Com-
mittee on the Judiciary, and the Committee
on Ways and Means of the House of Rep-
resentatives and the Committee on the Judi-
ciary and the Committee on Finance of the
Senate not later than February 1, 2000, and
every year thereafter for a period of 4 years
ending February 1, 2003.

The CHAIRMAN. Pursuant to House
Resolution 323, the gentleman from
Ohio (Mr. BOEHNER) and the gentleman
from Michigan (Mr. DINGELL) will each
control 30 minutes.

The Chair recognizes the gentleman
from Ohio (Mr. BOEHNER).

Mr. BOEHNER. Mr. Chairman, I yield
myself such time as I may consume.

Mr. Chairman, let us stop and ask
ourselves a basic question: Just what is
health care reform all about? Is it forc-
ing HMOs to be more accountable? Is it
expanding access for the 44 million who
do not have health coverage? Is it lim-
iting costs and making coverage more
affordable?

The answer to all of these questions
is yes. Health care reform is about all
of these things, access, accountability,
and affordability, and we cannot ad-
dress one without affecting the others;
and if we truly want to help patients,
we certainly cannot address one at the
expense of the other two.

Mr. Chairman, I have the utmost re-
spect for my colleague the gentleman
from Michigan (Mr. DINGELL) and my
colleague the gentleman from Georgia
(Mr. NORWOOD), and I know they be-
lieve they found the prescription for

what is ailing our health system. But,
in truth, I believe their bill is poison
for our health care system today.

In an effort to make managed care
more accountable, the Dingell-Nor-
wood proposal would authorize law-
suits against health plans. The trouble
is most health plans in America are
employer-based. More than 124 million
Americans get their health coverage
through the workplace, a benefit em-
ployers can provide voluntarily, thanks
to a law known as ERISA, which
shields employers from unnecessary
litigation. The system, for all its com-
plexity, has saved countless American
lives.

Under the Dingell-Norwood proposal
though, that would change. Expanding
lawsuits against employer-based health
plans means expanding lawsuits
against employers. If employers are ex-
posed to lawsuits, they are going to
stop providing coverage to their em-
ployees.

It means millions of American work-
ers are going to lose their health insur-
ance at the very time Congress should
be working on expanding access to cov-
erage.

The Dingell-Norwood bill has other
flaws. The authors claim their bill is
about giving control to doctors and pa-
tients, but it is also about giving con-
trol to the Federal Government.

Under their proposal, the Depart-
ment of Labor, the Department of
Health and Human Services, the IRS,
and likely the States, would all have a
hand in regulating Americans’ health
benefits. Granting the bureaucracy
these new powers is another quiet step
toward the government-run health care
system Americans overwhelmingly re-
jected in 1993 and 1994. They were right
to reject it then, and they would be
right in rejecting it now.

Their proposal has a third gaping
flaw, and it concerns something that is
not even in the bill at all, and that is
medical malpractice reform. Our oppo-
nents often cite the experience in
Texas and what they have done with
their HMO liability reform bill, and in
fact there have not been a flood of friv-
olous lawsuits and exploding costs. But
what our colleagues never mention is
that Texas passed a sweeping medical
malpractice and tort reform law 2
years before they passed their HMO li-
ability. Why should this Congress not
do the same?

b 1115

Mr. Chairman, Americans want
health care reform. But legislation
that exposes employers to lawsuits
jeopardizes the benefits to 124 million
American lives who get their coverage
from their workplace. It expands the
reach of big government and slams the
door of medical tort reform, and I am
not sure that that is what Americans
really want when they think about
health care reform today.

Fortunately, there is an alternative.
My substitute, the CARE Act, would
punish bad HMOs without punishing



CONGRESSIONAL RECORD — HOUSE H9555October 7, 1999
the uninsured. We named it the CARE
Act because patients want access to
care, not access to court. But that does
not mean that managed care compa-
nies get a free ride. Instead of lawsuits,
the CARE Act would guarantee pa-
tients the protection of a strong, en-
forceable and legally binding appeals
process.

If you or your family is denied care,
you can automatically appeal to inde-
pendent physicians who are familiar
with your case and conditions and are
completely independent from the HMO.
Assuming the physicians rule in your
favor, you get the care; there is no
delay, period. You have the right to
that care and can get it immediately.
And if your plan refuses to do what the
doctors order, the plan is subject up to
$5,000 per day until you get the care,
with no caps.

Now, Mr. Chairman, if we really want
to get tough on HMOs that wrongly
deny care, I do not think it gets much
tougher than that. But here is the best
part. Under our CARE Act, HMOs are
punished for the wrongful denials be-
fore a patient is harmed, instead of
after the fact when it is too late. In-
stead of waiting until a tragic mistake
is made, it ensures that patients get
the care they need when they need it,
and is that not really what managed
care reform is all about?

External review gives patients a bet-
ter option. It also gives us as Members
of Congress the chance to be con-
sistent. How can 286 Members of Con-
gress vote to cap Y2K liability for high-
tech companies, and then change
course and vote for expanded lawsuits
in health care? How can three-fourths
of the House vote to override the Presi-
dent’s veto of securities litigation re-
form and then turn around and vote to
support new lawsuits against employ-
ers? How can Members vote for medical
malpractice reform six times in the
last 5 years in this House that shields
providers from lawsuits and then re-
verse themselves and support expanded
liability in health care?

The CARE Act is not just an alter-
native to lawsuits, Mr. Chairman, it is
a better idea altogether.

So I ask my colleagues, for the sake
of the 124 million Americans in em-
ployer-based health care, give this plan
a chance. And for the sake of the 44
million Americans who have no health
insurance, give this option a chance.
For the sake of our kids and our
grandkids whose quality of life will de-
pend on the health care system of the
21st century, give this option a chance.

I urge my colleagues to join me in
voting to give patients care, not court.
Let us not jeopardize the health insur-
ance benefits our constituents enjoy
today from their employers.

Mr. Chairman, I reserve the balance
of my time.

Mr. DINGELL. Mr. Chairman, I yield
myself 2 minutes.

(Mr. DINGELL asked and was given
permission to revise and extend his re-
marks.)

Mr. DINGELL. Mr. Chairman, this is
a wonderful amendment, but unfortu-
nately, it is a sham and an optical illu-
sion, and very frankly, a fraud. The
benefits look good, but there is no way
that one can obtain them. Every other
alternative to the Norwood-Dingell-
Ganske bill that we will consider at
least pretends to give you the ability
to hold the health insurance companies
accountable when they make a medical
decision that hurts you. This one does
not even keep up the pretense.

The bill is not a serious effort. If you
buy insurance, the bill does not help
you; and if you have a chronic or seri-
ous medical condition requiring reg-
ular treatment by a specialist, the bill
does not help you. If you believe you
should get care when it is medically
necessary, this bill does not help you.

For the rhetoric that we are about to
hear about lawyers taking over health
care and the health care profession,
this bill would hand the lawyer, and
not the doctor, the power to decide
when one needs medical evaluation.

These are just a few of the flaws con-
tained in the Boehner substitute. I
urge my colleagues to reject it. I say
that with all respect for my good
friend, the author of this unfortunate
proposal.

Mr. Chairman, I reserve the balance
of my time.

Mr. BOEHNER. Mr. Chairman, I yield
3 minutes to the gentleman from Vir-
ginia (Mr. BLILEY), the chairman of the
Committee on Commerce.

(Mr. BLILEY asked and was given
permission to revise and extend his re-
marks.)

Mr. BLILEY. Mr. Chairman, I thank
the gentleman for yielding me this
time.

Mr. Chairman, we need care, not
courts. The Boehner bill does that. It
allows for binding external review; and
if the plan does not accept that, if the
external review rules in favor of the pa-
tient and the care, then the fine of
$1,000 a day takes place until they do
comply, and there is no cap. It also en-
ables the patient to go to any health
care provider that they see fit at that
time and be treated. Is that not far bet-
ter than waiting and going to court and
maybe 3 years down the road you get a
verdict in your favor. In the meantime,
what are you doing about the care that
you need in order maybe to live? It is
good for your heirs, but it is not very
good for you.

If people say, well, there will not be
many lawsuits, read last week’s Wall
Street Journal. The same plaintiff law-
yers who took on the tobacco compa-
nies and are taking on the gun manu-
facturers are lining up for the biggest
pot since tobacco, the HMOs. And when
they sue, they will not just sue the
HMO, they will sue everybody in sight,
including the employer. And employ-
ers, many of them, are not going to put
up with that. What they will do will be
to put the money in the worker’s enve-
lope and say, you are on your own. Un-
fortunately, many of them, you know

how young people are, they think they
are eternal, they will not buy insur-
ance. They would rather have an auto-
mobile or something else, or take a
trip, and that $44 million uninsured
number will go up dramatically.

We increased our uninsured last year
by 1 million at a time when we have
virtual full employment. So, we need
to pass the Boehner bill to make sure
that patients get care and not courts.

Mr. Chairman, I rise today in strong support
of the Boehner substitute to H.R. 2723.

Managed care is an essential component of
our health care delivery system today. The no-
tion of managing care grew out of a concern
over a decade ago that health care costs were
escalating, and something needed to be done
to get control over these skyrocketing annual
cost increases. In response to these concerns,
insurers began to contract with health care
providers to arrange to have a broad network
of health professionals available to provide
benefits. Health professionals accept reduced
fees in exchange for access to a high volume
of patients; and plan enrollees pay lower pre-
miums in exchange for seeing one of the
health professionals in the network. In addi-
tion, plans have quality assurance and utiliza-
tion review programs to ensure that patients
continue to receive cost-efficient quality health
care.

This private sector response to the increase
in health care spending in the 1980’s suc-
ceeded in reigning in health care spending,
while maintaining and yes, even improving the
quality of care for millions of Americans. Many
health care professionals believe that the tech-
niques used by managed care companies,
such as promoting wellness, the strong em-
phasis on preventive care, and the ability to
‘‘manage one’s care,’’ have been valuable
contributions to improving the health of Amer-
ica.

The pendulum which started on the side of
high health costs, with no control on utilization,
has swung towards lower costs and increased
scrutiny of the types of services health profes-
sionals are performing. We are here today, to
decide how far that pendulum has swung. I
agree that many of the provisions in all of the
bills we are discussing today are reasonable—
ensuring that doctors are not limited in the
treatment options they can share with their pa-
tients; guaranteeing women direct access to
their OB/GYN provider, and ensuring that chil-
dren can have their pediatrician serve as their
primary care provider, are just some of the
common sense protections that I think we all
support.

I also support providing as much information
as possible that the patient would find useful
in evaluating their health care options. That is
why I submitted an amendment which would
have required physicians to disclose mal-
practice judgments or criminal convictions
issued against them. If this amendment were
law today, a consumer would be able to use
the Internet to thoroughly research the back-
ground of any physician licensed to practice
medicine in the United States. I was dis-
appointed when this amendment was not
made in order.

There are two provisions in the Boehner
substitute that I would like to bring to every-
one’s attention, because I feel they are posi-
tive steps towards ensuring quality without
compromising on accountability. The first is
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the responsible and common sense way in
which a plan is held accountable once an
independent medical expert has determined
what the course of treatment for a patient
should be. If the plan does not arrange to pro-
vide the care in accordance with what an inde-
pendent medical expert has determined to be
appropriate care, the plan will be fined $1,000
per day until the plan complies with the inde-
pendent expert’s opinion. More importantly for
the patient, he or she can see any provider at
any facility he or she chooses, and the plan
has to pay for it. This is a commonsense ap-
proach towards ensuring the patient gets the
care he or she has paid for, and holds the
plan accountable for providing that care in a
timely manner. Care, not courts—that is what
patients want when they seek medical atten-
tion.

The second provision I would like to men-
tion, which prior to this year had been strongly
supported by the AMA, is medical malpractice
reform. The Boehner substitute would reform
the guidelines governing health care lawsuits
by, among other things, limiting ‘‘non-eco-
nomic damages to $250,000, but deferring to
states if they feel a higher or lower amount is
appropriate. Health care expenditures should
be directed towards improving the health of
America’s patients; not towards lining the
pockets of trial lawyers—too often the case
today. These reforms would keep more dollars
going to patient care and less to the trial law-
yers.

I am extremely concerned about the terms
of the debate we are having today. One mil-
lion Americans lost their health insurance cov-
erage in just this past year alone. That is the
crisis in health care in America today. If we
legislators want to alter the way in which
health care is delivered through private mar-
kets in this country, we owe it to the American
people, to those who sent us here to do the
people’s work, to at a minimum, abide by the
Hippocratic oath that health professionals are
obligated to follow every day, which states
‘‘First, Do No Harm.’’

I am disappointed that the debate has fo-
cused more on trial lawyers, than on how we
can create incentives for the private insurance
market to offer more affordable health insur-
ance for all Americans.

Those favoring increasing the role of trial
lawyers in our health care delivery system
point to Texas as an example of what hap-
pens when a state allowed state court action
against a health plan, and yet only a handful
of suits have been filed. This does not tell the
whole picture. Just this week in an article
printed in the New York Times by Dave More-
head, a doctor with the Scott and White
Health Plan in Texas, Dr. Morehead states,
‘‘Lawsuits cost companies money, but so does
the mere threat of a lawsuits.’’ He points out
that as a result of the recent legislation
passed in Texas, the physicians participating
in the Scott and White Health Plan have
changed the way they practice medicine. Pre-
authorization requirements which are utilized
as a means to ensure that patients receive a
course of treatment that is safe and effective,
thus reducing the risk of complications which
often result from some procedures, have been
discontinued for fear of litigation resulting from
any delay in treatment. He adds that 25 to 35
percent of tests and treatments do not con-
tribute to better health. Dr. Morehead sums up
his experience in Texas by concluding ‘Our

experience shows that the right to sue doesn’t
help patients get better care. It just drives
costs up, for us and for them.’’

How many times do we have to come to the
well this session on a highly politicized issue
and find the trial lawyers actively campaigning
for more litigation. First it was tobacco, then
guns, now health care. If lawyers are going to
start getting in the business of practicing medi-
cine, perhaps we should require them to go to
medical school. I am sure the physician com-
munity would welcome them, as ironically they
too are advocating for more lawyer involve-
ment in the delivery of health care in this
country today. On the other hand, this might
give the public more comfort. Since lawyers
and judges will be making clinical decisions as
a result of some of these bills, perhaps we
should require them to at least have some
medical training.

America has the greatest health care in the
world. The fact that 16.3 percent of our fellow
citizens cannot afford it is deeply troubling.
That the plight of these 44.3 million Americans
has been lost on helping the trial attorneys is
tragic. I hope members will think of the 44.3
million of Americans who do not have any
health insurance as they consider what legis-
lation to vote for today. Do patients deserve
care or courts? I vote for care and that is why
I am supporting the Boehner substitute, and
encourage my colleagues to do the same.

Mr. DINGELL. Mr. Chairman, I yield
2 minutes to the distinguished gen-
tleman from Iowa (Mr. GANSKE).

Mr. GANSKE. Mr. Chairman, a fun-
damental flaw, a fundamental flaw in
the bill that passed the Senate and in
the Boehner bill is that it does not ad-
dress the issue of medical necessity.
The problem in the ERISA plan, and
that is under ERISA law, a health plan
can define medical necessity in any
way they want to. The gentleman’s bill
does nothing to change that, he would
agree with me on that.

Let me cite an example of why that
could be a problem. Let us say that a
health plan sets up its definition for
getting psychiatric care, saying that
somebody has to try to commit suicide
three times before one can qualify.
That may sound absurd, but let us just
say that the plan does that.

A little boy goes out, a teenager,
tries to commit suicide once, tries to
commit suicide twice, and finally on
the third time, commits suicide. Now,
under the Boehner bill, that plan fol-
lowed its own criteria. Guess what?
Under the Boehner bill and under the
bill that passed the Senate, there is no
recourse, because ERISA says that the
health plan can define medical neces-
sity in any way they want to, no mat-
ter how unreasonable the criteria are
or seem to be by an independent panel,
review panel. They still, under ERISA
law, cannot change the fact that a
health plan could define medical neces-
sity as the cheapest, least expensive
care.

We could take a little boy with a
cleft palate, a health plan could say all
we are going to provide treatment for
that is a plastic obturator, a piece of
plastic stuck up into that hole. If that
is the way the plan’s employer has de-

fined medical necessity, there is no re-
course, even if it does not fit any pre-
scribed standards of care.

That is such a fundamental problem
that is not addressed in the Boehner
bill and that was not addressed in the
Senate bill, and on that alone we
should vote no on the Boehner bill.

Mr. DINGELL. Mr. Chairman, I yield
2 minutes to the distinguished gen-
tleman from New Jersey (Mr. AN-
DREWS).

(Mr. Andrews asked and was given
permission to revise and extend his re-
marks.)

Mr. ANDREWS. Mr. Chairman, I rise
in opposition to the Boehner sub-
stitute.

The key questions here are who de-
cides who gets care and on what basis.
The Boehner substitute says the man-
aged care plan decides who gets care on
any basis they find economically via-
ble.

When a Member of our family, when
someone we love has to see an
oncologist or a cardiologist or a speech
therapist, the reason we are here today
is that too many people have been told
no, that that is not something that is
appropriate under their plan. The un-
derlying Norwood-Dingell bill says that
decisions about who will get that care
will be made by qualified, independent
medical professionals. The Boehner bill
says the plan will decide, and when the
plan decides on the basis of its own
economic motivation, its own defini-
tion of what is best for the plan, no one
is held accountable.

The Boehner substitute fails the two
most critical tests that are before us
today in protecting the rights of pa-
tients. When it comes to the issue of
whether decision-makers are held ac-
countable, the Boehner substitute says,
they are not held accountable in the
same way that delicatessens and fast
food restaurants and homebuilders and
everyone else in America is held ac-
countable.

When it comes to the issue of the
standard on that decision, the Boehner
bill says the plan sets the standard. We
say the medical professionals acting in
consultation with the families should
set that standard.

Reject the Boehner substitute; stand
for the Norwood-Dingell bill.

Mr. BOEHNER. Mr. Chairman, I yield
21⁄2 minutes to the gentleman from Mis-
souri (Mr. TALENT), the chairman of
the Committee on Small Business.

Mr. TALENT. Mr. Chairman, we have
a problem in America with health care
today. We addressed one of the prob-
lems yesterday, trying to help the un-
insured.

The other problem is people who have
insurance and cannot be certain that
they will get the coverage they have
been promised when they get sick. So
their insurance is fine, and then when
they get sick, they are concerned that
their HMO may turn them down for
coverage, and they have a right to be
concerned, and we need to address that,
and the Boehner bill does that.
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The idea is to provide people with the

care that they need when their physi-
cian prescribes it before they become
seriously ill or die. The key to that is
the external review process that is in
this bill, and what it says, quite sim-
ply, is this: your physician, let us say,
prescribes for you a cardiac cath. The
plan turns it down and says no, you
only need beta blockers. You can ap-
peal immediately to an independent
panel of specialists, cardiologists in
that field who are fully vested with the
authority to reverse the HMO’s deci-
sion. They have to take into account
all of the evidence that is given, in-
cluding the protocols that the plan
wants to follow, but they are vested
under this bill with the authority to
reverse the decision of the HMO. I read
that language this morning.

It is frustrating how we all seem to
agree we want the same thing here, and
then we are arguing about what the
bills actually say. The bill vests the
authority in the independent reviewers
to reverse decisions of the plan with re-
gard to medical necessity.

Now, why is that better than open-
ended liability against employers and
plans as is provided in Norwood-Din-
gell? Because that will take billions
and billions of dollars out of treatment
rooms and put it into courtrooms. That
will take billions and billions of dollars
out of care and put it into legal fees
and defensive medicine and everything
that we have been struggling with for
years and years and years with regard
to providers and physicians.
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Mr. Chairman, it does not have to be
all or nothing at all. It does not have
to be the world we have now where the
plans are unrestricted, where you can-
not control what they do, or where we
open this thing up to lawsuits against
every employer in the country who has
a group health plan and all the plans in
unrestricted fashions. We can have a
good, measured response that makes
sure people get the care they need
when their physician prescribes it
without big government, without thou-
sands and thousands of lawsuits that
will draw money out of treatment
rooms and put it in the courtrooms. I
think the gentleman has a good idea. I
am going to support his bill.

Mr. DINGELL. Mr. Chairman, I yield
2 minutes to the distinguished gentle-
woman from Colorado (Ms. DEGETTE).

Ms. DEGETTE. Mr. Chairman, chil-
dren are not just little adults. They
have different health and develop-
mental needs than adults, and they
often require age-appropriate pediatric
expertise to understand, diagnose, and
treat their health problems. They de-
serve health care providers that have
training and expertise in their condi-
tions. H.R. 2723, the Dingell-Norwood
bill, contains provisions that allow
children to have access to pediatri-
cians, access to pediatric specialty
care, access to emergency care, con-
tinuity of care, appeals to pediatric ex-

perts, and pediatric quality assurance
provisions.

The Boehner substitute, however, as
we can see from this chart, fails to
measure up in every single comparison.
Children are far too often put at risk
by being inappropriately referred to
certain adult specialists who are not
trained in children’s health needs. Who
is affected? Children like Kaitlynn
Bogan of West Alexandria, Ohio, whose
health plan would not refer her to a pe-
diatric gastrologist and who continued
to react with blood curdling screams
until the Bogan family mortgaged
their home and went outside the plan
to a pediatric specialist who corrected
her problem.

Carley Christie of Palo Alto, Cali-
fornia, who was inappropriately re-
ferred to an adult specialist for a
Wilms’ tumor who performed a needle
biopsy which punctured the tumor and
essentially tripled the duration of
Christie’s chemotherapy. The family,
finally on their own and at their own
expense, again elected to have the sur-
gery performed by a qualified pediatric
specialist.

Mr. Chairman, the American public
strongly supports allowing families
like these to get access to the critical
pediatric care they need. In fact, 86
percent of Americans have expressed
their support for the Dingell-Norwood
plan that would ensure children get ac-
cess to pediatric specialists like pedi-
atric heart specialists and surgeons
and to hospitals that specialize in
treating children. As adults, we have a
responsibility to our kids. I urge my
colleagues to reject this amendment
and to support the Dingell-Norwood
plan.

Mr. DINGELL. Mr. Chairman, I yield
2 minutes to the gentleman from Utah
(Mr. COOK).

Mr. COOK. Mr. Chairman, I rise in
support of the bipartisan patient pro-
tection plan offered by the gentleman
from Georgia (Mr. NORWOOD) and the
gentleman from Michigan (Mr. DIN-
GELL). I want to commend the leader-
ship of the House for allowing what I
think has been a very fair and an open
debate. Quality health care is one of
the most important issues facing our
constituents.

Now, each of these proposals, all of
the bills that are being debated today,
have some very good ideas in them.
However, I have concluded that the
Norwood-Dingell approach is the best.
If Americans have the right to sue for
a damaged fence or an unsafe toy, they
should have the right to sue if their
health or life has been endangered or
lost. This is a constitutional right.

Doctors already face liability. But
too often their decisions are forced
upon them by an insurance plan. It is
only fair, it is only American that the
insurance plans be held to the same ac-
countability. The State is the appro-
priate venue for these cases. States al-
ready license the doctors. They license
the health plans. And we all know that
the Federal courts are already over-
whelmed with criminal cases.

I cannot understand why those of us
that believe in the importance of
States rights are so eager to try to
throw some of these cases into the Fed-
eral system. The doctor-patient rela-
tionship has been damaged in this
country, and I believe that the Nor-
wood-Dingell bill is going to help re-
store that relationship and hopefully
will put doctors and patients back in
control of what I think ought to be a
private health care system.

Mr. BOEHNER. Mr. Chairman, I am
happy to yield 21⁄2 minutes to the gen-
tleman from North Carolina (Mr.
BALLENGER), chairman of the Sub-
committee on Workforce Protections
of the Committee on Education and the
Workforce.

(Mr. BALLENGER asked and was
given permission to revise and extend
his remarks.)

Mr. BALLENGER. Mr. Chairman,
first of all I thank the gentleman for
yielding me this time. I think it is im-
portant to realize what small busi-
nesses will do when they are faced with
health care liability provided by the
Norwood-Dingell bill.

Let me show Members what in-
creased liability will do to my own
small company in North Carolina. We
have 200 employees. We self-insure. Our
health insurance expenses last year
were a total of $700,000. Of this cost, the
company voluntarily paid $550,000, or
$2,750 per employee. For additional cov-
erage, the employees collectively paid
$150,000, or $750 per employee. Now, the
$2,750 per employee expense covered by
my company is a voluntary fringe ben-
efit.

Why would any company voluntarily
give a fringe benefit that would expose
them to the possibility of being sued?
We can say that litigation is not likely
but small business owners cannot af-
ford to take that chance. With the
specter of liability looming, it would
make good business sense to give the
employee a pay increase of $1.375 per
hour, that is $2,750 spread over a year,
give them $1.375 and advise each of
them to get their own health insur-
ance. This would leave my company
free of liability. I guarantee that it
would cost each employee substan-
tially more to purchase insurance indi-
vidually, and many employees would
not use their wage increases for health
insurance.

As Members can see, the liability
provisions of Norwood-Dingell will lead
to a greater number of uninsured na-
tionwide. Unlike the liability-ridden
Norwood-Dingell bill, the Boehner sub-
stitute will ensure patients’ rights
without exposing employers to law-
suits for voluntarily providing health
care to their employees. A strong,
binding, independent external review
process for health plans, with a fine of
$5,000 a day for plans who refuse to ad-
here to the decision of the panel of doc-
tors, will provide accountability to the
millions of Americans in employer-
based care.
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Do not jeopardize the employer-based

health care system. Let the small busi-
nesses and employers continue to pro-
vide health care benefits to the Amer-
ican workforce. I urge my colleagues to
vote for the Boehner substitute and the
150 million people who have insurance
coverage right now.

Mr. DINGELL. Mr. Chairman, I yield
1 minute to the distinguished gentle-
woman from Michigan (Ms. STABENOW).

(Ms. STABENOW asked and was
given permission to revise and extend
her remarks.)

Ms. STABENOW. Mr. Chairman, I am
very pleased to be a cosponsor of the
Norwood-Dingell-Ganske legislation. I
want to particularly thank the gen-
tleman from Michigan (Mr. DINGELL)
for his leadership in this area.

I rise to strongly oppose the Boehner
substitute. I want to take just a mo-
ment to share the story of Jessica
Luker. Jessica died 3 weeks ago. She
had an emergency operation on May 11.
Her family found out on May 12 that
they had suddenly become part of an
HMO as of May 1. The HMO would not
cover the emergency surgery. They
would not allow her to continue with
her doctor of 14 years, her neurologist
who had been caring for her and her
disability. Jessica died while her fam-
ily was fighting the HMO that would
not allow her to get the kind of care
that she needed.

It is not right in this country when a
family that is struggling to care for
their dying daughter also has to fight
their insurance carrier. The Boehner
substitute would do nothing to help
Jessica’s family or her situation. I urge
a ‘‘no’’ vote on the Boehner substitute
and a ‘‘yes’’ vote on a real patients’ bill
of rights.

Mr. DINGELL. Mr. Chairman, I yield
1 minute to the distinguished gen-
tleman from New York (Mr. FORBES).

(Mr. FORBES asked and was given
permission to revise and extend his re-
marks.)

Mr. FORBES. I thank the gentleman
for yielding me the time.

Mr. Chairman, I rise today and ask
that we pass a comprehensive patients’
bill of rights and reject the Boehner
and other substitutes that would only
delay what this Nation needs. It needs
accountability with our HMOs; we need
consumer protections; and we need to
put the doctors and health care profes-
sionals back in charge.

I am reminded of a family up in the
north fork of Long Island, New York.
Mae woke up in the middle of the
night. Her husband was gagging and
choking in blood. He was lying in a
pool of blood. She did not call 911.
Why? Because when she called it a
month earlier, 911 arrived and when she
got home from the hospital with her
husband, the bills came in and they
were not paid because a clerk said at
the HMO that it was not deemed an
emergency.

So this time she calls the 24-hour
hotline for the HMO. They have the
privately contracted ambulance come

from somewhere up the island half an
hour after her husband stopped breath-
ing. The privately contracted ambu-
lance arrives and, of course, unfortu-
nately her husband was dead. These
kinds of incidents require that we
move as a Congress to get a com-
prehensive patients’ bill of rights. I
urge passage of Dingell-Norwood and
rejection of all the substitutes.

Mr. BOEHNER. Mr. Chairman, I yield
myself 15 seconds. The last 2 examples
that were presented on the floor by the
other side would be protected under the
Boehner substitute today. The ac-
countability procedures in our bill
guarantee access to care. The only real
difference between these two bills is
that we do not allow lawsuits filed to
drive employers into bankruptcy.

Mr. Chairman, I yield 2 minutes to
the gentleman from Michigan (Mr.
KNOLLENBERG).

Mr. KNOLLENBERG. Mr. Chairman,
I thank the gentleman for yielding me
this time. I rise in strong support of
the substitute offered by the gen-
tleman from Ohio.

Mr. Chairman, I urge my colleagues
to remember the important principle
behind the creation of the Employee
Retirement Income Security Act of
1974, better known as ERISA. In re-
sponse to a number of flagrant abuses
to benefit plans, it was decided that
protecting the interests of employers
as well as the beneficiaries was of the
utmost importance. Because of this
sentiment, ERISA abides by the pre-
dominant view that employees should
be afforded the opportunity to quality
care.

These provisions apply to nearly 150
million employees, 80 percent of our
Nation’s workers, who otherwise may
not have obtained the necessary access
to the vital coverage that they require.
Because plans would be subject to the
same benefit laws across the States,
costs are kept down because govern-
ment regulations which traditionally
drive costs up are eliminated.

Look at the numbers. We have heard
them before. Some 44 million Ameri-
cans do not have health insurance.
That means one out of six do not have
health coverage. The other proposals
that we are considering today, that we
have been listening to, would signifi-
cantly raise premiums, some by over 4
percent. The nonpartisan CBO, Con-
gressional Budget Office, concludes
every percentage point in premiums
that are increased translates into
400,000 people losing their coverage.

Common sense tells us that what we
should be doing is to consider ways to
provide coverage for all Americans, not
forcing people out of their health cov-
erage. Make no mistake about it, the
chief beneficiaries of preempting
ERISA would be the trial attorneys.
Consumers and employers would be left
to pick up the bill for increased and
often frivolous litigation.

This Congress must ensure the pa-
tient’s right to care, not the lawyer’s
right to bill. The alternatives offered

today do nothing to help sick people
get better. That is what this debate
should be about. That is why I support
the Boehner substitute, and I believe
all Members should.

Mr. BROWN of Ohio. Mr. Chairman, I
ask unanimous consent to claim the
time of the gentleman from Michigan
(Mr. DINGELL).

The CHAIRMAN. Without objection,
the gentleman from Ohio will control
the time in opposition.

There was no objection.
Mr. BROWN of Ohio. Mr. Chairman, I

yield 2 minutes to the gentleman from
Georgia (Mr. NORWOOD), the sponsor of
the underlying Norwood-Dingell bill.

Mr. NORWOOD. Mr. Chairman, I
think it would be sort of nice and fun
if I took a minute and responded to my
good friend the gentleman from North
Carolina (Mr. BALLENGER). He said that
he is a business owner, a small business
owner, and he does not want his busi-
ness sued, he does not want to be sued.
I could not agree with that more. Of
course we do not want to do that. That
is why we really do not do that. The
gentleman from North Carolina has
discretionary authority over his small
company. He is the CEO, he is the
owner, he is the President.
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But he is also the congressman. He is
in Washington. He is not making med-
ical necessity decisions for his employ-
ees at all. It is that third-party admin-
istrator that he hired to decide wheth-
er those patients get to be hospitalized
or whether they get that surgery or
whether they get that operation. That
is who we are talking about. That is
who we are putting under the gun, that
third-party administrator.

Our bill says over and over again, it
protects the gentleman from North
Carolina, but it does go after that
third-party administrator in a very tai-
lored way. All it says, one thing, if one
denies a benefit that is a benefit in the
plan, that was a benefit the gentleman
from North Carolina thought his people
ought to have, and one denies it arbi-
trarily, and one kills somebody, one
has to be responsible for those deci-
sions.

What are they going to do? They are
going to carry malpractice insurance
like the rest of the world has to. What
is that going to cost? Fifteen to 20
cents a month per patient. But it gives
those people that are patients, that
work for the gentleman from North
Carolina the feeling, the encourage-
ment they actually will have decisions
made by their doctors, not by that
clerk that may be living in Missouri.
That is what it is all about.

I have told the gentleman from North
Carolina over and over again, we are
not going to sue him. We do not want
to sue him. We do not want to sue
small businesses. That is why we wrote
the bill. Page 99, look at it. We protect
the gentleman from North Carolina.
But his third-party administrator must
be careful.
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Mr. BOEHNER. Mr. Chairman, I yield

myself 1 minute.
Now, the gentleman from Georgia

(Mr. NORWOOD), my dear friend who be-
lieves passionately on this issue, and I
congratulate him for the 5 years he
spent moving this issue along, but we
have a very serious disagreement here,
because not only are my colleagues ex-
posing health plans and employers to
liability, they are jeopardizing the
health coverage for millions of Ameri-
cans because, in the end, it is the
health plan and the employer that is
going to pay the bill.

Now, under our system today, the
employers provide coverage for 125 mil-
lion people. If my colleagues raise the
cost to them and expose them to liabil-
ity, guess who is in danger? Their em-
ployees are. That is not what we want
to do.

Now, the gentleman says, well, em-
ployers are shielded. The fact is, under
ERISA, employers have to provide a fi-
duciary responsibility. They have to
use discretion on behalf and for the
benefit of every employee in the plan.
We cannot create a wall that says we
are going to punish health plans with-
out hurting employers and their em-
ployees.

Mr. Chairman, I am happy to yield 2
minutes to the gentleman from Wis-
consin (Mr. RYAN).

Mr. RYAN of Wisconsin. Mr. Chair-
man, I wish to speak in favor of the
Boehner amendment today. I believe
that this amendment achieves the nec-
essary balance between protection of
individuals enrolled in managed care
plans and keeping their care affordable
and accessible for employers and their
employees.

The last thing we want to do is drive
up the number of uninsured Americans
today. Too many costly mandates and
too many costly lawsuits will result in
just that.

I firmly believe that real patient pro-
tections are ensuring greater access to
care, more affordable care, and the
highest quality care. According to the
Census Bureau, we have 44 million
Americans who are uninsured today.
The last thing we want to do is drive
that number up. We want to get that
number down, not up.

We must approach managed care leg-
islation in the same way we approach
other mandates we have voted on. We
need to consider its effect on the indi-
viduals in this country and on their
ability to access quality health care.

I have heard from hundreds of em-
ployers and their representatives from
my district, the First District of Wis-
consin, who are extremely nervous
about this action that we are taking
here today. They are nervous, not be-
cause they may be required to provide
more benefits, that is a fine thing, but
they are nervous because they may be
facing a whole new array of lawsuits
simply because they choose to offer
health care for their employees.

I urge Congress to consider those
businesses and the people they employ

in this debate today. Anything we do to
drive up their costs to expose them to
a whole new feeding frenzy of lawsuits
will drive up the number of uninsured.

We must strive to protect the rights
of individuals in managed care, make
sure that they are not wrongfully de-
nied care, but make sure that health
care remains affordable and accessible.

The Boehner amendment strikes that
balance. It contains strong measures to
review health care decisions. It re-
quires an internal review, external re-
view that has teeth and enforcement
measures. More importantly, we need
to make sure that the relationship in
health care is between patients and
their doctors, not patients and the
HMOs and patients and their trial law-
yers.

Mr. BROWN of Ohio. Mr. Chairman, I
yield 1 minute to the gentleman from
Wisconsin (Mr. KIND).

(Mr. KIND asked and was given per-
mission to revise and extend his re-
marks.)

Mr. KIND. Mr. Chairman, I thank the
gentleman from Ohio for yielding me
this time.

Mr. Chairman, I rise today as a sup-
porter of Norwood-Dingell and in
strong opposition to the Boehner sub-
stitute.

This debate is really a very simple
debate. Do my colleagues think that
medically necessary, important health
care decisions should be placed in the
hands of doctors in consultation with
their patients or should health plan ad-
ministrators sitting in their offices
hundreds of miles away be making
these life-and-death decisions. And
there are life and death decisions being
made.

For me, the debate is about a young
family in western Wisconsin who, 2
years ago, were informed that their 10-
year-old little girl had an inoperable
brain tumor, and they wanted this par-
ticular form of treatment that the doc-
tor was recommending.

The health plan administrator says,
‘‘We will cover that as long as it is an
AMA-approved treatment.’’ The prob-
lem, when they talked to the AMA, is
that there was no such thing as an
‘‘AMA-approved’’ treatment. So they
denied coverage.

As a father of 2 young boys myself, I
can think of no greater fear than a par-
ent facing the prospect of losing a
child.

They then did what any parents
would do under the circumstances.
They went into debt. They borrowed.
They took a second mortgage out in
order to finance the treatment. They
ended up with over $100,000 of debt.
That young girl eventually died last
year. It should not be this way.

Under the Norwood-Dingell bill, administra-
tion of a health plan will no longer be able to
hide behind the shield of ERISA protection but
instead will be subject to an internal and exter-
nal review process and held responsible for
negligent medical decisions.

No longer should parents be faced with the
draconian decision of having to mortgage their

families’ life away or face the prospect of los-
ing a child. Let’s put medical decisions back in
the hands of doctors and their patients, not in-
surance companies.

I urge my colleagues to support the Nor-
wood-Dingell bill and oppose the Boehner and
other substitutes.

Mr. BROWN of Ohio. Mr. Chairman, I
yield 1 minute to the gentleman from
Rhode Island (Mr. KENNEDY).

Mr. KENNEDY of Rhode Island. Mr.
Chairman, do my colleagues realize
that the only people in our society that
are exempted from our laws and ex-
empted from being sued are foreign
diplomats and HMO bureaucrats? They
are the only ones in our society that
are held above the law.

My colleagues read about where that
foreign diplomat ran over that young
girl in Washington, D.C., never had to
be held liable until the Georgian gov-
ernment said that he had to be held lia-
ble. Guess what? The same blanket im-
munity that those foreign diplomats
have these HMO bureaucrats have.

Now, the thing that is going on here
is these HMO bureaucrats forget med-
ical malpractice. That is when a doctor
makes a bad decision. We are having
people who have no medical education
whatsoever, never went to medical
school, they are the ones making med-
ical decisions. That is criminal.

If my colleagues think medical mal-
practice is criminal, try having some-
one who has no medical experience
whatsoever making a medical decision.
That is criminal. Those two instances,
this Boehner bill will not cover; and
that is why we ought to reject the
Boehner substitute.

Mr. BROWN of Ohio. Mr. Chairman, I
yield 1 minute to the gentleman from
Louisiana (Mr. JEFFERSON).

(Mr. JEFFERSON asked and was
given permission to revise and extend
his remarks.)

Mr. JEFFERSON. Mr. Chairman, I
thank the gentleman for yielding me
this time.

Mr. Chairman, who would have ever
thought just a few short years ago that
we would earnestly debate here in this
Congress whether a child needing med-
ical attention could see a pediatrician
or whether a woman could engage an
OB/GYN for her primary care or wheth-
er a cancer patient could follow the ad-
vice of a family physician and see a
cancer specialist?

It seems obvious that people should
be able to make these choices for
themselves and for their families. What
is more odd is that the choices and the
access, which we seek today through
the passage of the Dingell-Norwood Pa-
tients’ Bills of Rights, are choices that
our people used to have.

In this sense, Dingell-Norwood is not
declarative of new rights for patients,
but is restorative of old ones.

But the trouble with restoring old
choices, the other side says, is the new
costs involved that make health care
choices unaffordable.

But are we to assume that every
level of every profit center in every
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HMO plan is reasonable, that every ex-
pense incurred by every HMO plan is
warranted, or that greater patient
choice will not usher in greater com-
petition among HMO plans that will
work to drive plan costs down? I think
not. Besides, this has not been the ex-
perience of States which have under-
taken HMO reform.

The three amendments offered by my
Republican colleagues make these vital
decisions for consumers. I urge Mem-
bers to reject the tempered approach of
the Boehner-Coburn amendments and
embrace the bold approach of Dingell-
Norwood.

Mr. BROWN of Ohio. Mr. Chairman, I
yield 1 minute to the gentleman from
Pennsylvania (Mr. HOEFFEL).

Mr. HOEFFEL. Mr. Chairman, I
thank the gentleman for yielding me
this time.

Mr. Chairman, I rise in opposition to
the Boehner amendment and in strong
support of the Norwood-Dingell under-
lying legislation. The gentleman from
Iowa (Mr. GANSKE) got it entirely cor-
rect when he identified, as others have,
that the key here is the question of
medical necessity.

The Boehner substitute would con-
tinue to allow insurance company bu-
reaucrats to determine what is medi-
cally necessary. That has got to stop.
We must allow medical doctors once
again to make the decisions that affect
the quality of their patients’ care. We
must allow them to determine medical
necessity, not the insurance bureau-
crats.

Like our doctors who have com-
plained to me in huge numbers, the
Montgomery County, Pennsylvania
Medical Society to a person tells me
that they spend far too much time
fighting with insurance companies, and
that is time taken away from patient
care.

Let us oppose the Boehner substitute
and pass Norwood-Dingell.

Mr. Chairman, I rise in opposition to the
Boehner substitute and in support of the base
bill, the Bipartisan Consensus Managed Care
Improvement Act.

I am a cosponsor of H.R. 2723 because it
would allow Americans to be treated as pa-
tients, not as numbers that affect the bottom
line.

HMO encroachments on the quality of
health care are real.

One of my constituents, Dr. Peter Lantos of
Erdenheim, PA, described to me that when he
needed prostate surgery, his HMO was unwill-
ing to provide a list of specialists, making it
difficult to make an intelligent choice. He was
told to go to a specific hospital, not the one he
preferred.

After fighting many layers of bureaucracy,
Dr. Lantos prevailed. However, he lost what
could have been critical time, although as a
doctor he knew how to fight the system. What
about the average person who does not?
They would have lost even more valuable
time.

H.R. 2723 would: strengthen doctor and pa-
tient control over medical decisions by allow-
ing doctors, rather than accountants, to define
‘‘medical necessity’’; protect patients by guar-

anteeing access to specialists, out-of-network
doctors, out-of-network emergency rooms, and
non-formulary drugs. It also increases choice
by guaranteeing patients a point-of service
plan option; prohibit gag rules on doctors, so
they may discuss all treatment options with
their patients; and hold HMO’s accountable by
establishing an external review process and
allowing liability suits in state courts.

The Boehner substitute does not correct
medical necessity, does not hold health plans
liable, and waters down patient protections. It
is not serious reform.

We spend millions of dollars training our
doctors, and billions developing drugs, treat-
ments and equipment to treat America’s pa-
tients. Then we turn all of that knowledge and
innovation and investment over to a bean
counter from a business school. Something is
wrong.

The most important part of a good bedside
manner used to be the infusion of hope that
everything would be done to fix what ails the
patient. That has been replaced by a glance at
the HMO manual and a shrug of the shoulder.

Doctors now take time they could spend
with patients to argue with insurance compa-
nies.

America’s patients deserve medical care
that will make them well quicker and keep
them well longer. They need more than a pla-
cebo, but sadly, that is all this bill is.

I urge my colleagues not to be fooled by
this or the other two poison pill substitutes.
Let’s have a clean vote on Dingell-Norwood,
clean up the Senate bill in conference, and
send managed care reform to the American
people before the holidays.

Mr. BOEHNER. Mr. Chairman, I yield
myself 15 seconds.

Mr. Chairman, under our proposal, an
internal review is required, as we have
under existing law. Only a doctor can
deny care at the internal review level.
Then if it is denied, a patient has the
ability to go to an external review
where an independent medical doctor
will determine whether, in fact, that
care can be given.

Mr. Chairman, I am happy to yield 3
minutes to the gentlewoman from Ken-
tucky (Mrs. NORTHUP).

Mrs. NORTHUP. Mr. Chairman, as we
debate this substitute, I am reminded
of what Kentucky did in the General
Assembly in 1994. They passed a bill
much like the gentleman from Iowa
(Mr. GANSKE) and the gentleman from
Georgia (Mr. NORWOOD) have proposed
in this session and the last session of
Congress, one that is highly regu-
latory, one that they convinced the
public will give them more medicine at
a lower cost. Of course none of this
happened.

In fact, the highly regulatory proce-
dures that were enacted by the Ken-
tucky General Assembly is pointed to
by every other one of the other 49
States as the disaster that anybody
with any understanding of insurance
and the cost of medicine would have
understood.

The fact is 45 insurance companies
out of 47 have left Kentucky. There are
only two that are selling insurance in
Kentucky today. The fact is the prices
have skyrocketed. Just this year, busi-

nesses are telling me again of their in-
creases at 38 percent and 50 percent.

We have an increasing number of
workers today that are choosing not to
take their company’s health insurance
because even their share of the pre-
mium at 10 or 25 percent is more than
they want to pay.

Who is deciding not to take insur-
ance? It is the healthy young workers,
the workers we need in the health in-
surance system. Because insurance in
all cases is one of those products where
all of the people pay in, the healthy
pay in, so that the people that get sick,
that the costs are taken care of. When
we begin to have the healthy young
workers not buy insurance, what it
does is create this spiral that con-
tinues. Health insurance goes up and
up, outpricing most people that want
health insurance.

It is terribly counterproductive for
us to siphon off medical money, med-
ical money that comes to the medical
community from insurance and use it
for legal services. We need to create a
system where every dollar of medical
money, money gotten through medical
insurance, is spent on medical services
and medical miracles.

We can do that if we ensure that in-
surance companies live up to their re-
sponsibility through an appeals proc-
ess, appeals process within the plan, an
appeals process outside of the plan, and
not through siphoning off huge num-
bers of dollars and go back to the sys-
tem of excessive medical tests that
drove the costs so high originally by
allowing lawsuits, more lawsuits than
what we have now.

So I support the substitute of the
gentleman from Ohio (Mr. BOEHNER),
and I ask the rest of the Members to
consider supporting it, too.
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Mr. BROWN of Ohio. Mr. Chairman, I

yield 1 minute to the gentlewoman
from California (Mrs. CAPPS), a mem-
ber of the Subcommittee on Health and
Environment.

Mrs. CAPPS. Mr. Chairman, I rise in
strong opposition to the Boehner
amendment. This substitute will not
protect patients. This bill does not pro-
vide for independent and timely ap-
peals when patients are harmed by
HMO decisions. This amendment leaves
in place what is wrong with the current
system. HMO bureaucrats, not doctors,
will determine what treatment is medi-
cally necessary. In comparison, the bi-
partisan Norwood-Dingell bill provides
a core set of meaningful protections for
patients. Finally, the Boehner amend-
ment will not allow patients to sue
their HMOs for negligent care.

The consensus bill includes a strong
independent review panel procedure.
And as a last resort, patients must
have the ability to sue HMOs for harm-
ful medical decisions. No other indus-
try has such special legal protections.
The HMO industry should not have
them either.

I urge my colleagues to oppose the
Boehner amendment.
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Mr. BROWN of Ohio. Mr. Chairman, I

yield 1 minute to the gentleman from
Ohio (Mr. STRICKLAND), also a member
of the Subcommittee on Health and
Environment.

Mr. STRICKLAND. Mr. Chairman, I
am angry today. I am angry because
the constituents that I represent from
southern Ohio are being denied their
rightful medical care under today’s
system. I am angry because the health
care insurance lobbyists are lining our
walkways as we walk to this chamber.
I am angry because hundreds of thou-
sands of dollars have been poured into
influencing the decisions of Members
in this chamber in the last few days
and weeks. I am angry because I be-
lieve Americans, moms and dads and
children, are being injured and are los-
ing their lives today because we have
not had the courage to stand up and do
the right thing for the American peo-
ple.

I hope the American people are
watching us today. I hope they take
note of our votes today, because we
have a forced choice. We can either
support patients or we can support in-
surance companies. It is as simple as
that. This substitute is a nonhelpful
bill. We need to support the Norwood-
Dingell bill and give the American citi-
zens true protections in their health
care coverage.

Mr. BROWN of Ohio. Mr. Chairman, I
yield such time as she may consume to
the gentlewoman from the Virgin Is-
lands (Mrs. CHRISTENSEN).

(Mrs. CHRISTENSEN asked and was
given permission to revise and extend
her remarks.)

Mrs. CHRISTENSEN. Mr. Chairman,
I rise in opposition to this amendment.

Mr. Chairman, I rise in opposition to the
Boehner amendment, and ask my colleagues
to vote against it. This is a poison pill amend-
ment which would gut many of the provisions
that are needed to implement true managed
care reform.

The American people have told us time and
time again, and in many ways, that they want
the way that managed care delivers health
care changed. They don’t want it changed just
for some, but for all. To half step change, as
this amendment would do, would be more of
a disservice than a service.

For example, Mr. Chairman, the Boehner
substitute would half step the accountability
provisions in the Dingell-Norwood bill by pro-
viding for an external appeal provision. The
problem with this proposal and why it fall far
short, is because the external reviewers in the
Boehner substitute will use the HMO’s plan
definition of medical necessity and not the in-
sured’s physician.

If such a set-up could work there would be
no need for the Norwood-Dingell.

It is precisely to get away from having the
plan’s definition of medical necessity be the
determining factor and not the patient and his
doctor’s definition why we need the Norwood-
Dingell bill.

Vote against the Boehner substitute and
vote for a clean Norwood-Dingell bill.

Mr. BROWN of Ohio. Mr. Chairman, I
yield 3 minutes to the gentleman from
Michigan (Mr. BONIOR), the Democratic
whip.

Mr. BONIOR. Mr. Chairman, I thank
the gentleman for yielding me this
time.

I recently met a woman from
Marysville, Michigan. Her young
daughter had only one kidney left and
was in a fight for her life against diabe-
tes. She desperately needed to see a
specialist, but her HMO was worried
about the cost, not getting this little
girl the treatment that she needed.
They were worried about how much it
might affect their bottom line.

So what happened? They sent her to
a general practitioner. That doctor
could not help her. Her mother begged
for a specialist. The HMO said, again,
no, you have to go see somebody on the
staff. So they sent her to another staff
doctor. No answers. They still would
not yield, the HMOs. This went on
week after week after week. This girl
got sicker and sicker and sicker, and
ultimately the HMO refused to see her
10 different times before they sent her
to a specialist. Ten times before a spe-
cialist.

She survived, but there are others
who have not survived. This is what
happens when insurance companies
make medical decisions instead of doc-
tors and patients. And that is why we
are trying to come up with a bill today
that will address this problem. Over 300
health organizations, the AMA, the
cardiologists, Families USA, consumer
and health groups have endorsed the
Dingell-Norwood bill and are opposed
to the Boehner substitute, which we
are on now, the Shadegg-Coburn sub-
stitute, and the others that we will
face.

They know that the insurance com-
panies are out of control, these groups.
Just look at the numbers. Eighty-three
percent of the doctors surveyed say
managed care has cut time that they
spent with their patients. Eighty-six
percent of the doctors say that man-
aged care has reduced their access to
specialists, in the example I gave pre-
viously. Almost 90 percent of the docs
report that HMOs actually reject med-
ical recommendations they make for
their patients. And it goes on and on
and on.

There is no accountability in the sub-
stitute that we are addressing here
today. No recourse if an individual is
turned down; nothing to give an indi-
vidual the right to fight and to petition
in a way that is going to hold the
HMOs and the insurance companies ac-
countable.

Vote against the substitute, vote
against Coburn-Shadegg, vote against
the substitute that follows that
changes the course of direction in our
courts, and vote for the bill that the
American people are yearning for,
waiting for, the bill authored by the
gentleman from Georgia (Mr. NOR-
WOOD) and the gentleman from Michi-
gan (Mr. DINGELL), as well as the gen-
tleman from Iowa (Mr. GANSKE). It is
the bill that will set us on the course
to correct all of these abuses, all of
these horror stories.

It is the doctors and the patients
versus the insurance companies in this
country. It could not be more clear.

Mr. BOEHNER. Mr. Chairman, I yield
1 minute to the gentleman from South
Carolina (Mr. DEMINT).

Mr. DEMINT. Mr. Chairman, I rise in
strong support of the Boehner sub-
stitute.

As an employer myself for 15 years, I
am angry too that folks would stand up
today and punish small employers as
well as any size employers who try to
provide health insurance for their em-
ployees.

I am angry at this idea that we can
take health insurance out of the hands
of employers and put it in the hands of
the trial lawyers and expect to get bet-
ter health care.

I am angry that yesterday I was in
this room and this same group who is
arguing for more liability today would
try to keep individuals from owning
their own health insurance so they
could protect themselves by making
their own health care decisions.

And I am angry today that now they
are back making it harder for employ-
ers to buy that health insurance for in-
dividuals who cannot buy it for them-
selves.

I am angry because there is no one
here suggesting where they are going
to go when they cannot buy it for
themselves, yet we do not want em-
ployers to buy it any more. Because
the question is not whether people will
have good health care, it is whether
the health care system will be run by
attorneys or will be run by physicians.

Mr. BROWN of Ohio. Mr. Chairman, I
yield 1 minute to the gentleman from
Tennessee (Mr. TANNER).

Mr. TANNER. Mr. Chairman, I thank
the gentleman for yielding me this
time, and I would like to engage in a
colloquy with the gentleman from
Michigan (Mr. DINGELL) and the gen-
tleman from Georgia (Mr. NORWOOD)
about the underlying intent of the bill.

Is it the intent of the sponsors to per-
mit claims to be brought against inde-
pendent insurance agents who work
with employers in helping to select a
plan?

Mr. DINGELL. Mr. Chairman, will
the gentleman yield?

Mr. TANNER. I yield to the gen-
tleman from Michigan.

Mr. DINGELL. The answer to the
gentleman’s question is no. If an inde-
pendent insurance agent assists with
the selection of or purchase of a plan,
but is not involved in the medical care
decisions, it is not our intent to permit
a claim to be brought against the in-
surance agent, and under our proposal
it cannot.

Mr. TANNER. Reclaiming my time,
Mr. Chairman, I thank the gentleman.

It is an important clarifying posi-
tion, and I wanted to make sure that
the omission of specific legislative lan-
guage in section 302 could not be inter-
preted to permit a claim against an
independent insurance agent if that
agent is not involved in the making of
any actual medical care decisions.
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Mr. NORWOOD. Mr. Chairman, will

the gentleman yield?
Mr. TANNER. I yield to the gen-

tleman from Georgia.
Mr. NORWOOD. I would say to the

gentleman, Mr. Chairman, that I hope
my son is watching this colloquy. He is
an insurance agent.

But the gentleman is absolutely cor-
rect in his assumption.

Mr. DINGELL. Mr. Chairman, if an inde-
pendent insurance agent assists with the se-
lection or purchase of a plan but is not in-
volved in the medical care decisions, it is not
our intent to permit a claim to be brought
against that insurance agent.

Independent insurance agents do not make
medical decisions and therefore should not be
liable for harm caused by a decision made by
a group health plan. However, Section 302
dictates that claims may be brought against an
employer or its employees, if the employer or
employee participates in any way in the mak-
ing of decisions on health care claims.

The omission of specific legislative language
could not be interpreted to permit a claim
against an independent insurance agent if the
independent insurance agent is not involved in
the making of any actual medical care deci-
sions.

If this bill proceeds to conference, we would
seek clarification that independent insurance
agents are not to be held liable for medical
and care decisions made by others. It is the
intent of the legislation to limit liability only to
those who make medical care decisions.

It is not our intent that independent insur-
ance agents could be held liable.

Independent insurance agents who work
with or on behalf of an employer in helping the
employer to select a plan should be subject to
the same liability parameters as the employer.

Mr. BROWN of Ohio. Mr. Chairman, I
yield 2 minutes to the gentlewoman
from North Carolina (Mrs. CLAYTON).

Mrs. CLAYTON. Mr. Chairman, I
thank the gentleman for yielding me
this time.

Mr. Chairman, some would have us
believe that this debate is about courts
and lawyers. This is not about courts;
it is about care. It is not about lawyers
but about doctors having the right to
provide that care.

I am against the Boehner substitute
because it omits the needed enforce-
ment of protection for patients and
their doctors in providing that care.
Similarly, I am against any substi-
tution that caps damages, like the
Coburn substitute. Likewise, I am
against the Houghton-Graham sub-
stitute because it also strikes out the
enforcement and compliance provided
by the Norwood-Dingell bill on H.R.
2723.

When a person goes to the doctor,
they are not interested in who they can
sue. They are interested in who can
cure them. But more importantly, Mr.
Chairman, this debate is about care for
all, rather than care for some. Some
would have us believe that the tax
package will result in all America’s
being covered and healthy. But such an
approach to managed care reform will
not result in greater coverage; it will
only result in benefiting the wealthy,

the healthy, or those who are finan-
cially well off.

This is a misguided concern, Mr.
Chairman, because in North Carolina
28.6 percent of children under the age
of 19, who are at or below 200 percent of
the poverty level, are without health
insurance. Rural communities are dis-
proportionately without care. Some
44.3 million people are uninsured in
1998, despite a good economy. Last year
1.7 million more people were uninsured
than the previous year in households
making below $50,000.

Mr. Chairman, we should support the
Norwood-Dingell bill. It is about care,
it is about opportunity, it is about ac-
countability.

Mr. BOEHNER. Mr. Chairman, I yield
1 minute to the gentlewoman from
Ohio (Ms. PRYCE), an esteemed member
of the Republican leadership in the
House.

Ms. PRYCE of Ohio. Mr. Chairman, I
thank my good friend from Ohio for
yielding me this time, and I rise in sup-
port of the Boehner substitute.

Mr. Chairman, since his markup, the
gentleman from Ohio has continued to
work to improve upon his proposals.
Specifically, he deserves credit as the
first one to add strong cancer clinical
trials language to his proposal. This
language gives cancer patients access
to all trials approved by the FDA or
sponsored by federally approved enti-
ties, as well as those sanctioned by the
Department of Defense, NIH, and Vet-
erans Affairs.

We simply must increase participa-
tion in clinical trials if our researchers
are going to make strides in their
search for new treatments and a cure
for this horrid disease. This language
has the support of some 40 cancer orga-
nizations, and it is not in the Dingell-
Norwood bill.

In addition to cancer patients, the
Boehner substitute offers all patients
basic protections. The amendment bans
gag rules, ensures emergency room
coverage, provides direct access to OB-
GYNs and pediatricians, and offers con-
tinuity of care. These are the common
sense reforms that we all agree on.

I encourage all of my colleagues to
support the Boehner amendment.

Mr. BROWN of Ohio. Mr. Chairman, I
yield 1 minute to the gentleman from
Wisconsin (Mr. BARRETT), a member of
the Subcommittee on Health and Envi-
ronment.

Mr. BARRETT of Wisconsin. Mr.
Chairman, we have heard a lot this
morning about lawsuits, and I want to
talk a little bit about the lawsuits in
Texas, because Texas has a law similar
to the law that we are trying to pass.
There have been less than a handful,
less than five. Three of them involved
persons who were denied access to a
cancer specialist; and, as a result, their
health deteriorated dramatically over
that time period.

The fourth one, the one that struck
me the most, was an individual who
was in the hospital and his physician
said that this patient should not be

sent home because of his severe depres-
sion. The HMO bureaucrat demanded
that the patient be sent home. The pa-
tient went home, swallowed a bottle of
antifreeze and killed himself because of
the decision of the bureaucrat.

Mr. Chairman, this piece of legisla-
tion, or this amendment, would deny
access to the courts for that individual.
I think that that would be wrong. I
think that that is a situation where,
clearly, the medical decision was not
made by the physician. The decision
was made by the HMO. And in order for
us to move that decision-making proc-
ess back to the physician, we have to
have access to the courts.

Mr. Chairman, this is not going to
create a wave of lawsuits, but it is
going to protect those individuals who
are denied medical care.

Mr. BOEHNER. Mr. Chairman, I yield
myself such time as I may consume to
say that the example just given would
never happen under the Boehner pro-
posal, nor would it happen under the
Dingell-Norwood proposal, and the gen-
tleman well knows that.

Mr. Chairman, I yield 2 minutes to
the gentleman from Texas (Mr.
ARMEY), the majority leader.

Mr. ARMEY. Mr. Chairman, I thank
the gentleman for yielding me this
time.

Let me begin my remarks, Mr. Chair-
man, by pointing out that this is a se-
rious business we are about today, and
I am proud it is being taken as seri-
ously as it is by this body.

I would also like to thank those
Members of this body who yesterday
cast a vote that provided some equity
and opportunity not only to the 44 mil-
lion Americans that are today doing
without insurance, but to the millions
of additional Americans who buy their
own insurance.
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It is about time that we remove bar-
riers to insurability from these people
and treated them fairly under the law.
I am proud that we passed those provi-
sions last night.

But with respect to the offers we see
contested here, I want to tell my col-
leagues I am speaking on behalf of the
Boehner bill precisely because the gen-
tleman from Ohio (Mr. BOEHNER) in
crafting this bill kept his eye on the
ball. He asked himself the question,
who is this about? And the answer was,
wholly and without compromise, the
well-being of the patient and the pa-
tient’s family.

Mr. Chairman, we have all been there
ourselves and we have certainly seen
our constituents there. They have
someone they love, maybe it is mom or
dad, maybe it is their child, maybe it is
their spouse, someone they love, rely-
ing on their insurance coverage and a
sense of security they have drawn from
that, at a moment of medical stress;
and they are scared. They are terrified,
Mr. Chairman, that dad is not getting
the right care, that their baby is not
getting the right procedures. They
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have doubts. They have concerns. They
have worries. And they are frantic with
fear.

Mr. Chairman, not only does the pa-
tient but the patient’s family deserves
to have an answer now from medical
professionals. Now I must know. If dad
is not getting the right treatment,
what can we do to change it?

The gentleman from Ohio (Mr.
BOEHNER) responds to that. He says the
patient’s well-being and that peace of
mind of the family comes before the
doctors, comes before the trial lawyers,
comes before the health care provider,
comes before everything. And that is
what he provides, an immediate, com-
prehensive, compelling review by med-
ical professionals that says, we give
the right necessary treatment and we
give it now.

How could anybody turn away from
that and say instead to that distressed
mother or father or husband or daugh-
ter, no, we would rather give you our
promise that 6 months from now or
maybe a year we will get you on the
docket and we will let the lawyers and
the judges decide what should have
been the care that that precious baby
got 6 months or a year ago?

No, that is not good enough, Mr.
Chairman. That is not a good enough
answer for my children. It is not a good
enough answer for the parents. We
must do what the Boehner bill says we
should do, give that family that answer
now and get the care to the parents
now. It is about health care. It is about
danger. It is about a chance to get a
good recovery with the right care and
get it now.

Let the trial lawyers and, for that
matter, let the doctors take their turn.
But today let us all vote for Boehner
and let us put patients and the pa-
tients’ families ahead of everybody else
as this bill does.

The CHAIRMAN. The Chair would re-
mind the Members that the gentleman
from Ohio (Mr. BOEHNER) on the major-
ity side has 33⁄4 minutes remaining, and
the gentleman from Ohio (Mr. BROWN)
on the minority side has 33⁄4 minutes
remaining and the right to close.

Mr. BROWN of Ohio. Mr. Chairman, I
yield 11⁄2 minutes to my friend the gen-
tlewoman from Connecticut (Ms.
DELAURO).

Ms. DELAURO. Mr. Chairman, let me
read a letter from my constituents
Gary and Marlene Rappaport from Or-
ange, Connecticut.

As parents whose 25-year-old daughter Re-
becca died after delay in receiving a bone
marrow transplant because of repeated deni-
als from her insurance provider, we are writ-
ing in strong support of the Norwood-Dingell
bill. As Rebecca wrote in her journal dated
March 28, 1997, ‘‘I would like my family to
continue my pursuit of litigation, suing for
gross negligence resulting in severe physical
damage, physical pain and inestimable emo-
tional suffering. My medical record, history,
and physicians support my case. Should an
award be given in my absence, I would like a
significant portion donated to cancer re-
search.

Rebecca had a full life ahead of her.
She did not get that chance. Her par-

ents are left with an unimaginable
heartache, the loss of a beloved daugh-
ter, and nowhere to turn to address
wrongful denial.

Vote against the Boehner substitute.
It fails to cover all privately insured
Americans, does not provide for inde-
pendent or timely appeals of decisions.
It does not provide for access to spe-
cialty care. And most of all, it does not
allow patients to hold their health
plans accountable.

The only bill that does that today is
Dingell-Norwood. Do it. Pass Dingell-
Norwood. Do it for the Rappaports and
do it for families like them who are in
pain and who are begging for our help
here on the floor of this House today.

Mr. BROWN of Ohio. Mr. Chairman, I
yield 1 minute to the gentlewoman
from the Virgin Islands (Mrs.
CHRISTENSEN).

Mrs. CHRISTENSEN. Mr. Chairman,
I thank the gentleman for yielding me
the time.

Mr. Chairman, I am here once again
to ask my colleagues to reject all of
the substitute amendments that are
now being considered and vote for a
clean Norwood-Dingell-Ganske bill.

I realize that I have not been here
very long. But in the almost 3 years
that I have been in Congress, this bill,
H.R. 2723, represents the best example
of bipartisan cooperation that I have
ever seen.

What makes this compromise so spe-
cial is that it was done in direct re-
sponse to the concerns that have been
brought to us by the people we serve,
not out of our political interests but in
the interests of all Americans.

The Goss-Coburn-Shadegg substitute
puts an unnecessary albatross on the
back of our attempts to have real man-
aged care reform. Its purpose could not
be anything other than to fatally poi-
son a good bill, making it eligible for a
sure veto, thus killing any chance for
the American people to get the relief
they so desperately seek.

I ask my colleagues to stand with the
American people and against the HMO
industry. Vote ‘‘no’’ on the Goss-
Coburn-Shadegg amendment.

Mr. BOEHNER. Mr. Chairman, I yield
myself the balance of my time.

Mr. Chairman, what this debate real-
ly comes down to, I think, is whether
we are going to have accountability
through litigation and lawyers or are
we going to have accountability
through doctors.

To ensure accountability in health
care decisions, I think my proposal
vests its power in independent doctors
to make the right medical decisions.

I think the Dingell-Norwood proposal
believes lawyers are the best authority
when it comes to medical treatment.
They believe that employers who vol-
untarily provide health care insurance
to their employees ought to be subject
to open-ended liability if someone be-
lieves they have been treated unfairly.

This reminds me of the incredible
logic of trial attorneys suing doctors
for malpractice when they attempted

to render medical care to injured or ill
individuals on an emergency basis.
What happened? Doctors and other
health care professionals began to
stand by and did not apply their knowl-
edge and skills to help fellow human
beings for fear of being sued by some
enterprising trial lawyer.

Across this country, States and local
governments had to pass good samari-
tan laws in order to protect doctors
and nurses from doing the right thing
in the first place.

Well, let me assure my colleagues, if
we move forward on court liability for
employers, today’s employers are going
to become the doctors and nurses of
the 1970s. They will stand by and no
longer offer health insurance to their
employees. Instead of having 44 million
Americans with no health care cov-
erage, we will have tens of millions
added to that list.

Now, let us put in place a binding ex-
ternal appeal that will ensure that pa-
tients get their care when they need it.
As the Washington Post stated earlier
this week: ‘‘Our first instinct would be
to try the appeals system first and
broaden access to the courts only if the
appeals process turned out after a num-
ber of years to not work.’’

My colleagues, we have an oppor-
tunity today to do something that is
responsible, responsible for our health
care system by bringing more account-
ability to managed care without driv-
ing up costs and without creating more
uninsured. It is a delicate balance that
we walk between bringing more ac-
countability without driving up the
cost and driving down access to our
system. We have a great system in
America where employers are provided
health care for 125 million American
lives in a shared arrangement in most
cases.

Unfortunately, the Norwood-Dingell
bill today, in my view, will jeopardize
the health insurance benefits that mil-
lions of Americans get. Do we really
want to take that big step off of this
cliff without a parachute? Do we really
want to take the chance that millions
of Americans are going to lose their in-
surance because we want to open this
up to litigation and entreat the trial
bar to another new field that they can
go out and operate in?

I do not think that is what the Amer-
ican people want us to do. They want
us to take a responsible approach.
They want us to take an approach that
will ensure they get the care without
driving up cost and without jeopard-
izing the number one benefit that they
appreciate from their employers.

Vote for the Boehner proposal.
Mr. BROWN of Ohio. Mr. Chairman, I

yield myself the balance of my time.
Mr. Chairman, this substitute undoes

the good bipartisan work that the gen-
tleman from Michigan (Mr. DINGELL),
the gentleman from Georgia (Mr. NOR-
WOOD), and the gentleman from Iowa
(Mr. GANSKE) did to craft this very
positive strong legislation.

Similar legislation is working in
Texas where insurance companies are
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held accountable when they make med-
ical decisions.

The Boehner substitute, however, is
not a serious legislative effort. It does
not hold insurance companies account-
able when they make medical decisions
that harm people. For all the discus-
sion and all the talk, Mr. Chairman,
about lawyers taking over the health
care profession, the Boehner substitute
would hand the lawyer, not the doctor,
the power to decide whether a case
needs a medical evaluation.

Mr. Chairman, the majority of Mem-
bers support the Norwood-Dingell-
Ganske bill. Vote ‘‘no’’ on the Boehner
substitute.

Mr. CLAY. Mr. Chairman, the Boehner sub-
stitute fails to provide enrollees with what they
want most from their health plan—account-
ability. Under the Boehner substitute, all court
actions would be subject to caps on non-
economic and punitive damages of $250,000.
The Boehner substitute does not ensure that
employees are adequately redressed when
they have been injured. Therefore, health
plans still retain an incentive to deny claims in
order to cut costs. Every other business is
subject to liability when they make negligent
decisions, why should health plans be any dif-
ferent?

The Boehner substitute creates a health
care access affordability, and quality commis-
sion. This proposed commission would estab-
lish model guidelines, evaluate the cost impact
of proposed mandates, comment on secre-
tarial reports, and conduct additional reviews
requested by Members of Congress. However,
what this proposed commission really does is
create a new Federal bureaucracy that dupli-
cates many functions that are ongoing, both
within the Department of Labor and other
parts of the Federal Government.

The Boehner substitute also contains a
‘‘conscience clause’’ that significantly weakens
the anti-gag protection. This clause allows
plans to limit or deny any coverage that is in-
consistent with its moral or religious convic-
tions. This provision essentially allows plans to
gag their providers from discussing any issues
to which the plan is morally opposed. Plans
would be able to devise new strategies to
deny care, under the guise of moral opposi-
tion. This is why I support the Bipartisan Man-
aged Care Improvement Act, H.R. 2723. It
represents a reasonable, bipartisan com-
promise that protects patients. This is not the
case with the substitute before us. I urge my
colleagues to vote ‘‘no’’ on the Boehner sub-
stitute.

The CHAIRMAN. The question is on
the amendment in the nature of a sub-
stitute offered by the gentleman from
Ohio (Mr. BOEHNER).

The question was taken; and the
Chairman announced that the noes ap-
peared to have it.

RECORDED VOTE

Mr. BOEHNER. Mr. Chairman, I de-
mand a recorded vote.

A recorded vote was ordered.

The vote was taken by electronic de-
vice, and there were—ayes 145, noes 284,
not voting 5, as follows:

[Roll No 487]

AYES—145

Aderholt
Archer
Armey
Baker
Ballenger
Barrett (NE)
Bartlett
Barton
Bereuter
Biggert
Bilirakis
Bliley
Blunt
Boehner
Bonilla
Brady (TX)
Bryant
Burr
Callahan
Calvert
Camp
Cannon
Chabot
Chambliss
Coble
Collins
Cox
Crane
Cubin
Cunningham
Deal
DeLay
DeMint
Dickey
Doolittle
Dreier
Dunn
Ehlers
Ehrlich
Everett
Ewing
Fletcher
Fossella
Fowler
Gekas
Gibbons
Gillmor
Goode
Goodlatte

Goodling
Goss
Granger
Green (WI)
Gutknecht
Hansen
Hastert
Hastings (WA)
Hayes
Hayworth
Hefley
Herger
Hill (MT)
Hilleary
Hobson
Hoekstra
Hostettler
Houghton
Hulshof
Hyde
Jenkins
Johnson, Sam
Jones (NC)
Kasich
Kingston
Knollenberg
Kolbe
LaHood
Latham
Lewis (KY)
Linder
Lucas (KY)
Lucas (OK)
Manzullo
McCrery
McInnis
McIntosh
McKeon
Mica
Miller (FL)
Miller, Gary
Myrick
Nethercutt
Ney
Northup
Nussle
Ose
Oxley
Packard

Paul
Pease
Peterson (PA)
Petri
Pickering
Pitts
Pombo
Portman
Pryce (OH)
Radanovich
Ramstad
Regula
Riley
Rogers
Rohrabacher
Royce
Ryan (WI)
Ryun (KS)
Salmon
Sensenbrenner
Sherwood
Shimkus
Shuster
Simpson
Smith (MI)
Smith (TX)
Stump
Sununu
Talent
Tancredo
Tauzin
Taylor (NC)
Terry
Thomas
Thune
Tiahrt
Toomey
Upton
Walden
Watkins
Watts (OK)
Weldon (FL)
Weldon (PA)
Weller
Whitfield
Wicker
Young (AK)

NOES—284

Abercrombie
Ackerman
Allen
Andrews
Bachus
Baird
Baldacci
Baldwin
Barcia
Barr
Barrett (WI)
Bass
Bateman
Becerra
Bentsen
Berkley
Berman
Berry
Bilbray
Bishop
Blagojevich
Blumenauer
Boehlert
Bonior
Bono
Borski
Boswell
Boucher
Boyd
Brady (PA)
Brown (FL)
Brown (OH)
Burton
Buyer
Campbell
Canady
Capps
Capuano
Cardin
Carson
Castle
Chenoweth-Hage
Clay
Clayton
Clement

Clyburn
Coburn
Combest
Condit
Conyers
Cook
Cooksey
Costello
Coyne
Cramer
Crowley
Cummings
Danner
Davis (FL)
Davis (IL)
Davis (VA)
DeFazio
DeGette
Delahunt
DeLauro
Deutsch
Diaz-Balart
Dicks
Dingell
Dixon
Doggett
Dooley
Doyle
Duncan
Edwards
Emerson
Engel
English
Eshoo
Etheridge
Evans
Farr
Fattah
Filner
Foley
Forbes
Ford
Frank (MA)
Franks (NJ)
Frelinghuysen

Frost
Gallegly
Ganske
Gejdenson
Gephardt
Gilchrest
Gilman
Gonzalez
Gordon
Graham
Green (TX)
Greenwood
Gutierrez
Hall (OH)
Hall (TX)
Hastings (FL)
Hill (IN)
Hilliard
Hinchey
Hinojosa
Hoeffel
Holden
Holt
Hooley
Horn
Hoyer
Hunter
Hutchinson
Inslee
Isakson
Istook
Jackson (IL)
Jackson-Lee

(TX)
Jefferson
John
Johnson, E. B.
Jones (OH)
Kanjorski
Kelly
Kennedy
Kildee
Kilpatrick
Kind (WI)
King (NY)

Kleczka
Klink
Kucinich
Kuykendall
LaFalce
Lampson
Lantos
Largent
LaTourette
Lazio
Leach
Lee
Levin
Lewis (CA)
Lewis (GA)
Lipinski
LoBiondo
Lofgren
Lowey
Luther
Maloney (CT)
Maloney (NY)
Markey
Martinez
Mascara
Matsui
McCarthy (MO)
McCarthy (NY)
McCollum
McDermott
McGovern
McHugh
McIntyre
McKinney
McNulty
Meehan
Meek (FL)
Meeks (NY)
Menendez
Millender-

McDonald
Miller, George
Minge
Mink
Moakley
Mollohan
Moore
Moran (KS)
Moran (VA)
Morella
Murtha

Nadler
Napolitano
Neal
Norwood
Oberstar
Obey
Olver
Ortiz
Owens
Pallone
Pascrell
Pastor
Payne
Pelosi
Peterson (MN)
Phelps
Pickett
Pomeroy
Porter
Price (NC)
Quinn
Rahall
Rangel
Reyes
Reynolds
Rivers
Rodriguez
Roemer
Rogan
Ros-Lehtinen
Rothman
Roukema
Roybal-Allard
Rush
Sabo
Sanchez
Sanders
Sandlin
Sanford
Sawyer
Saxton
Schaffer
Schakowsky
Scott
Serrano
Sessions
Shadegg
Shaw
Shays
Sherman
Shows

Sisisky
Skeen
Skelton
Slaughter
Smith (NJ)
Smith (WA)
Snyder
Souder
Spence
Spratt
Stabenow
Stark
Stearns
Stenholm
Strickland
Stupak
Sweeney
Tanner
Tauscher
Taylor (MS)
Thompson (CA)
Thompson (MS)
Thornberry
Thurman
Tierney
Towns
Traficant
Turner
Udall (CO)
Udall (NM)
Velázquez
Vento
Visclosky
Vitter
Walsh
Wamp
Waters
Watt (NC)
Waxman
Weiner
Wexler
Weygand
Wilson
Wise
Wolf
Woolsey
Wu
Wynn
Young (FL)

NOT VOTING—5

Johnson (CT)
Kaptur

Larson
Metcalf

Scarborough

b 1246

Ms. RIVERS and Mr. KUYKENDALL
changed their vote from ‘‘aye’’ to ‘‘no.’’

Mr. BARRETT of Nebraska changed
his vote from ‘‘no’’ to ‘‘aye.’’

So the amendment in the nature of a
substitute was rejected.

The result of the vote was announced
as above recorded.

Stated against:
Mr. LARSON. Mr. Chairman, on rollcall No.

487, I was inadvertently detained. Had I been
present, I would have voted ‘‘no.’’

The CHAIRMAN. It is now in order to
consider amendment No. 2 printed in
part B of House Report 106–366.

AMENDMENT NO. 2 IN THE NATURE OF A
SUBSTITUTE OFFERED BY MR. GOSS

Mr. GOSS. Mr. Chairman, I offer an
amendment in the nature of a sub-
stitute.

The CHAIRMAN. The Clerk will des-
ignate the amendment in the nature of
a substitute.

The text of the amendment in the na-
ture of a substitute is as follows:

Amendment No. 2 in the nature of a sub-
stitute offered by Mr. GOSS:

Strike all after the enacting clause and in-
sert the following:
SECTION 1. SHORT TITLE; TABLE OF CONTENTS.

(a) SHORT TITLE.—This Act may be cited as
the ‘‘Health Care Quality and Choice Act of
1999’’.
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(b) TABLE OF CONTENTS.—The table of con-

tents of this Act is as follows:

Sec. 1. Short title; table of contents.

TITLE I— AMENDMENTS TO THE PUBLIC
HEALTH SERVICE ACT

Sec. 101. Application to group health plans
and group health insurance cov-
erage.

Sec. 102. Application to individual health in-
surance coverage.

Sec. 103. Improving managed care.

‘‘TITLE XXVIII—IMPROVING MANAGED
CARE

‘‘Subtitle A—Grievance and Appeals

‘‘Sec. 2801. Utilization review activities.
‘‘Sec. 2802. Internal appeals procedures.
‘‘Sec. 2803. External appeals procedures.
‘‘Sec. 2804. Establishment of a grievance

process.

‘‘Subtitle B—Access to Care

‘‘Sec. 2811. Consumer choice option.
‘‘Sec. 2812. Choice of health care profes-

sional.
‘‘Sec. 2813. Access to emergency care.
‘‘Sec. 2814. Access to specialty care.
‘‘Sec. 2815. Access to obstetrical and

gynecological care.
‘‘Sec. 2816. Access to pediatric care.
‘‘Sec. 2817. Continuity of care.
‘‘Sec. 2818. Network adequacy.
‘‘Sec. 2819. Access to experimental or in-

vestigational prescription
drugs.

‘‘Sec. 2820. Coverage for individuals par-
ticipating in approved cancer
clinical trials.

‘‘Subtitle C—Access to Information

‘‘Sec. 2821. Patient access to informa-
tion.

‘‘Subtitle D—Protecting the Doctor-Patient
Relationship

‘‘Sec. 2831. Prohibition of interference
with certain medical commu-
nications.

‘‘Sec. 2832. Prohibition of discrimination
against providers based on li-
censure.

‘‘Sec. 2833. Prohibition against improper
incentive arrangements.

‘‘Sec. 2834. Payment of clean claims.

‘‘Subtitle E—Definitions

‘‘Sec. 2841. Definitions.
‘‘Sec. 2842. Rule of construction.
‘‘Sec. 2843. Exclusions.
‘‘Sec. 2844. Coverage of limited scope

plans.
‘‘Sec. 2845. Regulations.
‘‘Sec. 2846. Limitation on application of

provisions relating to group
health plans..

TITLE II—AMENDMENTS TO THE EM-
PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

Sec. 201. Application of patient protection
standards to group health plans
and group health insurance cov-
erage under the Employee Re-
tirement Income Security Act
of 1974.

Sec. 202. Improving managed care.

‘‘PART 8—IMPROVING MANAGED CARE

‘‘SUBPART A—GRIEVANCE AND APPEALS

‘‘Sec. 801. Utilization review activities.
‘‘Sec. 802. Internal appeals procedures.
‘‘Sec. 803. External appeals procedures.
‘‘Sec. 804. Establishment of a grievance

process.

‘‘SUBPART B—ACCESS TO CARE

‘‘Sec. 812. Choice of health care profes-
sional.

‘‘Sec. 813. Access to emergency care.
‘‘Sec. 814. Access to specialty care.

‘‘Sec. 815. Access to obstetrical and gyn-
ecological care.

‘‘Sec. 816. Access to pediatric care.
‘‘Sec. 817. Continuity of care.
‘‘Sec. 818. Network adequacy.
‘‘Sec. 819. Access to experimental or in-

vestigational prescription
drugs.

‘‘Sec. 820. Coverage for individuals par-
ticipating in approved cancer
clinical trials.

‘‘SUBPART C—ACCESS TO INFORMATION

‘‘Sec. 821. Patient access to information.
‘‘SUBPART D—PROTECTING THE DOCTOR-

PATIENT RELATIONSHIP

‘‘Sec. 831. Prohibition of interference
with certain medical commu-
nications.

‘‘Sec. 832. Prohibition of discrimination
against providers based on li-
censure.

‘‘Sec. 833. Prohibition against improper
incentive arrangements.

‘‘Sec. 834. Payment of clean claims.
‘‘SUBPART E—DEFINITIONS

‘‘Sec. 841. Definitions.
‘‘Sec. 842. Rule of construction.
‘‘Sec. 843. Exclusions.
‘‘Sec. 844. Coverage of limited scope

plans.
‘‘Sec. 845. Regulations.

Sec. 203. Availability of court remedies.
Sec. 204. Availability of binding arbitration.

TITLE III— AMENDMENTS TO THE
INTERNAL REVENUE CODE OF 1986

Sec. 301. Application to group health plans
under the Internal Revenue
Code of 1986.

Sec. 302. Improving managed care.
‘‘CHAPTER 101—IMPROVING MANAGED CARE

‘‘SUBCHAPTER A—GRIEVANCE AND APPEALS.
‘‘Sec. 9901. Utilization review activities.
‘‘Sec. 9902. Internal appeals procedures.
‘‘Sec. 9903. External appeals procedures.
‘‘Sec. 9904. Establishment of a grievance

process.
‘‘SUBCHAPTER B—ACCESS TO CARE

‘‘Sec. 9912. Choice of health care profes-
sional.

‘‘Sec. 9913. Access to emergency care.
‘‘Sec. 9914. Access to specialty care.
‘‘Sec. 9915. Access to obstetrical and

gynecological care.
‘‘Sec. 9916. Access to pediatric care.
‘‘Sec. 9917. Continuity of care.
‘‘Sec. 9918. Network adequacy.
‘‘Sec. 9919. Access to experimental or in-

vestigational prescription
drugs.

‘‘Sec. 9920. Coverage for individuals par-
ticipating in approved cancer
clinical trials.

‘‘SUBCHAPTER C—ACCESS TO INFORMATION

‘‘Sec. 9921. Patient access to informa-
tion.

‘‘SUBCHAPTER D—PROTECTING THE DOCTOR-
PATIENT RELATIONSHIP

‘‘Sec. 9931. Prohibition of interference
with certain medical commu-
nications.

‘‘Sec. 9932. Prohibition of discrimination
against providers based on li-
censure.

‘‘Sec. 9933. Prohibition against improper
incentive arrangements.

‘‘Sec. 9934. Payment of clean claims.
‘‘SUBCHAPTER E—DEFINITIONS

‘‘Sec. 9941. Definitions.
‘‘Sec. 9942. Exclusions.
‘‘Sec. 9943. Coverage of limited scope

plans.
‘‘Sec. 9944. Regulations.

TITLE IV—EFFECTIVE DATES;
COORDINATION IN IMPLEMENTATION

Sec. 401. Effective dates.
Sec. 402. Coordination in implementation.

TITLE V—OTHER PROVISIONS
Subtitle A—Protection of Information

Sec. 501. Protection for certain information.
Subtitle B—Other Matters

Sec. 511. Health care paperwork simplifica-
tion.

TITLE I— AMENDMENTS TO THE PUBLIC
HEALTH SERVICE ACT

SEC. 101. APPLICATION TO GROUP HEALTH
PLANS AND GROUP HEALTH INSUR-
ANCE COVERAGE.

(a) IN GENERAL.—Subpart 2 of part A of
title XXVII of the Public Health Service Act
is amended by adding at the end the fol-
lowing new section:
‘‘SEC. 2707. PATIENT PROTECTION STANDARDS.

‘‘(a) IN GENERAL.—Each group health plan
shall comply with patient protection re-
quirements under title XXVIII, and each
health insurance issuer shall comply with
patient protection requirements under such
title with respect to group health insurance
coverage it offers, and such requirements
shall be deemed to be incorporated into this
subsection.

‘‘(b) NOTICE.—A group health plan shall
comply with the notice requirement under
section 711(d) of the Employee Retirement
Income Security Act of 1974 (as in effect on
the date of the enactment of the Health Care
Quality and Choice Act of 1999) with respect
to the requirements referred to in subsection
(a) and a health insurance issuer shall com-
ply with such notice requirement as if such
section applied to such issuer and such issuer
were a group health plan.’’.

(b) CONFORMING AMENDMENT.—Section
2721(b)(2)(A) of such Act (42 U.S.C. 300gg–
21(b)(2)(A)) is amended by inserting ‘‘(other
than section 2707)’’ after ‘‘requirements of
such subparts’’.
SEC. 102. APPLICATION TO INDIVIDUAL HEALTH

INSURANCE COVERAGE.
Part B of title XXVII of the Public Health

Service Act is amended by inserting after
section 2752 the following new section:
‘‘SEC. 2753. PATIENT PROTECTION STANDARDS.

‘‘(a) IN GENERAL.—Each health insurance
issuer shall comply with patient protection
requirements under title XXVIII with re-
spect to individual health insurance cov-
erage it offers, and such requirements shall
be deemed to be incorporated into this sub-
section.

‘‘(b) NOTICE.—A health insurance issuer
under this part shall comply with the notice
requirement under section 711(d) of the Em-
ployee Retirement Income Security Act of
1974 with respect to the requirements of such
title as if such section applied to such issuer
and such issuer were a group health plan.’’.
SEC. 103. IMPROVING MANAGED CARE.

The Public Health Service Act is amended
by adding at the end the following new title:

‘‘TITLE XXVIII—IMPROVING MANAGED
CARE

‘‘Subtitle A—Grievance and Appeals
‘‘SEC. 2801. UTILIZATION REVIEW ACTIVITIES.

‘‘(a) COMPLIANCE WITH REQUIREMENTS.—
‘‘(1) IN GENERAL.—A group health plan, and

a health insurance issuer that provides
health insurance coverage, shall conduct uti-
lization review activities in connection with
the provision of benefits under such plan or
coverage only in accordance with a utiliza-
tion review program that meets the require-
ments of this section.

‘‘(2) USE OF OUTSIDE AGENTS.—Nothing in
this section shall be construed as preventing
a group health plan or health insurance
issuer from arranging through a contract or
otherwise for persons or entities to conduct
utilization review activities on behalf of the
plan or issuer, so long as such activities are
conducted in accordance with a utilization
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review program that meets the requirements
of this section.

‘‘(3) UTILIZATION REVIEW DEFINED.—For pur-
poses of this section, the terms ‘utilization
review’ and ‘utilization review activities’
mean procedures used to monitor or evaluate
the use or coverage, clinical necessity, ap-
propriateness, efficacy, or efficiency of
health care services, procedures or settings,
and includes prospective review, concurrent
review, second opinions, case management,
discharge planning, or retrospective review.

‘‘(b) WRITTEN POLICIES AND CRITERIA.—
‘‘(1) WRITTEN POLICIES.—A utilization re-

view program shall be conducted consistent
with written policies and procedures that
govern all aspects of the program.

‘‘(2) USE OF WRITTEN CRITERIA.—
‘‘(A) IN GENERAL.—Such a program shall

utilize written clinical review criteria devel-
oped with input from a range of appropriate
practicing physicians, as determined by the
plan, pursuant to the program. Such criteria
shall include written clinical review criteria
that are based on valid clinical evidence
where available and that are directed specifi-
cally at meeting the needs of at-risk popu-
lations and covered individuals with chronic
conditions or severe illnesses, including gen-
der-specific criteria and pediatric-specific
criteria where available and appropriate.

‘‘(B) CONTINUING USE OF STANDARDS IN RET-
ROSPECTIVE REVIEW.—If a health care service
has been specifically pre-authorized or ap-
proved for an enrollee under such a program,
the program shall not, pursuant to retro-
spective review, revise or modify the specific
standards, criteria, or procedures used for
the utilization review for procedures, treat-
ment, and services delivered to the enrollee
during the same course of treatment.

‘‘(C) REVIEW OF SAMPLE OF CLAIMS DENI-
ALS.—Such a program shall provide for peri-
odic evaluation at reasonable intervals of
the clinical appropriateness of a sample of
denials of claims for benefits.

‘‘(c) CONDUCT OF PROGRAM ACTIVITIES.—
‘‘(1) ADMINISTRATION BY HEALTH CARE PRO-

FESSIONALS.—A utilization review program
shall be administered by appropriate physi-
cian specialists who shall be selected by the
plan or issuer and who shall oversee review
decisions.

‘‘(2) USE OF QUALIFIED, INDEPENDENT PER-
SONNEL.—

‘‘(A) IN GENERAL.—A utilization review pro-
gram shall provide for the conduct of utiliza-
tion review activities only through personnel
who are qualified and have received appro-
priate training in the conduct of such activi-
ties under the program.

‘‘(B) PROHIBITION OF CONTINGENT COMPENSA-
TION ARRANGEMENTS.—Such a program shall
not, with respect to utilization review activi-
ties, permit or provide compensation or any-
thing of value to its employees, agents, or
contractors in a manner that encourages de-
nials of claims for benefits. This subpara-
graph shall not preclude any capitation ar-
rangements between plans and providers.

‘‘(C) PROHIBITION OF CONFLICTS.—Such a
program shall not permit a health care pro-
fessional who is providing health care serv-
ices to an individual to perform utilization
review activities in connection with the
health care services being provided to the in-
dividual.

‘‘(3) ACCESSIBILITY OF REVIEW.—Such a pro-
gram shall provide that appropriate per-
sonnel performing utilization review activi-
ties under the program, including the utili-
zation review administrator, are reasonably
accessible by toll-free telephone during nor-
mal business hours to discuss patient care
and allow response to telephone requests,
and that appropriate provision is made to re-
ceive and respond promptly to calls received
during other hours.

‘‘(4) LIMITS ON FREQUENCY.—Such a pro-
gram shall not provide for the performance
of utilization review activities with respect
to a class of services furnished to an indi-
vidual more frequently than is reasonably
required to assess whether the services under
review are medically necessary or appro-
priate.

‘‘(d) DEADLINE FOR DETERMINATIONS.—
‘‘(1) PRIOR AUTHORIZATION SERVICES.—
‘‘(A) IN GENERAL.—Except as provided in

paragraph (2), in the case of a utilization re-
view activity involving the prior authoriza-
tion of health care items and services for an
individual, the utilization review program
shall make a determination concerning such
authorization, and provide notice of the de-
termination to the individual or the individ-
ual’s designee and the individual’s health
care provider by telephone and in printed or
electronic form, no later than the deadline
specified in subparagraph (B). The provider
involved shall provide timely access to infor-
mation relevant to the matter of the review
decision.

‘‘(B) DEADLINE.—
‘‘(i) IN GENERAL.—Subject to clauses (ii)

and (iii), the deadline specified in this sub-
paragraph is 14 days after the earliest date
as of which the request for prior authoriza-
tion has been received and all necessary in-
formation has been provided.

‘‘(ii) EXTENSION PERMITTED WHERE NOTICE
OF ADDITIONAL INFORMATION REQUIRED.—If a
utilization review program—

‘‘(I) receives a request for a prior author-
ization,

‘‘(II) determines that additional informa-
tion is necessary to complete the review and
make the determination on the request,

‘‘(III) notifies the requester, not later than
5 business days after the date of receiving
the request, of the need for such specified ad-
ditional information, and

‘‘(IV) requires the requester to submit
specified information not later than 2 busi-
ness days after notification,

the deadline specified in this subparagraph is
14 days after the date the program receives
the specified additional information, but in
no case later than 28 days after the date of
receipt of the request for the prior authoriza-
tion. This clause shall not apply if the dead-
line is specified in clause (iii).

‘‘(iii) EXPEDITED CASES.—In the case of a
situation described in section 102(c)(1)(A),
the deadline specified in this subparagraph is
48 hours after the time of the request for
prior authorization.

‘‘(2) ONGOING CARE.—
‘‘(A) CONCURRENT REVIEW.—
‘‘(i) IN GENERAL.—Subject to subparagraph

(B), in the case of a concurrent review of on-
going care (including hospitalization), which
results in a termination or reduction of such
care, the plan must provide by telephone and
in printed or electronic form notice of the
concurrent review determination to the indi-
vidual or the individual’s designee and the
individual’s health care provider as soon as
possible in accordance with the medical ex-
igencies of the case, with sufficient time
prior to the termination or reduction to
allow for an appeal under section 102(c)(1)(A)
to be completed before the termination or
reduction takes effect.

‘‘(ii) CONTENTS OF NOTICE.—Such notice
shall include, with respect to ongoing health
care items and services, the number of ongo-
ing services approved, the new total of ap-
proved services, the date of onset of services,
and the next review date, if any, as well as a
statement of the individual’s rights to fur-
ther appeal.

‘‘(B) EXCEPTION.—Subparagraph (A) shall
not be interpreted as requiring plans or
issuers to provide coverage of care that

would exceed the coverage limitations for
such care.

‘‘(3) PREVIOUSLY PROVIDED SERVICES.—In
the case of a utilization review activity in-
volving retrospective review of health care
services previously provided for an indi-
vidual, the utilization review program shall
make a determination concerning such serv-
ices, and provide notice of the determination
to the individual or the individual’s designee
and the individual’s health care provider by
telephone and in printed or electronic form,
within 30 days of the date of receipt of infor-
mation that is reasonably necessary to make
such determination, but in no case later
than 60 days after the date of receipt of the
claim for benefits.

‘‘(4) FAILURE TO MEET DEADLINE.—In a case
in which a group health plan or health insur-
ance issuer fails to make a determination on
a claim for benefit under paragraph (1),
(2)(A), or (3) by the applicable deadline estab-
lished under the respective paragraph, the
failure shall be treated under this subtitle as
a denial of the claim as of the date of the
deadline.

‘‘(5) REFERENCE TO SPECIAL RULES FOR
EMERGENCY SERVICES, MAINTENANCE CARE,
POST-STABILIZATION CARE, AND EMERGENCY
AMBULANCE SERVICES.—For waiver of prior
authorization requirements in certain cases
involving emergency services, maintenance
care and post-stabilization care, and emer-
gency ambulance services, see subsections
(a)(1), (b), and (c)(1) of section 113, respec-
tively.

‘‘(e) NOTICE OF DENIALS OF CLAIMS FOR BEN-
EFITS.—

‘‘(1) IN GENERAL.—Notice of a denial of
claims for benefits under a utilization review
program shall be provided in printed or elec-
tronic form and written in a manner cal-
culated to be understood by the participant,
beneficiary, or enrollee and shall include—

‘‘(A) the reasons for the denial (including
the clinical rationale);

‘‘(B) instructions on how to initiate an ap-
peal under section 102; and

‘‘(C) notice of the availability, upon re-
quest of the individual (or the individual’s
designee) of the clinical review criteria re-
lied upon to make such denial.

‘‘(2) SPECIFICATION OF ANY ADDITIONAL IN-
FORMATION.—Such a notice shall also specify
what (if any) additional necessary informa-
tion must be provided to, or obtained by, the
person making the denial in order to make a
decision on such an appeal.

‘‘(f) CLAIM FOR BENEFITS AND DENIAL OF
CLAIM FOR BENEFITS DEFINED.—For purposes
of this subtitle:

‘‘(1) CLAIM FOR BENEFITS.—The term ‘claim
for benefits’ means any request for coverage
(including authorization of coverage), or for
payment in whole or in part, for an item or
service under a group health plan or health
insurance coverage.

‘‘(2) DENIAL OF CLAIM FOR BENEFITS.—The
term ‘denial’ means, with respect to a claim
for benefits, a denial, or a failure to act on
a timely basis upon, in whole or in part, the
claim for benefits and includes a failure to
provide or pay for benefits (including items
and services) required to be provided or paid
for under this title.
‘‘SEC. 2802. INTERNAL APPEALS PROCEDURES.

‘‘(a) RIGHT OF REVIEW.—
‘‘(1) IN GENERAL.—Each group health plan,

and each health insurance issuer offering
health insurance coverage—

‘‘(A) shall provide adequate notice in writ-
ten or electronic form to any participant or
beneficiary under such plan, or enrollee
under such coverage, whose claim for bene-
fits under the plan or coverage has been de-
nied ‘‘(within the meaning of section
2801(f)(2)), setting forth the specific reasons
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for such denial of claim for benefits and
rights to any further review or appeal, writ-
ten in layman’s terms to be understood by
the participant, beneficiary, or enrollee; and

‘‘(B) shall afford such a participant, bene-
ficiary, or enrollee (and any provider or
other person acting on behalf of such an indi-
vidual with the individual’s consent or with-
out such consent if the individual is medi-
cally unable to provide such consent) who is
dissatisfied with such a denial of claim for
benefits a reasonable opportunity of not less
than 180 days to request and obtain a full and
fair review by a named fiduciary (with re-
spect to such plan) or named appropriate in-
dividual (with respect to such coverage) of
the decision denying the claim.

‘‘(2) TREATMENT OF ORAL REQUESTS.—The
request for review under paragraph (1)(B)
may be made orally, but, in the case of an
oral request, shall be followed by a request
in written or electronic form.

‘‘(b) INTERNAL REVIEW PROCESS.—
‘‘(1) CONDUCT OF REVIEW.—
‘‘(A) IN GENERAL.—A review of a denial of

claim under this section shall be made by an
individual (who shall be a physician in a case
involving medical judgment) who has been
selected by the plan or issuer and who did
not make the initial denial in the internally
appealable decision, except that in the case
of limited scope coverage (as defined in sub-
paragraph (B)) an appropriate specialist
shall review the decision.

‘‘(B) LIMITED SCOPE COVERAGE DEFINED.—
For purposes of subparagraph (A), the term
‘limited scope coverage’ means a group
health plan or health insurance coverage the
only benefits under which are for benefits de-
scribed in section 2791(c)(2)(A) of the Public
Health Service Act (42 U.S.C. 300gg–91(c)(2)).

‘‘(2) TIME LIMITS FOR INTERNAL REVIEWS.—
‘‘(A) IN GENERAL.—Having received such a

request for review of a denial of claim, the
plan or issuer shall, in accordance with the
medical exigencies of the case but not later
than the deadline specified in subparagraph
(B), complete the review on the denial and
transmit to the participant, beneficiary, en-
rollee, or other person involved a decision
that affirms, reverses, or modifies the denial.
If the decision does not reverse the denial,
the plan or issuer shall transmit, in printed
or electronic form, a notice that sets forth
the grounds for such decision and that in-
cludes a description of rights to any further
appeal. Such decision shall be treated as the
final decision of the plan. Failure to issue
such a decision by such deadline shall be
treated as a final decision affirming the de-
nial of claim.

‘‘(B) DEADLINE.—
‘‘(i) IN GENERAL.—Subject to clauses (ii)

and (iii), the deadline specified in this sub-
paragraph is 14 days after the earliest date
as of which the request for prior authoriza-
tion has been received and all necessary in-
formation has been provided. The provider
involved shall provide timely access to infor-
mation relevant to the matter of the review
decision.

‘‘(ii) EXTENSION PERMITTED WHERE NOTICE
OF ADDITIONAL INFORMATION REQUIRED.—If a
group health plan or health insurance
issuer—

‘‘(I) receives a request for internal review,
‘‘(II) determines that additional informa-

tion is necessary to complete the review and
make the determination on the request,

‘‘(III) notifies the requester, not later than
5 business days after the date of receiving
the request, of the need for such specified ad-
ditional information, and

‘‘(IV) requires the requester to submit
specified information not later than 48 hours
after notification,
the deadline specified in this subparagraph is
14 days after the date the plan or issuer re-

ceives the specified additional information,
but in no case later than 28 days after the
date of receipt of the request for the internal
review. This clause shall not apply if the
deadline is specified in clause (iii).

‘‘(iii) EXPEDITED CASES.—In the case of a
situation described in subsection (c)(1)(A),
the deadline specified in this subparagraph is
48 hours after the time of request for review

‘‘(c) EXPEDITED REVIEW PROCESS.—
‘‘(1) IN GENERAL.—A group health plan, and

a health insurance issuer, shall establish
procedures in writing for the expedited con-
sideration of requests for review under sub-
section (b) in situations—

‘‘(A) in which, as determined by the plan or
issuer or as certified in writing by a treating
physician, the application of the normal
timeframe for making the determination
could seriously jeopardize the life or health
of the participant, beneficiary, or enrollee or
such individual’s ability to regain maximum
function; or

‘‘(B) described in section 2801(d)(2) (relat-
ing to requests for continuation of ongoing
care which would otherwise be reduced or
terminated).

‘‘(2) PROCESS.—Under such procedures—
‘‘(A) the request for expedited review may

be submitted orally or in writing by an indi-
vidual or provider who is otherwise entitled
to request the review;

‘‘(B) all necessary information, including
the plan’s or issuer’s decision, shall be trans-
mitted between the plan or issuer and the re-
quester by telephone, facsimile, or other
similarly expeditious available method; and

‘‘(C) the plan or issuer shall expedite the
review in the case of any of the situations
described in subparagraph (A) or (B) of para-
graph (1).

‘‘(3) DEADLINE FOR DECISION.—The decision
on the expedited review must be made and
communicated to the parties as soon as pos-
sible in accordance with the medical exigen-
cies of the case, and in no event later than 48
hours after the time of receipt of the request
for expedited review, except that in a case
described in paragraph (1)(B), the decision
must be made before the end of the approved
period of care.

‘‘(d) WAIVER OF PROCESS.—A plan or issuer
may waive its rights for an internal review
under subsection (b). In such case the partic-
ipant, beneficiary, or enrollee involved (and
any designee or provider involved) shall be
relieved of any obligation to complete the
review involved and may, at the option of
such participant, beneficiary, enrollee, des-
ignee, or provider, proceed directly to seek
further appeal through any applicable exter-
nal appeals process.
‘‘SEC. 2803. EXTERNAL APPEALS PROCEDURES.

‘‘(a) RIGHT TO EXTERNAL APPEAL.—
‘‘(1) IN GENERAL.—A group health plan, and

a health insurance issuer offering health in-
surance coverage, shall provide for an exter-
nal appeals process that meets the require-
ments of this section in the case of an exter-
nally appealable decision described in para-
graph (2), for which a timely appeal is made
(within a reasonable period not to exceed 365
days) either by the plan or issuer or by the
participant, beneficiary, or enrollee (and any
provider or other person acting on behalf of
such an individual with the individual’s con-
sent or without such consent if such an indi-
vidual is medically unable to provide such
consent).

‘‘(2) EXTERNALLY APPEALABLE DECISION DE-
FINED.—

‘‘(A) IN GENERAL.—For purposes of this sec-
tion, the term ‘externally appealable deci-
sion’ means a denial of claim for benefits (as
defined in section 2801(f)(2)), if—

‘‘(i) the item or service involved is covered
under the plan or coverage,

‘‘(ii) the amount involved exceeds $100, in-
creased or decreased, for each calendar year
that ends after December 31, 2001, by the
same percentage as the percentage by which
the medical care expenditure category of the
Consumer Price Index for All Urban Con-
sumers (United States city average), pub-
lished by the Bureau of Labor Statistics, for
September of the preceding calendar year
has increased or decreased from such index
for September 2000, and

‘‘(iii) the requirements of subparagraph (B)
are met with respect to such denial.
Such term also includes a failure to meet an
applicable deadline for internal review under
section 2802 or such standards as are estab-
lished pursuant to section 2818.

‘‘(B) REQUIREMENTS.—For purposes of sub-
paragraph (A)(iii), the requirements of this
subparagraph are met with respect to a de-
nial of a claim for benefits if—

‘‘(i) the denial is based in whole or in part
on a decision that the item or service is not
medically necessary or appropriate or is in-
vestigational or experimental, or

‘‘(ii) in such denial, the decision as to
whether an item or service is covered in-
volves a medical judgment.

‘‘(C) EXCLUSIONS.—The term ‘externally ap-
pealable decision’ does not include—

‘‘(i) specific exclusions or express limita-
tions on the amount, duration, or scope of
coverage; or

‘‘(ii) a decision regarding eligibility for
any benefits.

‘‘(3) EXHAUSTION OF INTERNAL REVIEW PROC-
ESS.—Except as provided under section
2802(d), a plan or issuer may condition the
use of an external appeal process in the case
of an externally appealable decision upon a
final decision in an internal review under
section 2802, but only if the decision is made
in a timely basis consistent with the dead-
lines provided under this subtitle.

‘‘(4) FILING FEE REQUIREMENT.—
‘‘(A) IN GENERAL.—A plan or issuer may

condition the use of an external appeal proc-
ess upon payment in advance to the plan or
issuer of a $25 filing fee.

‘‘(B) REFUNDING FEE IN CASE OF SUCCESSFUL
APPEALS.—The plan or issuer shall refund
payment of the filing fee under this para-
graph if the recommendation of the external
appeal entity is to reverse the denial of a
claim for benefits which is the subject of the
appeal.

‘‘(b) GENERAL ELEMENTS OF EXTERNAL AP-
PEALS PROCESS.—

‘‘(1) USE OF QUALIFIED EXTERNAL APPEAL
ENTITY.—

‘‘(A) IN GENERAL.—The external appeal
process under this section of a plan or issuer
shall be conducted between the plan or issuer
and one or more qualified external appeal en-
tities (as defined in subsection (c)). Nothing
in this subsection shall be construed as re-
quiring that such procedures provide for the
selection for any plan of more than one such
entity.

‘‘(B) LIMITATION ON PLAN OR ISSUER SELEC-
TION.—The Secretary shall implement proce-
dures to assure that the selection process
among qualified external appeal entities will
not create any incentives for external appeal
entities to make a decision in a biased man-
ner.

‘‘(C) OTHER TERMS AND CONDITIONS.—The
terms and conditions of this paragraph shall
be consistent with the standards the Sec-
retary shall establish to assure there is no
real or apparent conflict of interest in the
conduct of external appeal activities. All
costs of the process (except those incurred by
the participant, beneficiary, enrollee, or
treating professional in support of the ap-
peal) shall be paid by the plan or issuer, and
not by the participant, beneficiary, or en-
rollee. The previous sentence shall not be
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construed as applying to the imposition of a
filing fee under subsection (a)(4).

‘‘(2) ELEMENTS OF PROCESS.—An external
appeal process shall be conducted consistent
with standards established by the Secretary
that include at least the following:

‘‘(A) FAIR AND DE NOVO DETERMINATION.—
The process shall provide for a fair, de novo
determination described in subparagraph (B)
based on evidence described in subparagraphs
(C) and (D).

‘‘(B) STANDARD OF REVIEW.—An external
appeal entity shall determine whether the
plan’s or issuer’s decision is appropriate for
the medical condition of the patient involved
(as determined by the entity) taking into ac-
count as of the time of the entity’s deter-
mination the patient’s medical condition
and any relevant and reliable evidence the
entity obtains under subparagraphs (C) and
(D). If the entity determines the decision is
appropriate for such condition, the entity
shall affirm the decision and to the extent
that the entity determines the decision is
not appropriate for such condition, the enti-
ty shall reverse the decision. Nothing in this
subparagraph shall be construed as providing
for coverage of items or services not pro-
vided or covered by the plan or issuer.

‘‘(C) REQUIRED CONSIDERATION OF CERTAIN
MATTERS.—In making such determination,
the external appeal entity shall consider, but
not be bound by—

‘‘(i) any language in the plan or coverage
document relating to the definitions of the
terms medical necessity, medically nec-
essary or appropriate, or experimental, in-
vestigational, or related terms;

‘‘(ii) the decision made by the plan or
issuer upon internal review under section
2802 and any guidelines or standards used by
the plan or issuer in reaching such decision;
and

‘‘(iii) the opinion of the individual’s treat-
ing physician or health care professional.

The entity also shall consider any personal
health and medical information supplied
with respect to the individual whose denial
of claim for benefits has been appealed. The
entity also shall consider the results of stud-
ies that meet professionally recognized
standards of validity and replicability or
that have been published in peer-reviewed
journals.

‘‘(D) ADDITIONAL EVIDENCE.—Such entity
may also take into consideration but not be
limited to the following evidence (to the ex-
tent available):

‘‘(i) The results of professional consensus
conferences.

‘‘(ii) Practice and treatment policies.
‘‘(iii) Community standard of care.
‘‘(iv) Generally accepted principles of pro-

fessional medical practice consistent with
the best practice of medicine.

‘‘(v) To the extent that the entity deter-
mines it to be free of any conflict of interest,
the opinions of individuals who are qualified
as experts in one or more fields of health
care which are directly related to the mat-
ters under appeal.

‘‘(vi) To the extent that the entity deter-
mines it to be free of any conflict of interest,
the results of peer reviews conducted by the
plan or issuer involved.

‘‘(E) DETERMINATION CONCERNING EXTER-
NALLY APPEALABLE DECISIONS.—

‘‘(i) IN GENERAL.—A qualified external ap-
peal entity shall determine—

‘‘(I) whether a denial of claim for benefits
is an externally appealable decision (within
the meaning of subsection (a)(2));

‘‘(II) whether an externally appealable de-
cision involves an expedited appeal;

‘‘(III) for purposes of initiating an external
review, whether the internal review process
has been completed; and

‘‘(IV) whether the item or services is cov-
ered under the plan or coverage.

‘‘(ii) CONSTRUCTION.—Nothing in a deter-
mination by a qualified external appeal enti-
ty under this section shall be construed as
authorizing, or providing for, coverage of
items and services for which benefits are not
provided under the plan or coverage.

‘‘(F) OPPORTUNITY TO SUBMIT EVIDENCE.—
Each party to an externally appealable deci-
sion may submit evidence related to the
issues in dispute.

‘‘(G) PROVISION OF INFORMATION.—The plan
or issuer involved shall provide to the exter-
nal appeal entity timely access to informa-
tion and to provisions of the plan or health
insurance coverage relating to the matter of
the externally appealable decision, as deter-
mined by the entity. The provider involved
shall provide to the external appeal entity
timely access to information relevant to the
matter of the externally appealable decision,
as determined by the entity.

‘‘(H) TIMELY DECISIONS.—A determination
by the external appeal entity on the decision
shall—

‘‘(i) be made orally or in written or elec-
tronic form and, if it is made orally, shall be
supplied to the parties in written or elec-
tronic form as soon as possible;

‘‘(ii) be made in accordance with the med-
ical exigencies of the case involved, but in no
event later than 21 days after the date (or, in
the case of an expedited appeal, 48 hours
after the time) of requesting an external ap-
peal of the decision;

‘‘(iii) state, in layperson’s language, the
scientific rationale for such determination
as well as the basis for such determination,
including, if relevant, any basis in the terms
or conditions of the plan or coverage; and

‘‘(iv) inform the participant, beneficiary,
or enrollee of the individual’s rights (includ-
ing any limitation on such rights) to seek
binding arbitration or further review by the
courts (or other process) of the external ap-
peal determination.

‘‘(I) COMPLIANCE WITH DETERMINATION.—If
the external appeal entity determines that a
denial of a claim for benefits was not reason-
able and reverses the denial, the plan or
issuer—

‘‘(i) shall (upon the receipt of the deter-
mination) authorize the provision or pay-
ment for benefits in accordance with such
determination;

‘‘(ii) shall take such actions as may be nec-
essary to provide or pay for benefits (includ-
ing items or services) in a timely manner
consistent with such determination; and

‘‘(iii) shall submit information to the enti-
ty documenting compliance with the entity’s
determination and this subparagraph.

‘‘(J) CONSTRUCTION.—Nothing in this para-
graph shall be construed as providing for
coverage of items and services for which ben-
efits are not provided under the plan or cov-
erage.

‘‘(c) QUALIFICATIONS OF EXTERNAL APPEAL
ENTITIES.—

‘‘(1) IN GENERAL.—For purposes of this sec-
tion, the term ‘qualified external appeal en-
tity’ means, in relation to a plan or issuer,
an entity that is certified under paragraph
(2) as meeting the following requirements:

‘‘(A) The entity meets the independence re-
quirements of paragraph (3).

‘‘(B) The entity conducts external appeal
activities through at least three clinical
peers who are practicing physicians.

‘‘(C) The entity has sufficient medical,
legal, and other expertise and sufficient
staffing to conduct external appeal activities
for the plan or issuer on a timely basis con-
sistent with subsection (b)(2)(G).

‘‘(2) INITIAL CERTIFICATION OF EXTERNAL AP-
PEAL ENTITIES.—

‘‘(A) IN GENERAL.—In order to be treated as
a qualified external appeal entity with re-
spect to a group health plan or health insur-
ance issuer operating in a State, the entity
must be certified (and, in accordance with
subparagraph (B), periodically recertified) as
meeting such requirements—

‘‘(i) by the applicable State authority (or
under a process recognized or approved by
such authority); or

‘‘(ii) if the State has not established a cer-
tification and recertification process for
such entities, by the Secretary, under a proc-
ess recognized or approved by the Secretary,
or to the extent provided in subparagraph
(C)(ii), by a qualified private standard-set-
ting organization (certified under such sub-
paragraph), if elected by the entity.

‘‘(B) RECERTIFICATION PROCESS.—The Sec-
retary shall develop standards for the recer-
tification of external appeal entities. Such
standards shall include a review of—

‘‘(i) the number of cases reviewed;
‘‘(ii) a summary of the disposition of those

cases;
‘‘(iii) the length of time in making deter-

minations on those cases;
‘‘(iv) updated information of what was re-

quired to be submitted as a condition of cer-
tification for the entity’s performance of ex-
ternal appeal activities; and

‘‘(v) information necessary to assure that
the entity meets the independence require-
ments (described in paragraph (3)) with re-
spect to plans and issuers for which it con-
ducts external review activities.

‘‘(C) CERTIFICATION OF QUALIFIED PRIVATE

STANDARD-SETTING ORGANIZATIONS.—For pur-
poses of subparagraph (A)(ii), the Secretary
may provide for a process for certification
(and periodic recertification) of qualified pri-
vate standard-setting organizations which
provide for certification of external appeal
entities. Such an organization shall only be
certified if the organization does not certify
an external appeal entity unless it meets
standards as least as stringent as the stand-
ards required for certification of such an en-
tity by the Secretary under subparagraph
(A)(ii).

‘‘(3) INDEPENDENCE REQUIREMENTS.—
‘‘(A) IN GENERAL.—A clinical peer or other

entity meets the independence requirements
of this paragraph if—

‘‘(i) the peer or entity is not affiliated with
any related party;

‘‘(ii) any compensation received by such
peer or entity in connection with the exter-
nal review is reasonable and not contingent
on any decision rendered by the peer or enti-
ty;

‘‘(iii) the plan and the issuer (if any) have
no recourse against the peer or entity in con-
nection with the external review; and

‘‘(iv) the peer or entity does not otherwise
have a conflict of interest with a related
party.

‘‘(B) RELATED PARTY.—For purposes of this
paragraph, the term ‘related party’ means—

‘‘(i) with respect to—
‘‘(I) a group health plan or health insur-

ance coverage offered in connection with
such a plan, the plan or the health insurance
issuer offering such coverage, or

‘‘(II) individual health insurance coverage,
the health insurance issuer offering such
coverage,
or any plan sponsor, fiduciary, officer, direc-
tor, or management employee of such plan or
issuer;

‘‘(ii) the health care professional that pro-
vided the health care involved in the cov-
erage decision;

‘‘(iii) the institution at which the health
care involved in the coverage decision is pro-
vided; or
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‘‘(iv) the manufacturer of any drug or

other item that was included in the health
care involved in the coverage decision.

‘‘(C) AFFILIATED.—For purposes of this
paragraph, the term ‘affiliated’ means, in
connection with any peer or entity, having a
familial, financial, or fiduciary relationship
with such peer or entity.

‘‘(4) LIMITATION ON LIABILITY OF REVIEW-
ERS.—No qualified external appeal entity
having a contract with a plan or issuer under
this part and no person who is employed by
any such entity or who furnishes profes-
sional services to such entity, shall be held
by reason of the performance of any duty,
function, or activity required or authorized
pursuant to this section, to have violated
any criminal law, or to be civilly liable
under any law of the United States or of any
State (or political subdivision thereof) if due
care was exercised in the performance of
such duty, function, or activity and there
was no actual malice or gross misconduct in
the performance of such duty, function, or
activity.

‘‘(d) EXTERNAL APPEAL DETERMINATION
BINDING ON PLAN.—

‘‘(1) IN GENERAL.—The determination by an
external appeal entity shall be binding on
the plan (and issuer, if any) involved in the
determination.

‘‘(2) PROTECTION OF LEGAL RIGHTS.—Noth-
ing in this subtitle shall be construed as re-
moving any legal rights of participants,
beneficiaries, enrollees, and others under
State or Federal law, including the right to
file judicial actions to enforce rights.

‘‘(e) PENALTIES AGAINST AUTHORIZED OFFI-
CIALS FOR REFUSING TO AUTHORIZE THE DE-
TERMINATION OF AN EXTERNAL APPEAL ENTI-
TY.—

‘‘(1) MONETARY PENALTIES.—In any case in
which the determination of an external ap-
peal entity is not followed in a timely fash-
ion by a group health plan, or by a health in-
surance issuer offering health insurance cov-
erage, any named fiduciary who, acting in
the capacity of authorizing the benefit,
causes such refusal may, in the discretion in
a court of competent jurisdiction, be liable
to an aggrieved participant, beneficiary, or
enrollee for a civil penalty in an amount of
up to $1,000 a day from the date on which the
determination was transmitted to the plan
or issuer by the external appeal entity until
the date the refusal to provide the benefit is
corrected.

‘‘(2) CEASE AND DESIST ORDER AND ORDER OF
ATTORNEY’S FEES.—In any action described in
paragraph (1) brought by a participant, bene-
ficiary, or enrollee with respect to a group
health plan, or a health insurance issuer of-
fering health insurance coverage, in which a
plaintiff alleges that a person referred to in
such paragraph has taken an action result-
ing in a refusal of a benefit determined by an
external appeal entity in violation of such
terms of the plan, coverage, or this subtitle,
or has failed to take an action for which
such person is responsible under the plan,
coverage, or this title and which is necessary
under the plan or coverage for authorizing a
benefit, the court shall cause to be served on
the defendant an order requiring the
defendant—

‘‘(A) to cease and desist from the alleged
action or failure to act; and

‘‘(B) to pay to the plaintiff a reasonable at-
torney’s fee and other reasonable costs relat-
ing to the prosecution of the action on the
charges on which the plaintiff prevails.

‘‘(f) PROTECTION OF LEGAL RIGHTS.—Noth-
ing in this subtitle shall be construed as re-
moving or limiting any legal rights of par-
ticipants, beneficiaries, enrollees, and others
under State or Federal law (including sec-
tion 502 of the Employee Retirement Income

Security Act of 1974), including the right to
file judicial actions to enforce rights.
‘‘SEC. 2804. ESTABLISHMENT OF A GRIEVANCE

PROCESS.
‘‘(a) ESTABLISHMENT OF GRIEVANCE SYS-

TEM.—
‘‘(1) IN GENERAL.—A group health plan, and

a health insurance issuer in connection with
the provision of health insurance coverage,
shall establish and maintain a system to pro-
vide for the presentation and resolution of
oral and written grievances brought by indi-
viduals who are participants, beneficiaries,
or enrollees, or health care providers or
other individuals acting on behalf of an indi-
vidual and with the individual’s consent or
without such consent if the individual is
medically unable to provide such consent,
regarding any aspect of the plan’s or issuer’s
services.

‘‘(2) GRIEVANCE DEFINED.—In this section,
the term ‘grievance’ means any question,
complaint, or concern brought by a partici-
pant, beneficiary, or enrollee that is not a
claim for benefits.

‘‘(b) GRIEVANCE SYSTEM.—Such system
shall include the following components with
respect to individuals who are participants,
beneficiaries, or enrollees:

‘‘(1) Written notification to all such indi-
viduals and providers of the telephone num-
bers and business addresses of the plan or
issuer personnel responsible for resolution of
grievances and appeals.

‘‘(2) A system to record and document,
over a period of at least 3 previous years be-
ginning two months after the date of the en-
actment of this Act, all grievances and ap-
peals made and their status.

‘‘(3) A process providing processing and
resolution of grievances within 60 days.

‘‘(4) Procedures for follow-up action, in-
cluding the methods to inform the person
making the grievance of the resolution of
the grievance.
Grievances are not subject to appeal under
the previous provisions of this subtitle.

‘‘Subtitle B—Access to Care
‘‘SEC. 2811. CONSUMER CHOICE OPTION.

‘‘(a) IN GENERAL.—If a health insurance
issuer offers to enrollees health insurance
coverage in connection with a group health
plan which provides for coverage of services
only if such services are furnished through
health care professionals and providers who
are members of a network of health care pro-
fessionals and providers who have entered
into a contract with the issuer to provide
such services, the issuer shall also offer to
such enrollees (at the time of enrollment and
during an annual open season as provided
under subsection (c)) the option of health in-
surance coverage which provides for cov-
erage of such services which are not fur-
nished through health care professionals and
providers who are members of such a net-
work unless enrollees are offered such non-
network coverage through another health in-
surance issuer.

‘‘(b) ADDITIONAL COSTS.—The amount of
any additional premium charged by the
health insurance issuer for the additional
cost of the creation and maintenance of the
option described in subsection (a) and the
amount of any additional cost sharing im-
posed under such option shall be borne by
the enrollee unless it is paid by the health
plan sponsor through agreement with the
health insurance issuer.

‘‘(c) OPEN SEASON.—An enrollee may
change to the offering provided under this
section only during a time period determined
by the health insurance issuer. Such time pe-
riod shall occur at least annually.
‘‘SEC. 2812. CHOICE OF HEALTH CARE PROFES-

SIONAL.
‘‘(a) PRIMARY CARE.—If a group health

plan, or a health insurance issuer that offers

health insurance coverage, requires or pro-
vides for designation by a participant, bene-
ficiary, or enrollee of a participating pri-
mary care provider, then the plan or issuer
shall permit each participant, beneficiary,
and enrollee to designate any participating
primary care provider who is available to ac-
cept such individual.

‘‘(b) SPECIALISTS.—A group health plan and
a health insurance issuer that offers health
insurance coverage shall permit each partici-
pant, beneficiary, or enrollee to receive
medically necessary or appropriate specialty
care, pursuant to appropriate referral proce-
dures, from any qualified participating
health care professional who is available to
accept such individual for such care.
‘‘SEC. 2813. ACCESS TO EMERGENCY CARE.

‘‘(a) COVERAGE OF EMERGENCY SERVICES.—
‘‘(1) IN GENERAL.—If a group health plan, or

health insurance coverage offered by a
health insurance issuer, provides or covers
any benefits with respect to services in an
emergency department of a hospital, the
plan or issuer shall cover emergency services
(as defined in paragraph (2)(B))—

‘‘(A) without the need for any prior author-
ization determination;

‘‘(B) whether the health care provider fur-
nishing such services is a participating pro-
vider with respect to such services;

‘‘(C) in a manner so that, if such services
are provided to a participant, beneficiary, or
enrollee—

‘‘(i) by a nonparticipating health care pro-
vider with or without prior authorization, or

‘‘(ii) by a participating health care pro-
vider without prior authorization,

the participant, beneficiary, or enrollee is
not liable for amounts that exceed the
amounts of liability that would be incurred
if the services were provided by a partici-
pating health care provider with prior au-
thorization; and

‘‘(D) without regard to any other term or
condition of such coverage (other than exclu-
sion or coordination of benefits, or an affili-
ation or waiting period, permitted under sec-
tion 2701 of the Public Health Service Act,
section 701 of the Employee Retirement In-
come Security Act of 1974, or section 9801 of
the Internal Revenue Code of 1986, and other
than applicable cost-sharing).

‘‘(2) DEFINITIONS.—In this section:
‘‘(A) EMERGENCY MEDICAL CONDITION.—The

term ‘emergency medical condition’ means—
‘‘(i) a medical condition manifesting itself

by acute symptoms of sufficient severity (in-
cluding severe pain) such that a prudent
layperson, who possesses an average knowl-
edge of health and medicine, could reason-
ably expect the absence of immediate med-
ical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act; and

‘‘(ii) a medical condition manifesting itself
in a neonate by acute symptoms of sufficient
severity (including severe pain) such that a
prudent health care professional could rea-
sonably expect the absence of immediate
medical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act.

‘‘(B) EMERGENCY SERVICES.—The term
‘emergency services’ means—

‘‘(i) with respect to an emergency medical
condition described in subparagraph (A)(i)—

‘‘(I) a medical screening examination (as
required under section 1867 of the Social Se-
curity Act) that is within the capability of
the emergency department of a hospital, in-
cluding ancillary services routinely avail-
able to the emergency department to evalu-
ate such emergency medical condition, and

‘‘(II) within the capabilities of the staff
and facilities available at the hospital, such
further medical examination and treatment
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as are required under section 1867 of such Act
to stabilize the patient; or

‘‘(ii) with respect to an emergency medical
condition described in subparagraph (A)(ii),
medical treatment for such condition ren-
dered by a health care provider in a hospital
to a neonate, including available hospital
ancillary services in response to an urgent
request of a health care professional and to
the extent necessary to stabilize the
neonate.

‘‘(C) STABILIZE.—The term ‘to stabilize’
means, with respect to an emergency med-
ical condition, to provide such medical treat-
ment of the condition as may be necessary to
assure, within reasonable medical prob-
ability, that no material deterioration of the
condition is likely to result from or occur
during the transfer of the individual from a
facility.

‘‘(b) REIMBURSEMENT FOR MAINTENANCE
CARE AND POST-STABILIZATION CARE.—If ben-
efits are available under a group health plan,
or under health insurance coverage offered
by a health insurance issuer, with respect to
maintenance care or post-stabilization care
covered under the guidelines established
under section 1852(d)(2) of the Social Secu-
rity Act, the plan or issuer shall provide for
reimbursement with respect to such services
provided to a participant, beneficiary, or en-
rollee other than through a participating
health care provider in a manner consistent
with subsection (a)(1)(C) (and shall otherwise
comply with such guidelines).

‘‘(c) COVERAGE OF EMERGENCY AMBULANCE
SERVICES.—

‘‘(1) IN GENERAL.—If a group health plan, or
health insurance coverage provided by a
health insurance issuer, provides any bene-
fits with respect to ambulance services and
emergency services, the plan or issuer shall
cover emergency ambulance services (as de-
fined in paragraph (2))) furnished under the
plan or coverage under the same terms and
conditions under subparagraphs (A) through
(D) of subsection (a)(1) under which coverage
is provided for emergency services.

‘‘(2) EMERGENCY AMBULANCE SERVICES.—For
purposes of this subsection, the term ‘emer-
gency ambulance services’ means ambulance
services (as defined for purposes of section
1861(s)(7) of the Social Security Act) fur-
nished to transport an individual who has an
emergency medical condition (as defined in
subsection (a)(2)(A)) to a hospital for the re-
ceipt of emergency services (as defined in
subsection (a)(2)(B)) in a case in which the
emergency services are covered under the
plan or coverage pursuant to subsection
(a)(1) and a prudent layperson, with an aver-
age knowledge of health and medicine, could
reasonably expect that the absence of such
transport would result in placing the health
of the individual in serious jeopardy, serious
impairment of bodily function, or serious
dysfunction of any bodily organ or part.
‘‘SEC. 2814. ACCESS TO SPECIALTY CARE.

‘‘(a) SPECIALTY CARE FOR COVERED SERV-
ICES.—

‘‘(1) IN GENERAL.—If—
‘‘(A) an individual is a participant or bene-

ficiary under a group health plan or an en-
rollee who is covered under health insurance
coverage offered by a health insurance
issuer,

‘‘(B) the individual has a condition or dis-
ease of sufficient seriousness and complexity
to require treatment by a specialist or the
individual requires physician pathology serv-
ices, and

‘‘(C) benefits for such treatment or services
are provided under the plan or coverage,
the plan or issuer shall make or provide for
a referral to a specialist who is available and
accessible (consistent with standards devel-
oped under section 2818) to provide the treat-

ment for such condition or disease or to pro-
vide such services.

‘‘(2) SPECIALIST DEFINED.—For purposes of
this subsection, the term ‘specialist’ means,
with respect to a condition or services, a
health care practitioner, facility, or center
or physician pathologist that has adequate
expertise through appropriate training and
experience (including, in the case of a child,
appropriate pediatric expertise and in the
case of a pregnant woman, appropriate ob-
stetrical expertise) to provide high quality
care in treating the condition or to provide
physician pathology services.

‘‘(3) CARE UNDER REFERRAL.—A group
health plan or health insurance issuer may
require that the care provided to an indi-
vidual pursuant to such referral under para-
graph (1) with respect to treatment be—

‘‘(A) pursuant to a treatment plan, only if
the treatment plan is developed by the spe-
cialist and approved by the plan or issuer, in
consultation with the designated primary
care provider or specialist and the individual
(or the individual’s designee), and

‘‘(B) in accordance with applicable quality
assurance and utilization review standards of
the plan or issuer.

Nothing in this subsection shall be construed
as preventing such a treatment plan for an
individual from requiring a specialist to pro-
vide the primary care provider with regular
updates on the specialty care provided, as
well as all necessary medical information.

‘‘(4) REFERRALS TO PARTICIPATING PRO-
VIDERS.—A group health plan or health in-
surance issuer is not required under para-
graph (1) to provide for a referral to a spe-
cialist that is not a participating provider,
unless the plan or issuer does not have a spe-
cialist that is available and accessible to
treat the individual’s condition or provide
physician pathology services and that is a
participating provider with respect to such
treatment or services.

‘‘(5) REFERRALS TO NONPARTICIPATING PRO-
VIDERS.—In a case in which a referral of an
individual to a nonparticipating specialist is
required under paragraph (1), the group
health plan or health insurance issuer shall
provide the individual the option of at least
three nonparticipating specialists.

‘‘(6) TREATMENT OF NONPARTICIPATING PRO-
VIDERS.—If a plan or issuer refers an indi-
vidual to a nonparticipating specialist pursu-
ant to paragraph (1), services provided pursu-
ant to the approved treatment plan (if any)
shall be provided at no additional cost to the
individual beyond what the individual would
otherwise pay for services received by such a
specialist that is a participating provider.

‘‘(b) SPECIALISTS AS GATEKEEPER FOR
TREATMENT OF ONGOING SPECIAL CONDI-
TIONS.—

‘‘(1) IN GENERAL.—A group health plan, or a
health insurance issuer, in connection with
the provision of health insurance coverage,
shall have a procedure by which an indi-
vidual who is a participant, beneficiary, or
enrollee and who has an ongoing special con-
dition (as defined in paragraph (3)) may re-
quest and receive a referral to a specialist
for such condition who shall be responsible
for and capable of providing and coordi-
nating the individual’s care with respect to
the condition. Under such procedures if such
an individual’s care would most appro-
priately be coordinated by such a specialist,
such plan or issuer shall refer the individual
to such specialist.

‘‘(2) TREATMENT FOR RELATED REFERRALS.—
Such specialists shall be permitted to treat
the individual without a referral from the in-
dividual’s primary care provider and may au-
thorize such referrals, procedures, tests, and
other medical services as the individual’s
primary care provider would otherwise be

permitted to provide or authorize, subject to
the terms of the treatment (referred to in
subsection (a)(3)(A)) with respect to the on-
going special condition.

‘‘(3) ONGOING SPECIAL CONDITION DEFINED.—
In this subsection, the term ‘ongoing special
condition’ means a condition or disease
that—

‘‘(A) is life-threatening, degenerative, or
disabling, and

‘‘(B) requires specialized medical care over
a prolonged period of time.

‘‘(4) TERMS OF REFERRAL.—The provisions
of paragraphs (3) through (5) of subsection (a)
apply with respect to referrals under para-
graph (1) of this subsection in the same man-
ner as they apply to referrals under sub-
section (a)(1).

‘‘(5) CONSTRUCTION.—Nothing in this sub-
section shall be construed as preventing an
individual who is a participant, beneficiary,
or enrollee and who has an ongoing special
condition from having the individual’s pri-
mary care physician assume the responsibil-
ities for providing and coordinating care de-
scribed in paragraph (1).

‘‘(c) STANDING REFERRALS.—
‘‘(1) IN GENERAL.—A group health plan, and

a health insurance issuer in connection with
the provision of health insurance coverage,
shall have a procedure by which an indi-
vidual who is a participant, beneficiary, or
enrollee and who has a condition that re-
quires ongoing care from a specialist may re-
ceive a standing referral to such specialist
for treatment of such condition. If the plan
or issuer, or if the primary care provider in
consultation with the medical director of the
plan or issuer and the specialist (if any), de-
termines that such a standing referral is ap-
propriate, the plan or issuer shall make such
a referral to such a specialist if the indi-
vidual so desires.

‘‘(2) TERMS OF REFERRAL.—The provisions
of paragraphs (3) through (5) of subsection (a)
apply with respect to referrals under para-
graph (1) of this subsection in the same man-
ner as they apply to referrals under sub-
section (a)(1).

‘‘SEC. 2815. ACCESS TO OBSTETRICAL AND GYNE-
COLOGICAL CARE.

‘‘(a) IN GENERAL.—If a group health plan,
or a health insurance issuer in connection
with the provision of health insurance cov-
erage, requires or provides for a participant,
beneficiary, or enrollee to designate a par-
ticipating primary care health care profes-
sional, the plan or issuer—

‘‘(1) may not require authorization or a re-
ferral by the individual’s primary care
health care professional or otherwise for cov-
ered gynecological care (including preven-
tive women’s health examinations) or for
covered pregnancy-related services provided
by a participating physician (including a
family practice physician) who specializes or
is trained and experienced in gynecology or
obstetrics, respectively, to the extent such
care is otherwise covered; and

‘‘(2) shall treat the ordering of other gyne-
cological or obstetrical care by such a par-
ticipating physician as the authorization of
the primary care health care professional
with respect to such care under the plan or
coverage.

‘‘(b) CONSTRUCTION.—Nothing in subsection
(a) shall be construed to—

‘‘(1) waive any exclusions of coverage
under the terms of the plan with respect to
coverage of gynecological or obstetrical
care;

‘‘(2) preclude the group health plan or
health insurance issuer involved from requir-
ing that the gynecologist or obstetrician no-
tify the primary care health care profes-
sional or the plan of treatment decisions; or
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‘‘(3) prevent a plan or issuer from offering,

in addition to physicians described in sub-
section (a)(1), non-physician health care pro-
fessionals who are trained and experienced in
gynecology or obstetrics.
‘‘SEC. 2816. ACCESS TO PEDIATRIC CARE.

‘‘(a) PEDIATRIC CARE.—If a group health
plan, or a health insurance issuer in connec-
tion with the provision of health insurance
coverage, requires or provides for an enrollee
to designate a participating primary care
provider for a child of such enrollee, the plan
or issuer shall permit the enrollee to des-
ignate a physician (including a family prac-
tice physician) who specializes or is trained
and experienced in pediatrics as the child’s
primary care provider.

‘‘(b) CONSTRUCTION.—Nothing in subsection
(a) shall be construed to waive any exclu-
sions of coverage under the terms of the plan
with respect to coverage of pediatric care.
‘‘SEC. 2817. CONTINUITY OF CARE.

‘‘(a) IN GENERAL.—
‘‘(1) TERMINATION OF PROVIDER.—If a con-

tract between a group health plan, or a
health insurance issuer in connection with
the provision of health insurance coverage,
and a health care provider is terminated (as
defined in paragraph (3)(B)), or benefits or
coverage provided by a health care provider
are terminated because of a change in the
terms of provider participation in a group
health plan, and an individual who is a par-
ticipant, beneficiary, or enrollee in the plan
or coverage is undergoing treatment from
the provider for an ongoing special condition
(as defined in paragraph (3)(A)) at the time of
such termination, the plan or issuer shall—

‘‘(A) notify the individual on a timely basis
of such termination and of the right to elect
continuation of coverage of treatment by the
provider under this section; and

‘‘(B) subject to subsection (c), permit the
individual to elect to continue to be covered
with respect to treatment by the provider of
such condition during a transitional period
(provided under subsection (b)).

‘‘(2) TREATMENT OF TERMINATION OF CON-
TRACT WITH HEALTH INSURANCE ISSUER.—If a
contract for the provision of health insur-
ance coverage between a group health plan
and a health insurance issuer is terminated
and, as a result of such termination, cov-
erage of services of a health care provider is
terminated with respect to an individual, the
provisions of paragraph (1) (and the suc-
ceeding provisions of this section) shall
apply under the plan in the same manner as
if there had been a contract between the plan
and the provider that had been terminated,
but only with respect to benefits that are
covered under the plan after the contract
termination.

‘‘(3) DEFINITIONS.—For purposes of this sec-
tion:

‘‘(A) ONGOING SPECIAL CONDITION.—The
term ‘ongoing special condition’ has the
meaning given such term in section
2814(b)(3), and also includes pregnancy.

‘‘(B) TERMINATION.—The term ‘terminated’
includes, with respect to a contract, the ex-
piration or nonrenewal of the contract, but
does not include a termination of the con-
tract by the plan or issuer for failure to meet
applicable quality standards or for fraud.

‘‘(b) TRANSITIONAL PERIOD.—
‘‘(1) IN GENERAL.—Except as provided in

paragraphs (2) through (4), the transitional
period under this subsection shall extend up
to 90 days (as determined by the treating
health care professional) after the date of
the notice described in subsection (a)(1)(A) of
the provider’s termination.

‘‘(2) SCHEDULED SURGERY AND ORGAN TRANS-
PLANTATION.—If surgery or organ transplan-
tation was scheduled for an individual before
the date of the announcement of the termi-

nation of the provider status under sub-
section (a)(1)(A) or if the individual on such
date was on an established waiting list or
otherwise scheduled to have such surgery or
transplantation, the transitional period
under this subsection with respect to the
surgery or transplantation shall extend be-
yond the period under paragraph (1) and
until the date of discharge of the individual
after completion of the surgery or transplan-
tation.

‘‘(3) PREGNANCY.—If—
‘‘(A) a participant, beneficiary, or enrollee

was determined to be pregnant at the time of
a provider’s termination of participation,
and

‘‘(B) the provider was treating the preg-
nancy before date of the termination,
the transitional period under this subsection
with respect to provider’s treatment of the
pregnancy shall extend through the provi-
sion of post-partum care directly related to
the delivery.

‘‘(4) TERMINAL ILLNESS.—If—
‘‘(A) a participant, beneficiary, or enrollee

was determined to be terminally ill (as de-
termined under section 1861(dd)(3)(A) of the
Social Security Act) at the time of a pro-
vider’s termination of participation, and

‘‘(B) the provider was treating the ter-
minal illness before the date of termination,
the transitional period under this subsection
shall extend for the remainder of the individ-
ual’s life for care directly related to the
treatment of the terminal illness or its med-
ical manifestations.

‘‘(c) PERMISSIBLE TERMS AND CONDITIONS.—
A group health plan or health insurance
issuer may condition coverage of continued
treatment by a provider under subsection
(a)(1)(B) upon the individual notifying the
plan of the election of continued coverage
and upon the provider agreeing to the fol-
lowing terms and conditions:

‘‘(1) The provider agrees to accept reim-
bursement from the plan or issuer and indi-
vidual involved (with respect to cost-shar-
ing) at the rates applicable prior to the start
of the transitional period as payment in full
(or, in the case described in subsection (a)(2),
at the rates applicable under the replace-
ment plan or issuer after the date of the ter-
mination of the contract with the health in-
surance issuer) and not to impose cost-shar-
ing with respect to the individual in an
amount that would exceed the cost-sharing
that could have been imposed if the contract
referred to in subsection (a)(1) had not been
terminated.

‘‘(2) The provider agrees to adhere to the
quality assurance standards of the plan or
issuer responsible for payment under para-
graph (1) and to provide to such plan or
issuer necessary medical information related
to the care provided.

‘‘(3) The provider agrees otherwise to ad-
here to such plan’s or issuer’s policies and
procedures, including procedures regarding
referrals and obtaining prior authorization
and providing services pursuant to a treat-
ment plan (if any) approved by the plan or
issuer.

‘‘(d) CONSTRUCTION.—Nothing in this sec-
tion shall be construed to require the cov-
erage of benefits which would not have been
covered if the provider involved remained a
participating provider.
‘‘SEC. 2818. NETWORK ADEQUACY.

‘‘(a) REQUIREMENT.—A group health plan,
and a health insurance issuer providing
health insurance coverage, shall meet such
standards for network adequacy as are estab-
lished by law pursuant to this section.

‘‘(b) DEVELOPMENT OF STANDARDS.—
‘‘(1) ESTABLISHMENT OF PANEL.—There is

established a panel to be known as the
Health Care Panel to Establish Network

Adequacy Standards (in this section referred
to as the ‘Panel’).

‘‘(2) DUTIES OF PANEL.—The Panel shall de-
vise standards for group health plans and
health insurance issuers that offer health in-
surance coverage to ensure that—

‘‘(A) participants, beneficiaries, and enroll-
ees have access to a sufficient number, mix,
and distribution of health care professionals
and providers; and

‘‘(B) covered items and services are avail-
able and accessible to each participant, bene-
ficiary, and enrollee—

‘‘(i) in the service area of the plan or
issuer;

‘‘(ii) at a variety of sites of service;
‘‘(iii) with reasonable promptness (includ-

ing reasonable hours of operation and after
hours services);

‘‘(iv) with reasonable proximity to the resi-
dences or workplaces of enrollees; and

‘‘(v) in a manner that takes into account
the diverse needs of enrollees and reasonably
assures continuity of care.

‘‘(c) MEMBERSHIP.—
‘‘(1) SIZE AND COMPOSITION.—The Panel

shall be composed of 15 members. The Sec-
retary of Health and Human Services, the
Majority Leader of the Senate, and the
Speaker of House of Representatives shall
each appoint 1 member from representatives
of private insurance organizations, consumer
groups, State insurance commissioners,
State medical societies, and State medical
specialty societies.

‘‘(2) TERMS OF APPOINTMENT.—The members
of the Panel shall serve for the life of the
Panel.

‘‘(3) VACANCIES.—A vacancy in the Panel
shall not affect the power of the remaining
members to execute the duties of the Panel,
but any such vacancy shall be filled in the
same manner in which the original appoint-
ment was made.

‘‘(d) PROCEDURES.—
‘‘(1) MEETINGS.—The Panel shall meet at

the call of a majority of its members.
‘‘(2) FIRST MEETING.—The Panel shall con-

vene not later than 60 days after the date of
the enactment of the Health Care Quality
and Choice Act of 1999.

‘‘(3) QUORUM.—A quorum shall consist of a
majority of the members of the Panel.

‘‘(4) HEARINGS.—For the purpose of car-
rying out its duties, the Panel may hold such
hearings and undertake such other activities
as the Panel determines to be necessary to
carry out its duties.

‘‘(e) ADMINISTRATION.—
‘‘(1) COMPENSATION.—Except as provided in

paragraph (1), members of the Panel shall re-
ceive no additional pay, allowances, or bene-
fits by reason of their service on the Panel.

‘‘(2) TRAVEL EXPENSES AND PER DIEM.—Each
member of the Panel who is not an officer or
employee of the Federal Government shall
receive travel expenses and per diem in lieu
of subsistence in accordance with sections
5702 and 5703 of title 5, United States Code.

‘‘(3) CONTRACT AUTHORITY.—The Panel may
contract with and compensate government
and private agencies or persons for items and
services, without regard to section 3709 of
the Revised Statutes (41 U.S.C. 5).

‘‘(4) USE OF MAILS.—The Panel may use the
United States mails in the same manner and
under the same conditions as Federal agen-
cies and shall, for purposes of the frank, be
considered a commission of Congress as de-
scribed in section 3215 of title 39, United
States Code.

‘‘(5) ADMINISTRATIVE SUPPORT SERVICES.—
Upon the request of the Panel, the Secretary
of Health and Human Services shall provide
to the Panel on a reimbursable basis such ad-
ministrative support services as the Panel
may request.
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‘‘(f) REPORT AND ESTABLISHMENT OF STAND-

ARDS.—Not later than 2 years after the first
meeting, the Panel shall submit a report to
Congress and the Secretary of Health and
Human Services detailing the standards de-
vised under subsection (b) and recommenda-
tions regarding the implementation of such
standards. Such standards shall take effect
to the extent provided by Federal law en-
acted after the date of the submission of
such report.

‘‘(g) TERMINATION.—The Panel shall termi-
nate on the day after submitting its report
to the Secretary of Health and Human Serv-
ices under subsection (f).
‘‘SEC. 2819. ACCESS TO EXPERIMENTAL OR INVES-

TIGATIONAL PRESCRIPTION DRUGS.
‘‘No use of a prescription drug or medical

device shall be considered experimental or
investigational under a group health plan or
under health insurance coverage provided by
a health insurance issuer if such use is in-
cluded in the labeling authorized by the U.S.
Food and Drug Administration under section
505, 513 or 515 of the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 355) or under section
351 of the Public Health Service Act (42
U.S.C. 262), unless such use is demonstrated
to be unsafe or ineffective.
‘‘SEC. 2820. COVERAGE FOR INDIVIDUALS PAR-

TICIPATING IN APPROVED CANCER
CLINICAL TRIALS.

‘‘(a) COVERAGE.—
‘‘(1) IN GENERAL.—If a group health plan (or

a health insurance issuer offering health in-
surance coverage) provides coverage to a
qualified individual (as defined in subsection
(b)), the plan or issuer—

‘‘(A) may not deny the individual partici-
pation in the clinical trial referred to in sub-
section (b)(2);

‘‘(B) subject to subsections (b), (c), and (d),
may not deny (or limit or impose additional
conditions on) the coverage of routine pa-
tient costs for items and services furnished
in connection with participation in the trial;
and

‘‘(C) may not discriminate against the in-
dividual on the basis of the individual’s par-
ticipation in such trial.

‘‘(2) EXCLUSION OF CERTAIN COSTS.—For pur-
poses of paragraph (1)(B), routine patient
costs do not include the cost of the tests or
measurements conducted primarily for the
purpose of the clinical trial involved.

‘‘(3) USE OF IN-NETWORK PROVIDERS.—If one
or more participating providers is partici-
pating in a clinical trial, nothing in para-
graph (1) shall be construed as preventing a
plan or issuer from requiring that a qualified
individual participate in the trial through
such a participating provider if the provider
will accept the individual as a participant in
the trial.

‘‘(b) QUALIFIED INDIVIDUAL DEFINED.—For
purposes of subsection (a), the term ‘quali-
fied individual’ means an individual who is a
participant or beneficiary in a group health
plan or an enrollee in health insurance cov-
erage and who meets the following condi-
tions:

‘‘(1)(A) The individual has been diagnosed
with cancer.

‘‘(B) The individual is eligible to partici-
pate in an approved clinical trial according
to the trial protocol with respect to treat-
ment of such illness.

‘‘(C) The individual’s participation in the
trial offers meaningful potential for signifi-
cant clinical benefit for the individual.

‘‘(2) Either—
‘‘(A) the referring physician is a partici-

pating health care professional and has con-
cluded that the individual’s participation in
such trial would be appropriate based upon
the individual meeting the conditions de-
scribed in paragraph (1); or

‘‘(B) the individual provides medical and
scientific information establishing that the

individual’s participation in such trial would
be appropriate based upon the individual
meeting the conditions described in para-
graph (1).

‘‘(c) PAYMENT.—
‘‘(1) IN GENERAL.—Under this section a

group health plan (or health insurance issuer
offering health insurance) shall provide for
payment for routine patient costs described
in subsection (a)(2) but is not required to pay
for costs of items and services that are rea-
sonably expected to be paid for by the spon-
sors of an approved clinical trial.

‘‘(2) ROUTINE PATIENT CARE COSTS.—For
purposes of this section—

‘‘(A) IN GENERAL.—The term ‘routine pa-
tient care costs’ includes the costs associ-
ated with the provision of items and services
that—

‘‘(i) would otherwise be covered under the
group health plan or health insurance cov-
erage if such items and services were not
provided in connection with an approved
clinical trial program; and

‘‘(ii) are furnished according to the pro-
tocol of an approved clinical trial program.

‘‘(B) EXCLUSION.—Such term does include
the costs associated with the provision of—

‘‘(i) an investigational drug or device, un-
less the Secretary has authorized the manu-
facturer of such drug or device to charge for
such drug or device; or

‘‘(ii) any item or service supplied without
charge by the sponsor of the approved clin-
ical trial program.

‘‘(3) PAYMENT RATE.—In the case of covered
items and services provided by—

‘‘(A) a participating provider, the payment
rate shall be at the agreed upon rate, or

‘‘(B) a nonparticipating provider, the pay-
ment rate shall be at the rate the plan or
issuer would normally pay for comparable
items or services under subparagraph (A).

‘‘(d) APPROVED CLINICAL TRIAL DEFINED.—
In this section, the term ‘approved clinical
trial’ means a cancer clinical research study
or cancer clinical investigation approved by
an Institutional Review Board.

‘‘(e) CONSTRUCTION.—Nothing in this sec-
tion shall be construed to limit a plan’s or
issuer’s coverage with respect to clinical
trials.

‘‘(f) PLAN SATISFACTION OF CERTAIN RE-
QUIREMENTS; RESPONSIBILITIES OF FIDU-
CIARIES.—

‘‘(1) IN GENERAL.—For purposes of this sec-
tion, insofar as a group health plan provides
benefits in the form of health insurance cov-
erage through a health insurance issuer, the
plan shall be treated as meeting the require-
ments of this section with respect to such
benefits and not be considered as failing to
meet such requirements because of a failure
of the issuer to meet such requirements so
long as the plan sponsor or its representa-
tives did not cause such failure by the issuer.

‘‘(2) CONSTRUCTION.—Nothing in this sec-
tion shall be construed to affect or modify
the responsibilities of the fiduciaries of a
group health plan under part 4 of subtitle B
of the Employee Retirement Income Secu-
rity Act of 1974.

‘‘(g) STUDY AND REPORT.—
‘‘(1) STUDY.—The Secretary of Health and

Human Services, in consultation with the
Secretary and the Secretary of the Treasury,
shall analyze cancer clinical research and its
cost implications for managed care, includ-
ing differentiation in—

‘‘(A) the cost of patient care in trials
versus standard care;

‘‘(B) the cost effectiveness achieved in dif-
ferent sites of service;

‘‘(C) research outcomes;
‘‘(D) volume of research subjects available

in different sites of service;
‘‘(E) access to research sites and clinical

trials by cancer patients;

‘‘(F) patient cost sharing or copayment
costs realized in different sites of service;

‘‘(G) health outcomes experienced in dif-
ferent sites of service;

‘‘(H) long term health care services and
costs experienced in different sites of serv-
ice;

‘‘(I) morbidity and mortality experienced
in different sites of service; and

‘‘(J) patient satisfaction and preference of
sites of service.

‘‘(2) REPORT TO CONGRESS.—Not later than
January 1, 2005, the Secretary of Health and
Human Services shall submit a report to
Congress that contains—

‘‘(A) an assessment of any incremental
cost to group health plans and health insur-
ance issuers resulting from the provisions of
this section;

‘‘(B) a projection of expenditures to such
plans and issuers resulting from this section;

‘‘(C) an assessment of any impact on pre-
miums resulting from this section; and

‘‘(D) recommendations regarding action on
other diseases.

‘‘Subtitle C—Access to Information
‘‘SEC. 2821. PATIENT ACCESS TO INFORMATION.

‘‘(a) DISCLOSURE REQUIREMENT.—
‘‘(1) GROUP HEALTH PLANS.—A group health

plan shall—
‘‘(A) provide to participants and bene-

ficiaries at the time of initial coverage under
the plan (or the effective date of this section,
in the case of individuals who are partici-
pants or beneficiaries as of such date), and at
least annually thereafter, the information
described in subsection (b);

‘‘(B) provide to participants and bene-
ficiaries, within a reasonable period (as spec-
ified by the Secretary) before or after the
date of significant changes in the informa-
tion described in subsection (b), information
on such significant changes; and

‘‘(C) upon request, make available to par-
ticipants and beneficiaries, the Secretary,
and prospective participants and bene-
ficiaries, the information described in sub-
section (b) or (c).

The plan may charge a reasonable fee for
provision in printed form of any of the infor-
mation described in subsection (b) or (c)
more than once during any plan year.

‘‘(2) HEALTH INSURANCE ISSUERS.—A health
insurance issuer in connection with the pro-
vision of health insurance coverage shall—

‘‘(A) provide to individuals enrolled under
such coverage at the time of enrollment, and
at least annually thereafter, the information
described in subsection (b);

‘‘(B) provide to enrollees, within a reason-
able period (as specified by the Secretary)
before or after the date of significant
changes in the information described in sub-
section (b), information in printed form on
such significant changes; and

‘‘(C) upon request, make available to the
Secretary, to individuals who are prospective
enrollees, and to the public the information
described in subsection (b) or (c).

‘‘(b) INFORMATION PROVIDED.—The informa-
tion described in this subsection with respect
to a group health plan or health insurance
coverage offered by a health insurance issuer
shall be provided to a participant, bene-
ficiary, or enrollee free of charge at least
once a year and includes the following:

‘‘(1) SERVICE AREA.—The service area of the
plan or issuer.

‘‘(2) BENEFITS.—Benefits offered under the
plan or coverage, including—

‘‘(A) those that are covered benefits ‘‘(all
of which shall be referred to by such relevant
CPT and DRG codes as are available), limits
and conditions on such benefits, and those
benefits that are explicitly excluded from
coverage (all of which shall be referred to by
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such relevant CPT and DRG codes as are
available);

‘‘(B) cost sharing, such as deductibles, co-
insurance, and copayment amounts, includ-
ing any liability for balance billing, any
maximum limitations on out of pocket ex-
penses, and the maximum out of pocket
costs for services that are provided by non-
participating providers or that are furnished
without meeting the applicable utilization
review requirements;

‘‘(C) the extent to which benefits may be
obtained from nonparticipating providers;

‘‘(D) the extent to which a participant,
beneficiary, or enrollee may select from
among participating providers and the types
of providers participating in the plan or
issuer network;

‘‘(E) process for determining experimental
coverage; and

‘‘(F) use of a prescription drug formulary.
‘‘(3) ACCESS.—A description of the fol-

lowing:
‘‘(A) The number, mix, and distribution of

providers under the plan or coverage.
‘‘(B) Out-of-network coverage (if any) pro-

vided by the plan or coverage.
‘‘(C) Any point-of-service option (including

any supplemental premium or cost-sharing
for such option).

‘‘(D) The procedures for participants, bene-
ficiaries, and enrollees to select, access, and
change participating primary and specialty
providers.

‘‘(E) The rights and procedures for obtain-
ing referrals (including standing referrals) to
participating and nonparticipating pro-
viders.

‘‘(F) The name, address, and telephone
number of participating health care pro-
viders and an indication of whether each
such provider is available to accept new pa-
tients.

‘‘(G) Any limitations imposed on the selec-
tion of qualifying participating health care
providers, including any limitations imposed
under section 2812(b)(2).

‘‘(4) OUT-OF-AREA COVERAGE.—Out-of-area
coverage provided by the plan or issuer.

‘‘(5) EMERGENCY COVERAGE.—Coverage of
emergency services, including—

‘‘(A) the appropriate use of emergency
services, including use of the 911 telephone
system or its local equivalent in emergency
situations and an explanation of what con-
stitutes an emergency situation;

‘‘(B) the process and procedures of the plan
or issuer for obtaining emergency services;
and

‘‘(C) the locations of (i) emergency depart-
ments, and (ii) other settings, in which plan
physicians and hospitals provide emergency
services and post-stabilization care.

‘‘(6) PRIOR AUTHORIZATION RULES.—Rules
regarding prior authorization or other re-
view requirements that could result in non-
coverage or nonpayment.

‘‘(7) GRIEVANCE AND APPEALS PROCE-
DURES.—All appeal or grievance rights and
procedures under the plan or coverage, in-
cluding the method for filing grievances and
the time frames and circumstances for act-
ing on grievances and appeals, who is the ap-
plicable authority with respect to the plan
or issuer.

‘‘(8) ACCOUNTABILITY.—A description of the
legal recourse options available for partici-
pants and beneficiaries under the plan
including—

‘‘(A) the preemption that applies under
section 514 of the Employee Retirement In-
come Security Act of 1974 (29 U.S.C. 1144) to
certain actions arising out of the provision
of health benefits; and

‘‘(B) the extent to which coverage deci-
sions made by the plan are subject to inter-
nal review or any external review and the
proper time frames under

‘‘(9) QUALITY ASSURANCE.—Any information
made public by an accrediting organization
in the process of accreditation of the plan or
issuer or any additional quality indicators
the plan or issuer makes available.

‘‘(10) INFORMATION ON ISSUER.—Notice of
appropriate mailing addresses and telephone
numbers to be used by participants, bene-
ficiaries, and enrollees in seeking informa-
tion or authorization for treatment.

‘‘(11) AVAILABILITY OF INFORMATION ON RE-
QUEST.—Notice that the information de-
scribed in subsection (c) is available upon re-
quest.

‘‘(c) INFORMATION MADE AVAILABLE UPON
REQUEST.—The information described in this
subsection is the following:

‘‘(1) UTILIZATION REVIEW ACTIVITIES.—A de-
scription of procedures used and require-
ments (including circumstances, time
frames, and appeal rights) under any utiliza-
tion review program under section 2801.

‘‘(2) GRIEVANCE AND APPEALS INFORMA-
TION.—Information on the number of griev-
ances and appeals and on the disposition in
the aggregate of such matters.

‘‘(3) FORMULARY RESTRICTIONS.—A descrip-
tion of the nature of any drug formula re-
strictions.

‘‘(4) PARTICIPATING PROVIDER LIST.—A list
of current participating health care pro-
viders.

‘‘(d) CONSTRUCTION.—Nothing in this sec-
tion shall be construed as requiring public
disclosure of individual contracts or finan-
cial arrangements between a group health
plan or health insurance issuer and any pro-
vider.

‘‘Subtitle D—Protecting the Doctor-Patient
Relationship

‘‘SEC. 2831. PROHIBITION OF INTERFERENCE
WITH CERTAIN MEDICAL COMMU-
NICATIONS.

‘‘(a) GENERAL RULE.—The provisions of any
contract or agreement, or the operation of
any contract or agreement, between a group
health plan or health insurance issuer in re-
lation to health insurance coverage (includ-
ing any partnership, association, or other or-
ganization that enters into or administers
such a contract or agreement) and a health
care provider (or group of health care pro-
viders) shall not prohibit or otherwise re-
strict a health care professional from advis-
ing such a participant, beneficiary, or en-
rollee who is a patient of the professional
about the health status of the individual or
medical care or treatment for the individ-
ual’s condition or disease, regardless of
whether benefits for such care or treatment
are provided under the plan or coverage, if
the professional is acting within the lawful
scope of practice.

‘‘(b) NULLIFICATION.—Any contract provi-
sion or agreement that restricts or prohibits
medical communications in violation of sub-
section (a) shall be null and void.
‘‘SEC. 2832. PROHIBITION OF DISCRIMINATION

AGAINST PROVIDERS BASED ON LI-
CENSURE.

‘‘(a) IN GENERAL.—A group health plan and
a health insurance issuer offering health in-
surance coverage shall not discriminate with
respect to participation or indemnification
as to any provider who is acting within the
scope of the provider’s license or certifi-
cation under applicable State law, solely on
the basis of such license or certification.

‘‘(b) CONSTRUCTION.—Subsection (a) shall
not be construed—

‘‘(1) as requiring the coverage under a
group health plan or health insurance cov-
erage of particular benefits or services or to
prohibit a plan or issuer from including pro-
viders only to the extent necessary to meet
the needs of the plan’s or issuer’s partici-
pants, beneficiaries, or enrollees or from es-

tablishing any measure designed to maintain
quality and control costs consistent with the
responsibilities of the plan or issuer;

‘‘(2) to override any State licensure or
scope-of-practice law;

‘‘(3) as requiring a plan or issuer that of-
fers network coverage to include for partici-
pation every willing provider who meets the
terms and conditions of the plan or issuer; or

‘‘(4) as prohibiting a family practice physi-
cian with appropriate expertise from pro-
viding pediatric or obstetrical or gyneco-
logical care.
‘‘SEC. 2833. PROHIBITION AGAINST IMPROPER IN-

CENTIVE ARRANGEMENTS.
‘‘(a) IN GENERAL.—A group health plan and

a health insurance issuer offering health in-
surance coverage may not operate any physi-
cian incentive plan (as defined in subpara-
graph (B) of section 1876(i)(8) of the Social
Security Act) unless the requirements de-
scribed in clauses (i), (ii)(I), and (iii) of sub-
paragraph (A) of such section are met with
respect to such a plan.

‘‘(b) APPLICATION.—For purposes of car-
rying out paragraph (1), any reference in sec-
tion 1876(i)(8) of the Social Security Act to
the Secretary, an eligible organization, or an
individual enrolled with the organization
shall be treated as a reference to the applica-
ble authority, a group health plan or health
insurance issuer, respectively, and a partici-
pant, beneficiary, or enrollee with the plan
or organization, respectively.

‘‘(c) CONSTRUCTION.—Nothing in this sec-
tion shall be construed as prohibiting all
capitation and similar arrangements or all
provider discount arrangements.
‘‘SEC. 2834. PAYMENT OF CLEAN CLAIMS.

‘‘A group health plan, and a health insur-
ance issuer offering group health insurance
coverage, shall provide for prompt payment
of claims submitted for health care services
or supplies furnished to a participant, bene-
ficiary, or enrollee with respect to benefits
covered by the plan or issuer,in a manner
consistent with the provisions of sections
1816(c)(2) and 1842(c)(2) of the Social Security
Act (42 U.S.C. 1395h(c)(2) and 42 U.S.C.
1395u(c)(2)), except that for purposes of this
section, subparagraph (C) of section 1816(c)(2)
of the Social Security Act shall be treated as
applying to claims received from a partici-
pant, beneficiary, or enrollee as well as
claims referred to in such subparagraph.

‘‘Subtitle E—Definitions
‘‘SEC. 2841. DEFINITIONS.

‘‘(a) INCORPORATION OF GENERAL DEFINI-
TIONS.—Except as otherwise provided, the
provisions of section 2791 shall apply for pur-
poses of this title in the same manner as
they apply for purposes of title XXVII.

‘‘(b) ADDITIONAL DEFINITIONS.—For pur-
poses of this title:

‘‘(1) APPLICABLE AUTHORITY.—The term ‘ap-
plicable authority’ means—

‘‘(A) in the case of a group health plan, the
Secretary of Health and Human Services;
and

‘‘(B) in the case of a health insurance
issuer with respect to a specific provision of
this title, the applicable State authority (as
defined in section 2791(d) of the Public
Health Service Act), or the Secretary of
Health and Human Services, if such Sec-
retary is enforcing such provision under sec-
tion 2722(a)(2) or 2761(a)(2) of the Public
Health Service Act.

‘‘(2) CLINICAL PEER.—The term ‘clinical
peer’ means, with respect to a review or ap-
peal, a practicing physician or other health
care professional who holds a nonrestricted
license and who is—

‘‘(A) appropriately certified by a nation-
ally recognized, peer reviewed accrediting
body in the same or similar specialty as
typically manages the medical condition,
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procedure, or treatment under review or ap-
peal, or

‘‘(B) is trained and experienced in man-
aging such condition, procedure, or treat-
ment,

and includes a pediatric specialist where ap-
propriate; except that only a physician may
be a clinical peer with respect to the review
or appeal of treatment recommended or ren-
dered by a physician.

‘‘(3) ENROLLEE.—The term ‘enrollee’
means, with respect to health insurance cov-
erage offered by a health insurance issuer, an
individual enrolled with the issuer to receive
such coverage.

‘‘(4) HEALTH CARE PROFESSIONAL.—The
term ‘health care professional’ means an in-
dividual who is licensed, accredited, or cer-
tified under State law to provide specified
health care services and who is operating
within the scope of such licensure, accredita-
tion, or certification.

‘‘(5) HEALTH CARE PROVIDER.—The term
‘health care provider’ includes a physician or
other health care professional, as well as an
institutional or other facility or agency that
provides health care services and that is li-
censed, accredited, or certified to provide
health care items and services under applica-
ble State law.

‘‘(6) NETWORK.—The term ‘network’ means,
with respect to a group health plan or health
insurance issuer offering health insurance
coverage, the participating health care pro-
fessionals and providers through whom the
plan or issuer provides health care items and
services to participants, beneficiaries, or en-
rollees.

‘‘(7) NONPARTICIPATING.—The term ‘non-
participating’ means, with respect to a
health care provider that provides health
care items and services to a participant, ben-
eficiary, or enrollee under group health plan
or health insurance coverage, a health care
provider that is not a participating health
care provider with respect to such items and
services.

‘‘(8) PARTICIPATING.—The term ‘partici-
pating’ means, with respect to a health care
provider that provides health care items and
services to a participant, beneficiary, or en-
rollee under group health plan or health in-
surance coverage offered by a health insur-
ance issuer, a health care provider that fur-
nishes such items and services under a con-
tract or other arrangement with the plan or
issuer.

‘‘(9) PHYSICIAN.—The term ‘physician’
means an allopathic or osteopathic physi-
cian.

‘‘(10) PRACTICING PHYSICIAN.—The term
‘practicing physician’ means a physician who
is licensed in the State in which the physi-
cian furnishes professional services and who
provides professional services to individual
patients on average at least two full days per
week.

‘‘(11) PRIOR AUTHORIZATION.—The term
‘prior authorization’ means the process of
obtaining prior approval from a health insur-
ance issuer or group health plan for the pro-
vision or coverage of medical services.
‘‘SEC. 2842. RULE OF CONSTRUCTION.

‘‘(a) CONTINUED APPLICABILITY OF STATE
LAW WITH RESPECT TO HEALTH INSURANCE
ISSUERS.—

‘‘(1) IN GENERAL.—Subject to paragraph (2),
this title shall not be construed to supersede
any provision of State law which establishes,
implements, or continues in effect any
standard or requirement solely relating to
health insurance issuers except to the extent
that such standard or requirement prevents
the application of a requirement of this title.

‘‘(2) CONTINUED PREEMPTION WITH RESPECT
TO GROUP HEALTH PLANS.—Nothing in this
title shall be construed to affect or modify

the provisions of section 514 of the Employee
Retirement Income Security Act of 1974.

‘‘(b) DEFINITIONS.—For purposes of this sec-
tion:

‘‘(1) STATE LAW.—The term ‘State law’ in-
cludes all laws, decisions, rules, regulations,
or other State action having the effect of
law, of any State. A law of the United States
applicable only to the District of Columbia
shall be treated as a State law rather than a
law of the United States.

‘‘(2) STATE.—The term ‘State’ includes a
State, the District of Columbia, the North-
ern Mariana Islands, any political subdivi-
sions of a State or such Islands, or any agen-
cy or instrumentality of either.
‘‘SEC. 2843. EXCLUSIONS.

‘‘(a) NO BENEFIT REQUIREMENTS.—Nothing
in this title shall be construed to require a
group health plan or a health insurance
issuer offering health insurance coverage to
provide specific benefits under the terms of
such plan or coverage, other than those pro-
vided under the terms of such plan or cov-
erage.

‘‘(b) EXCLUSION FOR FEE-FOR-SERVICE COV-
ERAGE.—

‘‘(1) IN GENERAL.—
‘‘(A) GROUP HEALTH PLANS.—The provisions

of sections 2811 through 2821 shall not apply
to a group health plan if the only coverage
offered under the plan is fee-for-service cov-
erage (as defined in paragraph (2)).

‘‘(B) HEALTH INSURANCE COVERAGE.—The
provisions of sections 2801 through 2821 shall
not apply to health insurance coverage if the
only coverage offered under the coverage is
fee-for-service coverage (as defined in para-
graph (2)).

‘‘(2) FEE-FOR-SERVICE COVERAGE DEFINED.—
For purposes of this subsection, the term
‘fee-for-service coverage’ means coverage
under a group health plan or health insur-
ance coverage that—

‘‘(A) reimburses hospitals, health profes-
sionals, and other providers on a fee-for-serv-
ice basis without placing the provider at fi-
nancial risk;

‘‘(B) does not vary reimbursement for such
a provider based on an agreement to con-
tract terms and conditions or the utilization
of health care items or services relating to
such provider;

‘‘(C) allows access to any provider that is
lawfully authorized to provide the covered
services and agree to accept the terms and
conditions of payment established under the
plan or by the issuer; and

‘‘(D) for which the plan or issuer does not
require prior authorization before providing
for any health care services.
‘‘SEC. 2844. COVERAGE OF LIMITED SCOPE

PLANS.
‘‘Only for purposes of applying the require-

ments of this title under sections 2707 and
2753, section 2791(c)(2)(A) shall be deemed not
to apply.
‘‘SEC. 2845. REGULATIONS.

‘‘The Secretary of Health and Human Serv-
ices shall issue such regulations as may be
necessary or appropriate to carry out this
title under sections 2707 and 2753. The Sec-
retary may promulgate such regulations in
the form of interim final rules as may be
necessary to carry out this title in a timely
manner.
‘‘SEC. 2846. LIMITATION ON APPLICATION OF

PROVISIONS RELATING TO GROUP
HEALTH PLANS.

‘‘The requirements of this title shall apply
with respect to group health plans only—

‘‘(1) in the case of a plan that is a non-Fed-
eral governmental plan (as defined in section
2791(d)(8)(C)), and

‘‘(2) with respect to health insurance cov-
erage offered in connection with a group
health plan (including such a plan that is a

church plan or a governmental plan), except
that subtitle A shall apply with respect to
such coverage only to the extent it is offered
in connection with a non-Federal govern-
mental plan or a church plan.’’.
TITLE II—AMENDMENTS TO THE EM-

PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

SEC. 201. APPLICATION OF PATIENT PROTECTION
STANDARDS TO GROUP HEALTH
PLANS AND GROUP HEALTH INSUR-
ANCE COVERAGE UNDER THE EM-
PLOYEE RETIREMENT INCOME SE-
CURITY ACT OF 1974.

(a) IN GENERAL.—Subpart B of part 7 of
subtitle B of title I of the Employee Retire-
ment Income Security Act of 1974 is amended
by adding at the end the following new sec-
tion:
‘‘SEC. 714. PATIENT PROTECTION STANDARDS.

‘‘A group health plan (and a health insur-
ance issuer offering group health insurance
coverage in connection with such a plan)
shall comply with the requirements of part 8
and such requirements shall be deemed to be
incorporated into this section.’’.

(b) SATISFACTION OF ERISA CLAIMS PROCE-
DURE REQUIREMENT.—Section 503 of such Act
(29 U.S.C. 1133) is amended by inserting ‘‘(a)’’
after ‘‘SEC. 503.’’ and by adding at the end
the following new subsection:

‘‘(b) In the case of a group health plan (as
defined in section 733) compliance with the
requirements of subpart A of part 8 in the
case of a claims denial shall be deemed com-
pliance with subsection (a) with respect to
such claims denial. For purposes of applying
the previous sentence, the exceptions pro-
vided under section 732 shall be deemed to
apply.’’.

(c) CONFORMING AMENDMENTS.—(1) Section
732(a) of such Act (29 U.S.C. 1185(a)) is
amended by striking ‘‘section 711’’ and in-
serting ‘‘sections 711 and 714’’.

(2) The table of contents in section 1 of
such Act is amended by inserting after the
item relating to section 713 the following
new item:
‘‘Sec. 714. Patient protection standards.’’.
SEC. 202. IMPROVING MANAGED CARE.

(a) IN GENERAL.—Subtitle B of title I of the
Employee Retirement Income Security Act
of 1974 is amended by adding at the end the
following new part:

‘‘PART 8—IMPROVING MANAGED CARE

‘‘SUBPART A—GRIEVANCE AND APPEALS

‘‘SEC. 801. UTILIZATION REVIEW ACTIVITIES.
‘‘(a) COMPLIANCE WITH REQUIREMENTS.—
‘‘(1) IN GENERAL.—A group health plan, and

a health insurance issuer that provides
health insurance coverage in connection
with such a plan, shall conduct utilization
review activities in connection with the pro-
vision of benefits under such plan or cov-
erage only in accordance with a utilization
review program that meets the requirements
of this section.

‘‘(2) USE OF OUTSIDE AGENTS.—Nothing in
this section shall be construed as preventing
a group health plan or health insurance
issuer from arranging through a contract or
otherwise for persons or entities to conduct
utilization review activities on behalf of the
plan or issuer, so long as such activities are
conducted in accordance with a utilization
review program that meets the requirements
of this section.

‘‘(3) UTILIZATION REVIEW DEFINED.—For pur-
poses of this section, the terms ‘utilization
review’ and ‘utilization review activities’
mean procedures used to monitor or evaluate
the use or coverage, clinical necessity, ap-
propriateness, efficacy, or efficiency of
health care services, procedures or settings,
and includes prospective review, concurrent
review, second opinions, case management,
discharge planning, or retrospective review.
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‘‘(b) WRITTEN POLICIES AND CRITERIA.—
‘‘(1) WRITTEN POLICIES.—A utilization re-

view program shall be conducted consistent
with written policies and procedures that
govern all aspects of the program.

‘‘(2) USE OF WRITTEN CRITERIA.—
‘‘(A) IN GENERAL.—Such a program shall

utilize written clinical review criteria devel-
oped with input from a range of appropriate
practicing physicians, as determined by the
plan, pursuant to the program. Such criteria
shall include written clinical review criteria
that are based on valid clinical evidence
where available and that are directed specifi-
cally at meeting the needs of at-risk popu-
lations and covered individuals with chronic
conditions or severe illnesses, including gen-
der-specific criteria and pediatric-specific
criteria where available and appropriate.

‘‘(B) CONTINUING USE OF STANDARDS IN RET-
ROSPECTIVE REVIEW.—If a health care service
has been specifically pre-authorized or ap-
proved for a participant or beneficiary under
such a program, the program shall not, pur-
suant to retrospective review, revise or mod-
ify the specific standards, criteria, or proce-
dures used for the utilization review for pro-
cedures, treatment, and services delivered to
the individual during the same course of
treatment.

‘‘(C) REVIEW OF SAMPLE OF CLAIMS DENI-
ALS.—Such a program shall provide for peri-
odic evaluation at reasonable intervals of
the clinical appropriateness of a sample of
denials of claims for benefits.

‘‘(c) CONDUCT OF PROGRAM ACTIVITIES.—
‘‘(1) ADMINISTRATION BY HEALTH CARE PRO-

FESSIONALS.—A utilization review program
shall be administered by appropriate physi-
cian specialists who shall be selected by the
plan or issuer and who shall oversee review
decisions.

‘‘(2) USE OF QUALIFIED, INDEPENDENT PER-
SONNEL.—

‘‘(A) IN GENERAL.—A utilization review pro-
gram shall provide for the conduct of utiliza-
tion review activities only through personnel
who are qualified and have received appro-
priate training in the conduct of such activi-
ties under the program.

‘‘(B) PROHIBITION OF CONTINGENT COMPENSA-
TION ARRANGEMENTS.—Such a program shall
not, with respect to utilization review activi-
ties, permit or provide compensation or any-
thing of value to its employees, agents, or
contractors in a manner that encourages de-
nials of claims for benefits. This subpara-
graph shall not preclude any capitation ar-
rangements between plans and providers.

‘‘(C) PROHIBITION OF CONFLICTS.—Such a
program shall not permit a health care pro-
fessional who is providing health care serv-
ices to an individual to perform utilization
review activities in connection with the
health care services being provided to the in-
dividual.

‘‘(3) ACCESSIBILITY OF REVIEW.—Such a pro-
gram shall provide that appropriate per-
sonnel performing utilization review activi-
ties under the program, including the utili-
zation review administrator, are reasonably
accessible by toll-free telephone during nor-
mal business hours to discuss patient care
and allow response to telephone requests,
and that appropriate provision is made to re-
ceive and respond promptly to calls received
during other hours.

‘‘(4) LIMITS ON FREQUENCY.—Such a pro-
gram shall not provide for the performance
of utilization review activities with respect
to a class of services furnished to an indi-
vidual more frequently than is reasonably
required to assess whether the services under
review are medically necessary or appro-
priate.

‘‘(d) DEADLINE FOR DETERMINATIONS.—
‘‘(1) PRIOR AUTHORIZATION SERVICES.—

‘‘(A) IN GENERAL.—Except as provided in
paragraph (2), in the case of a utilization re-
view activity involving the prior authoriza-
tion of health care items and services for an
individual, the utilization review program
shall make a determination concerning such
authorization, and provide notice of the de-
termination to the individual or the individ-
ual’s designee and the individual’s health
care provider by telephone and in printed or
electronic form, no later than the deadline
specified in subparagraph (B). The provider
involved shall provide timely access to infor-
mation relevant to the matter of the review
decision.

‘‘(B) DEADLINE.—
‘‘(i) IN GENERAL.—Subject to clauses (ii)

and (iii), the deadline specified in this sub-
paragraph is 14 days after the earliest date
as of which the request for prior authoriza-
tion has been received and all necessary in-
formation has been provided.

‘‘(ii) EXTENSION PERMITTED WHERE NOTICE
OF ADDITIONAL INFORMATION REQUIRED.—If a
utilization review program—

‘‘(I) receives a request for a prior author-
ization,

‘‘(II) determines that additional informa-
tion is necessary to complete the review and
make the determination on the request,

‘‘(III) notifies the requester, not later than
5 business days after the date of receiving
the request, of the need for such specified ad-
ditional information, and

‘‘(IV) requires the requester to submit
specified information not later than 2 busi-
ness days after notification,

the deadline specified in this subparagraph is
14 days after the date the program receives
the specified additional information, but in
no case later than 28 days after the date of
receipt of the request for the prior authoriza-
tion. This clause shall not apply if the dead-
line is specified in clause (iii).

‘‘(iii) EXPEDITED CASES.—In the case of a
situation described in section 802(c)(1)(A),
the deadline specified in this subparagraph is
48 hours after the time of the request for
prior authorization.

‘‘(2) ONGOING CARE.—
‘‘(A) CONCURRENT REVIEW.—
‘‘(i) IN GENERAL.—Subject to subparagraph

(B), in the case of a concurrent review of on-
going care (including hospitalization), which
results in a termination or reduction of such
care, the plan must provide by telephone and
in printed or electronic form notice of the
concurrent review determination to the indi-
vidual or the individual’s designee and the
individual’s health care provider as soon as
possible in accordance with the medical ex-
igencies of the case, with sufficient time
prior to the termination or reduction to
allow for an appeal under section 802(c)(1)(A)
to be completed before the termination or
reduction takes effect.

‘‘(ii) CONTENTS OF NOTICE.—Such notice
shall include, with respect to ongoing health
care items and services, the number of ongo-
ing services approved, the new total of ap-
proved services, the date of onset of services,
and the next review date, if any, as well as a
statement of the individual’s rights to fur-
ther appeal.

‘‘(B) EXCEPTION.—Subparagraph (A) shall
not be interpreted as requiring plans or
issuers to provide coverage of care that
would exceed the coverage limitations for
such care.

‘‘(3) PREVIOUSLY PROVIDED SERVICES.—In
the case of a utilization review activity in-
volving retrospective review of health care
services previously provided for an indi-
vidual, the utilization review program shall
make a determination concerning such serv-
ices, and provide notice of the determination
to the individual or the individual’s designee

and the individual’s health care provider by
telephone and in printed or electronic form,
within 30 days of the date of receipt of infor-
mation that is reasonably necessary to make
such determination, but in no case later
than 60 days after the date of receipt of the
claim for benefits.

‘‘(4) FAILURE TO MEET DEADLINE.—In a case
in which a group health plan or health insur-
ance issuer fails to make a determination on
a claim for benefit under paragraph (1),
(2)(A), or (3) by the applicable deadline estab-
lished under the respective paragraph, the
failure shall be treated under this subpart as
a denial of the claim as of the date of the
deadline.

‘‘(5) REFERENCE TO SPECIAL RULES FOR
EMERGENCY SERVICES, MAINTENANCE CARE,
POST-STABILIZATION CARE, AND EMERGENCY
AMBULANCE SERVICES.—For waiver of prior
authorization requirements in certain cases
involving emergency services, maintenance
care and post-stabilization care, and emer-
gency ambulance services, see subsections
(a)(1), (b), and (c)(1) of section 813, respec-
tively.

‘‘(e) NOTICE OF DENIALS OF CLAIMS FOR BEN-
EFITS.—

‘‘(1) IN GENERAL.—Notice of a denial of
claims for benefits under a utilization review
program shall be provided in printed or elec-
tronic form and written in a manner cal-
culated to be understood by the participant
or beneficiary and shall include—

‘‘(A) the reasons for the denial (including
the clinical rationale);

‘‘(B) instructions on how to initiate an ap-
peal under section 802; and

‘‘(C) notice of the availability, upon re-
quest of the individual (or the individual’s
designee) of the clinical review criteria re-
lied upon to make such denial.

‘‘(2) SPECIFICATION OF ANY ADDITIONAL IN-
FORMATION.—Such a notice shall also specify
what (if any) additional necessary informa-
tion must be provided to, or obtained by, the
person making the denial in order to make a
decision on such an appeal.

‘‘(f) CLAIM FOR BENEFITS AND DENIAL OF
CLAIM FOR BENEFITS DEFINED.—For purposes
of this subpart:

‘‘(1) CLAIM FOR BENEFITS.—The term ‘claim
for benefits’ means any request for coverage
(including authorization of coverage), or for
payment in whole or in part, for an item or
service under a group health plan or health
insurance coverage offered in connection
with such a plan.

‘‘(2) DENIAL OF CLAIM FOR BENEFITS.—The
term ‘denial’ means, with respect to a claim
for benefits, a denial, or a failure to act on
a timely basis upon, in whole or in part, the
claim for benefits and includes a failure to
provide or pay for benefits (including items
and services) required to be provided or paid
for under this part.
‘‘SEC. 802. INTERNAL APPEALS PROCEDURES.

‘‘(a) RIGHT OF REVIEW.—
‘‘(1) IN GENERAL.—Each group health plan,

and each health insurance issuer offering
health insurance coverage in connection
with such a plan—

‘‘(A) shall provide adequate notice in writ-
ten or electronic form to any participant or
beneficiary under such plan whose claim for
benefits under the plan or coverage has been
denied (within the meaning of section
801(f)(2)), setting forth the specific reasons
for such denial of claim for benefits and
rights to any further review or appeal, writ-
ten in layman’s terms to be understood by
the participant or beneficiary; and

‘‘(B) shall afford such a participant or ben-
eficiary (and any provider or other person
acting on behalf of such an individual with
the individual’s consent or without such con-
sent if the individual is medically unable to
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provide such consent) who is dissatisfied
with such a denial of claim for benefits a rea-
sonable opportunity of not less than 180 days
to request and obtain a full and fair review
by a named fiduciary (with respect to such
plan) or named appropriate individual (with
respect to such coverage) of the decision de-
nying the claim.

‘‘(2) TREATMENT OF ORAL REQUESTS.—The
request for review under paragraph (1)(B)
may be made orally, but, in the case of an
oral request, shall be followed by a request
in written or electronic form.

‘‘(b) INTERNAL REVIEW PROCESS.—
‘‘(1) CONDUCT OF REVIEW.—
‘‘(A) IN GENERAL.—A review of a denial of

claim under this section shall be made by an
individual (who shall be a physician in a case
involving medical judgment) who has been
selected by the plan or issuer and who did
not make the initial denial in the internally
appealable decision, except that in the case
of limited scope coverage (as defined in sub-
paragraph (B)) an appropriate specialist
shall review the decision.

‘‘(B) LIMITED SCOPE COVERAGE DEFINED.—
For purposes of subparagraph (A), the term
‘limited scope coverage’ means a group
health plan or health insurance coverage the
only benefits under which are for benefits de-
scribed in section 2791(c)(2)(A) of the Public
Health Service Act (42 U.S.C. 300gg–91(c)(2)).

‘‘(2) TIME LIMITS FOR INTERNAL REVIEWS.—
‘‘(A) IN GENERAL.—Having received such a

request for review of a denial of claim, the
plan or issuer shall, in accordance with the
medical exigencies of the case but not later
than the deadline specified in subparagraph
(B), complete the review on the denial and
transmit to the participant, beneficiary, or
other person involved a decision that af-
firms, reverses, or modifies the denial. If the
decision does not reverse the denial, the plan
or issuer shall transmit, in printed or elec-
tronic form, a notice that sets forth the
grounds for such decision and that includes a
description of rights to any further appeal.
Such decision shall be treated as the final
decision of the plan. Failure to issue such a
decision by such deadline shall be treated as
a final decision affirming the denial of claim.

‘‘(B) DEADLINE.—
‘‘(i) IN GENERAL.—Subject to clauses (ii)

and (iii), the deadline specified in this sub-
paragraph is 14 days after the earliest date
as of which the request for prior authoriza-
tion has been received and all necessary in-
formation has been provided. The provider
involved shall provide timely access to infor-
mation relevant to the matter of the review
decision.

‘‘(ii) EXTENSION PERMITTED WHERE NOTICE
OF ADDITIONAL INFORMATION REQUIRED.—If a
group health plan or health insurance
issuer—

‘‘(I) receives a request for internal review,
‘‘(II) determines that additional informa-

tion is necessary to complete the review and
make the determination on the request,

‘‘(III) notifies the requester, not later than
5 business days after the date of receiving
the request, of the need for such specified ad-
ditional information, and

‘‘(IV) requires the requester to submit
specified information not later than 48 hours
after notification,
the deadline specified in this subparagraph is
14 days after the date the plan or issuer re-
ceives the specified additional information,
but in no case later than 28 days after the
date of receipt of the request for the internal
review. This clause shall not apply if the
deadline is specified in clause (iii).

‘‘(iii) EXPEDITED CASES.—In the case of a
situation described in subsection (c)(1)(A),
the deadline specified in this subparagraph is
48 hours after the time of request for review.

‘‘(c) EXPEDITED REVIEW PROCESS.—

‘‘(1) IN GENERAL.—A group health plan, and
a health insurance issuer, shall establish
procedures in writing for the expedited con-
sideration of requests for review under sub-
section (b) in situations—

‘‘(A) in which, as determined by the plan or
issuer or as certified in writing by a treating
physician, the application of the normal
timeframe for making the determination
could seriously jeopardize the life or health
of the participant or beneficiary or such in-
dividual’s ability to regain maximum func-
tion; or

‘‘(B) described in section 801(d)(2) (relating
to requests for continuation of ongoing care
which would otherwise be reduced or termi-
nated).

‘‘(2) PROCESS.—Under such procedures—
‘‘(A) the request for expedited review may

be submitted orally or in writing by an indi-
vidual or provider who is otherwise entitled
to request the review;

‘‘(B) all necessary information, including
the plan’s or issuer’s decision, shall be trans-
mitted between the plan or issuer and the re-
quester by telephone, facsimile, or other
similarly expeditious available method; and

‘‘(C) the plan or issuer shall expedite the
review in the case of any of the situations
described in subparagraph (A) or (B) of para-
graph (1).

‘‘(3) DEADLINE FOR DECISION.—The decision
on the expedited review must be made and
communicated to the parties as soon as pos-
sible in accordance with the medical exigen-
cies of the case, and in no event later than 48
hours after the time of receipt of the request
for expedited review, except that in a case
described in paragraph (1)(B), the decision
must be made before the end of the approved
period of care.

‘‘(d) WAIVER OF PROCESS.—A plan or issuer
may waive its rights for an internal review
under subsection (b). In such case the partic-
ipant or beneficiary involved (and any des-
ignee or provider involved) shall be relieved
of any obligation to complete the review in-
volved and may, at the option of such partic-
ipant, beneficiary, designee, or provider, pro-
ceed directly to seek further appeal through
any applicable external appeals process.
‘‘SEC. 803. EXTERNAL APPEALS PROCEDURES.

‘‘(a) RIGHT TO EXTERNAL APPEAL.—
‘‘(1) IN GENERAL.—A group health plan, and

a health insurance issuer offering health in-
surance coverage in connection with such a
plan, shall provide for an external appeals
process that meets the requirements of this
section in the case of an externally appeal-
able decision described in paragraph (2), for
which a timely appeal is made (within a rea-
sonable period not to exceed 365 days) either
by the plan or issuer or by the participant or
beneficiary (and any provider or other person
acting on behalf of such an individual with
the individual’s consent or without such con-
sent if such an individual is medically un-
able to provide such consent).

‘‘(2) EXTERNALLY APPEALABLE DECISION DE-
FINED.—

‘‘(A) IN GENERAL.—For purposes of this sec-
tion, the term ‘externally appealable deci-
sion’ means a denial of claim for benefits (as
defined in section 801(f)(2)), if—

‘‘(i) the item or service involved is covered
under the plan or coverage,

‘‘(ii) the amount involved exceeds $100, in-
creased or decreased, for each calendar year
that ends after December 31, 2001, by the
same percentage as the percentage by which
the medical care expenditure category of the
Consumer Price Index for All Urban Con-
sumers (United States city average), pub-
lished by the Bureau of Labor Statistics, for
September of the preceding calendar year
has increased or decreased from such index
for September 2000, and

‘‘(iii) the requirements of subparagraph (B)
are met with respect to such denial.
Such term also includes a failure to meet an
applicable deadline for internal review under
section 802 or such standards as are estab-
lished pursuant to section 818.

‘‘(B) REQUIREMENTS.—For purposes of sub-
paragraph (A)(iii), the requirements of this
subparagraph are met with respect to a de-
nial of a claim for benefits if—

‘‘(i) the denial is based in whole or in part
on a decision that the item or service is not
medically necessary or appropriate or is in-
vestigational or experimental, or

‘‘(ii) in such denial, the decision as to
whether an item or service is covered in-
volves a medical judgment.

‘‘(C) EXCLUSIONS.—The term ‘externally ap-
pealable decision’ does not include—

‘‘(i) specific exclusions or express limita-
tions on the amount, duration, or scope of
coverage; or

‘‘(ii) a decision regarding eligibility for
any benefits.

‘‘(3) EXHAUSTION OF INTERNAL REVIEW PROC-
ESS.—Except as provided under section
802(d), a plan or issuer may condition the use
of an external appeal process in the case of
an externally appealable decision upon a
final decision in an internal review under
section 802, but only if the decision is made
in a timely basis consistent with the dead-
lines provided under this subpart.

‘‘(4) FILING FEE REQUIREMENT.—
‘‘(A) IN GENERAL.—A plan or issuer may

condition the use of an external appeal proc-
ess upon payment in advance to the plan or
issuer of a $25 filing fee.

‘‘(B) REFUNDING FEE IN CASE OF SUCCESSFUL
APPEALS.—The plan or issuer shall refund
payment of the filing fee under this para-
graph if the recommendation of the external
appeal entity is to reverse the denial of a
claim for benefits which is the subject of the
appeal.

‘‘(b) GENERAL ELEMENTS OF EXTERNAL AP-
PEALS PROCESS.—

‘‘(1) USE OF QUALIFIED EXTERNAL APPEAL
ENTITY.—

‘‘(A) IN GENERAL.—The external appeal
process under this section of a plan or issuer
shall be conducted between the plan or issuer
and one or more qualified external appeal en-
tities (as defined in subsection (c)). Nothing
in this subsection shall be construed as re-
quiring that such procedures provide for the
selection for any plan of more than one such
entity.

‘‘(B) LIMITATION ON PLAN OR ISSUER SELEC-
TION.—The Secretary shall implement proce-
dures to assure that the selection process
among qualified external appeal entities will
not create any incentives for external appeal
entities to make a decision in a biased man-
ner.

‘‘(C) OTHER TERMS AND CONDITIONS.—The
terms and conditions of this paragraph shall
be consistent with the standards the Sec-
retary shall establish to assure there is no
real or apparent conflict of interest in the
conduct of external appeal activities. All
costs of the process (except those incurred by
the participant, beneficiary, or treating pro-
fessional in support of the appeal) shall be
paid by the plan or issuer, and not by the
participant or beneficiary. The previous sen-
tence shall not be construed as applying to
the imposition of a filing fee under sub-
section (a)(4).

‘‘(2) ELEMENTS OF PROCESS.—An external
appeal process shall be conducted consistent
with standards established by the Secretary
that include at least the following:

‘‘(A) FAIR AND DE NOVO DETERMINATION.—
The process shall provide for a fair, de novo
determination described in subparagraph (B)
based on evidence described in subparagraphs
(C) and (D).
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‘‘(B) STANDARD OF REVIEW.—An external

appeal entity shall determine whether the
plan’s or issuer’s decision is appropriate for
the medical condition of the patient involved
(as determined by the entity) taking into ac-
count as of the time of the entity’s deter-
mination the patient’s medical condition
and any relevant and reliable evidence the
entity obtains under subparagraphs (C) and
(D). If the entity determines the decision is
appropriate for such condition, the entity
shall affirm the decision and to the extent
that the entity determines the decision is
not appropriate for such condition, the enti-
ty shall reverse the decision. Nothing in this
subparagraph shall be construed as providing
for coverage of items or services not pro-
vided or covered by the plan or issuer.

‘‘(C) REQUIRED CONSIDERATION OF CERTAIN
MATTERS.—In making such determination,
the external appeal entity shall consider, but
not be bound by—

‘‘(i) any language in the plan or coverage
document relating to the definitions of the
terms medical necessity, medically nec-
essary or appropriate, or experimental, in-
vestigational, or related terms;

‘‘(ii) the decision made by the plan or
issuer upon internal review under section 802
and any guidelines or standards used by the
plan or issuer in reaching such decision; and

‘‘(iii) the opinion of the individual’s treat-
ing physician or health care professional.

The entity also shall consider any personal
health and medical information supplied
with respect to the individual whose denial
of claim for benefits has been appealed. The
entity also shall consider the results of stud-
ies that meet professionally recognized
standards of validity and replicability or
that have been published in peer-reviewed
journals.

‘‘(D) ADDITIONAL EVIDENCE.—Such entity
may also take into consideration but not be
limited to the following evidence (to the ex-
tent available):

‘‘(i) The results of professional consensus
conferences.

‘‘(ii) Practice and treatment policies.
‘‘(iii) Community standard of care.
‘‘(iv) Generally accepted principles of pro-

fessional medical practice consistent with
the best practice of medicine.

‘‘(v) To the extent that the entity deter-
mines it to be free of any conflict of interest,
the opinions of individuals who are qualified
as experts in one or more fields of health
care which are directly related to the mat-
ters under appeal.

‘‘(vi) To the extent that the entity deter-
mines it to be free of any conflict of interest,
the results of peer reviews conducted by the
plan or issuer involved.

‘‘(E) DETERMINATION CONCERNING EXTER-
NALLY APPEALABLE DECISIONS.—

‘‘(i) IN GENERAL.—A qualified external ap-
peal entity shall determine—

‘‘(I) whether a denial of claim for benefits
is an externally appealable decision (within
the meaning of subsection (a)(2));

‘‘(II) whether an externally appealable de-
cision involves an expedited appeal;

‘‘(III) for purposes of initiating an external
review, whether the internal review process
has been completed; and

‘‘(IV) whether the item or services is cov-
ered under the plan or coverage.

‘‘(ii) CONSTRUCTION.—Nothing in a deter-
mination by a qualified external appeal enti-
ty under this section shall be construed as
authorizing, or providing for, coverage of
items and services for which benefits are not
provided under the plan or coverage.

‘‘(F) OPPORTUNITY TO SUBMIT EVIDENCE.—
Each party to an externally appealable deci-
sion may submit evidence related to the
issues in dispute.

‘‘(G) PROVISION OF INFORMATION.—The plan
or issuer involved shall provide to the exter-
nal appeal entity timely access to informa-
tion and to provisions of the plan or health
insurance coverage relating to the matter of
the externally appealable decision, as deter-
mined by the entity. The provider involved
shall provide to the external appeal entity
timely access to information relevant to the
matter of the externally appealable decision,
as determined by the entity.

‘‘(H) TIMELY DECISIONS.—A determination
by the external appeal entity on the decision
shall—

‘‘(i) be made orally or in written or elec-
tronic form and, if it is made orally, shall be
supplied to the parties in written or elec-
tronic form as soon as possible;

‘‘(ii) be made in accordance with the med-
ical exigencies of the case involved, but in no
event later than 21 days after the date (or, in
the case of an expedited appeal, 48 hours
after the time) of requesting an external ap-
peal of the decision;

‘‘(iii) state, in layperson’s language, the
scientific rationale for such determination
as well as the basis for such determination,
including, if relevant, any basis in the terms
or conditions of the plan or coverage; and

‘‘(iv) inform the participant or beneficiary
of the individual’s rights (including any lim-
itation on such rights) to seek binding arbi-
tration or further review by the courts (or
other process) of the external appeal deter-
mination.

‘‘(I) COMPLIANCE WITH DETERMINATION.—If
the external appeal entity determines that a
denial of a claim for benefits was not reason-
able and reverses the denial, the plan or
issuer—

‘‘(i) shall (upon the receipt of the deter-
mination) authorize benefits in accordance
with such determination;

‘‘(ii) shall take such actions as may be nec-
essary to provide benefits (including items
or services) in a timely manner consistent
with such determination; and

‘‘(iii) shall submit information to the enti-
ty documenting compliance with the entity’s
determination and this subparagraph.

‘‘(J) CONSTRUCTION.—Nothing in this para-
graph shall be construed as providing for
coverage of items and services for which ben-
efits are not provided under the plan or cov-
erage.

‘‘(c) QUALIFICATIONS OF EXTERNAL APPEAL
ENTITIES.—

‘‘(1) IN GENERAL.—For purposes of this sec-
tion, the term ‘qualified external appeal en-
tity’ means, in relation to a plan or issuer,
an entity that is certified under paragraph
(2) as meeting the following requirements:

‘‘(A) The entity meets the independence re-
quirements of paragraph (3).

‘‘(B) The entity conducts external appeal
activities through at least three clinical
peers who are practicing physicians.

‘‘(C) The entity has sufficient medical,
legal, and other expertise and sufficient
staffing to conduct external appeal activities
for the plan or issuer on a timely basis con-
sistent with subsection (b)(2)(G).

‘‘(2) INITIAL CERTIFICATION OF EXTERNAL AP-
PEAL ENTITIES.—

‘‘(A) IN GENERAL.—In order to be treated as
a qualified external appeal entity with re-
spect to a group health plan or a health in-
surance issuer in connection with a group
health plan, the entity must be certified
(and, in accordance with subparagraph (B),
periodically recertified), under such stand-
ards as may be prescribed by the Secretary,
as meeting the requirements of paragraph
(1)—

‘‘(i) by the Secretary;
‘‘(ii) under a process recognized or ap-

proved by the Secretary; or

‘‘(iii) to the extent provided in subpara-
graph (C)(i), by a qualified private standard-
setting organization (certified under such
subparagraph), if elected by the entity.

‘‘(B) RECERTIFICATION PROCESS.—The Sec-
retary shall develop standards for the recer-
tification of external appeal entities. Such
standards shall include a review of—

‘‘(i) the number of cases reviewed;
‘‘(ii) a summary of the disposition of those

cases;
‘‘(iii) the length of time in making deter-

minations on those cases;
‘‘(iv) updated information of what was re-

quired to be submitted as a condition of cer-
tification for the entity’s performance of ex-
ternal appeal activities; and

‘‘(v) information necessary to assure that
the entity meets the independence require-
ments (described in paragraph (3)) with re-
spect to plans and issuers for which it con-
ducts external review activities.

‘‘(C) CERTIFICATION OF QUALIFIED PRIVATE
STANDARD-SETTING ORGANIZATIONS.—For pur-
poses of subparagraph (A)(iii), the Secretary
shall provide for a process for certification
(and periodic recertification) of qualified pri-
vate standard-setting organizations which
provide for certification of external appeal
entities. Such an organization shall only be
certified if the organization does not certify
an external appeal entity unless it meets
standards at least as stringent as the stand-
ards required for certification of such an en-
tity by the Secretary under subparagraph
(A)(i).

‘‘(D) CONSTRUCTION.—Nothing in subpara-
graph (A) shall be construed as permitting
the Secretary to delegate certification or
regulatory authority under clause (i) of such
subparagraph to any person outside the De-
partment of Labor.

‘‘(3) INDEPENDENCE REQUIREMENTS.—
‘‘(A) IN GENERAL.—A clinical peer or other

entity meets the independence requirements
of this paragraph if—

‘‘(i) the peer or entity is not affiliated with
any related party;

‘‘(ii) any compensation received by such
peer or entity in connection with the exter-
nal review is reasonable and not contingent
on any decision rendered by the peer or enti-
ty;

‘‘(iii) the plan and the issuer (if any) have
no recourse against the peer or entity in con-
nection with the external review; and

‘‘(iv) the peer or entity does not otherwise
have a conflict of interest with a related
party.

‘‘(B) RELATED PARTY.—For purposes of this
paragraph, the term ‘related party’ means—

‘‘(i) a group health plan or health insur-
ance coverage offered in connection with
such a plan, the plan or the health insurance
issuer offering such coverage, or any plan
sponsor, fiduciary, officer, director, or man-
agement employee of such plan or issuer;

‘‘(ii) the health care professional that pro-
vided the health care involved in the cov-
erage decision;

‘‘(iii) the institution at which the health
care involved in the coverage decision is pro-
vided; or

‘‘(iv) the manufacturer of any drug or
other item that was included in the health
care involved in the coverage decision.

‘‘(C) AFFILIATED.—For purposes of this
paragraph, the term ‘affiliated’ means, in
connection with any peer or entity, having a
familial, financial, or fiduciary relationship
with such peer or entity.

‘‘(4) LIMITATION ON LIABILITY OF REVIEW-
ERS.—No qualified external appeal entity
having a contract with a plan or issuer under
this part and no person who is employed by
any such entity or who furnishes profes-
sional services to such entity, shall be held
by reason of the performance of any duty,
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function, or activity required or authorized
pursuant to this section, to have violated
any criminal law, or to be civilly liable
under any law of the United States or of any
State (or political subdivision thereof) if due
care was exercised in the performance of
such duty, function, or activity and there
was no actual malice or gross misconduct in
the performance of such duty, function, or
activity.

‘‘(d) EXTERNAL APPEAL DETERMINATION
BINDING ON PLAN.—

‘‘(1) IN GENERAL.—The determination by an
external appeal entity shall be binding on
the plan (and issuer, if any) involved in the
determination.

‘‘(2) PROTECTION OF LEGAL RIGHTS.—Noth-
ing in this subpart shall be construed as re-
moving any legal rights of participants,
beneficiaries, and others under State or Fed-
eral law, including the right to file judicial
actions to enforce rights.

‘‘(e) PENALTIES AGAINST AUTHORIZED OFFI-
CIALS FOR REFUSING TO AUTHORIZE THE DE-
TERMINATION OF AN EXTERNAL APPEAL ENTI-
TY.—

‘‘(1) MONETARY PENALTIES.—In any case in
which the determination of an external ap-
peal entity is not followed in a timely fash-
ion by a group health plan, or by a health in-
surance issuer offering health insurance cov-
erage in connection with such a plan, any
named fiduciary who, acting in the capacity
of authorizing the benefit, causes such re-
fusal may, in the discretion in a court of
competent jurisdiction, be liable to an ag-
grieved participant or beneficiary for a civil
penalty in an amount of up to $1,000 a day
from the date on which the determination
was transmitted to the plan or issuer by the
external appeal entity until the date the re-
fusal to provide the benefit is corrected.

‘‘(2) CEASE AND DESIST ORDER AND ORDER OF
ATTORNEY’S FEES.—In any action described in
paragraph (1) brought by a participant or
beneficiary with respect to a group health
plan, or a health insurance issuer offering
health insurance coverage in connection
with such a plan, in which a plaintiff alleges
that a person referred to in such paragraph
has taken an action resulting in a refusal of
a benefit determined by an external appeal
entity in violation of such terms of the plan,
coverage, or this subpart, or has failed to
take an action for which such person is re-
sponsible under the plan, coverage, or this
part and which is necessary under the plan
or coverage for authorizing a benefit, the
court shall cause to be served on the defend-
ant an order requiring the defendant—

‘‘(A) to cease and desist from the alleged
action or failure to act; and

‘‘(B) to pay to the plaintiff a reasonable at-
torney’s fee and other reasonable costs relat-
ing to the prosecution of the action on the
charges on which the plaintiff prevails.

‘‘(f) PROTECTION OF LEGAL RIGHTS.—Noth-
ing in this subpart shall be construed as re-
moving or limiting any legal rights of par-
ticipants, beneficiaries, and others under
State or Federal law (including section 502),
including the right to file judicial actions to
enforce rights.
‘‘SEC. 804. ESTABLISHMENT OF A GRIEVANCE

PROCESS.
‘‘(a) ESTABLISHMENT OF GRIEVANCE SYS-

TEM.—
‘‘(1) IN GENERAL.—A group health plan, and

a health insurance issuer in connection with
the provision of health insurance coverage in
connection with such a plan, shall establish
and maintain a system to provide for the
presentation and resolution of oral and writ-
ten grievances brought by individuals who
are participants or beneficiaries or health
care providers or other individuals acting on
behalf of an individual and with the individ-
ual’s consent or without such consent if the

individual is medically unable to provide
such consent, regarding any aspect of the
plan’s or issuer’s services.

‘‘(2) GRIEVANCE DEFINED.—In this section,
the term ‘grievance’ means any question,
complaint, or concern brought by a partici-
pant or beneficiary that is not a claim for
benefits.

‘‘(b) GRIEVANCE SYSTEM.—Such system
shall include the following components with
respect to individuals who are participants
or beneficiaries:

‘‘(1) Written notification to all such indi-
viduals and providers of the telephone num-
bers and business addresses of the plan or
issuer personnel responsible for resolution of
grievances and appeals.

‘‘(2) A system to record and document,
over a period of at least 3 previous years be-
ginning two months after the date of the en-
actment of this Act, all grievances and ap-
peals made and their status.

‘‘(3) A process providing processing and
resolution of grievances within 60 days.

‘‘(4) Procedures for follow-up action, in-
cluding the methods to inform the person
making the grievance of the resolution of
the grievance.
Grievances are not subject to appeal under
the previous provisions of this subpart.

‘‘SUBPART B—ACCESS TO CARE

‘‘SEC. 812. CHOICE OF HEALTH CARE PROFES-
SIONAL.

‘‘(a) PRIMARY CARE.—If a group health
plan, or a health insurance issuer that offers
health insurance coverage in connection
with such a plan, requires or provides for
designation by a participant or beneficiary
of a participating primary care provider,
then the plan or issuer shall permit each par-
ticipant and beneficiary to designate any
participating primary care provider who is
available to accept such individual.

‘‘(b) SPECIALISTS.—A group health plan and
a health insurance issuer that offers health
insurance coverage in connection with such
a plan shall permit each participant or bene-
ficiary to receive medically necessary or ap-
propriate specialty care, pursuant to appro-
priate referral procedures, from any quali-
fied participating health care professional
who is available to accept such individual for
such care.
‘‘SEC. 813. ACCESS TO EMERGENCY CARE.

‘‘(a) COVERAGE OF EMERGENCY SERVICES.—
‘‘(1) IN GENERAL.—If a group health plan, or

health insurance coverage offered by a
health insurance issuer in connection with
such a plan, provides or covers any benefits
with respect to services in an emergency de-
partment of a hospital, the plan or issuer
shall cover emergency services (as defined in
paragraph (2)(B))—

‘‘(A) without the need for any prior author-
ization determination;

‘‘(B) whether the health care provider fur-
nishing such services is a participating pro-
vider with respect to such services;

‘‘(C) in a manner so that, if such services
are provided to a participant or beneficiary—

‘‘(i) by a nonparticipating health care pro-
vider with or without prior authorization, or

‘‘(ii) by a participating health care pro-
vider without prior authorization,
the participant or beneficiary is not liable
for amounts that exceed the amounts of li-
ability that would be incurred if the services
were provided by a participating health care
provider with prior authorization; and

‘‘(D) without regard to any other term or
condition of such coverage (other than exclu-
sion or coordination of benefits, or an affili-
ation or waiting period, permitted under sec-
tion 2701 of the Public Health Service Act,
section 701, or section 9801 of the Internal
Revenue Code of 1986, and other than appli-
cable cost-sharing).

‘‘(2) DEFINITIONS.—In this section:
‘‘(A) EMERGENCY MEDICAL CONDITION.—The

term ‘emergency medical condition’ means—
‘‘(i) a medical condition manifesting itself

by acute symptoms of sufficient severity (in-
cluding severe pain) such that a prudent
layperson, who possesses an average knowl-
edge of health and medicine, could reason-
ably expect the absence of immediate med-
ical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act; and

‘‘(ii) a medical condition manifesting itself
in a neonate by acute symptoms of sufficient
severity (including severe pain) such that a
prudent health care professional could rea-
sonably expect the absence of immediate
medical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act.

‘‘(B) EMERGENCY SERVICES.—The term
‘emergency services’ means—

‘‘(i) with respect to an emergency medical
condition described in subparagraph (A)(i)—

‘‘(I) a medical screening examination (as
required under section 1867 of the Social Se-
curity Act) that is within the capability of
the emergency department of a hospital, in-
cluding ancillary services routinely avail-
able to the emergency department to evalu-
ate such emergency medical condition, and

‘‘(II) within the capabilities of the staff
and facilities available at the hospital, such
further medical examination and treatment
as are required under section 1867 of such Act
to stabilize the patient; or

‘‘(ii) with respect to an emergency medical
condition described in subparagraph (A)(ii),
medical treatment for such condition ren-
dered by a health care provider in a hospital
to a neonate, including available hospital
ancillary services in response to an urgent
request of a health care professional and to
the extent necessary to stabilize the
neonate.

‘‘(C) STABILIZE.—The term ‘to stabilize’
means, with respect to an emergency med-
ical condition, to provide such medical treat-
ment of the condition as may be necessary to
assure, within reasonable medical prob-
ability, that no material deterioration of the
condition is likely to result from or occur
during the transfer of the individual from a
facility.

‘‘(b) REIMBURSEMENT FOR MAINTENANCE
CARE AND POST-STABILIZATION CARE.—If ben-
efits are available under a group health plan,
or under health insurance coverage offered
by a health insurance issuer in connection
with such a plan, with respect to mainte-
nance care or post-stabilization care covered
under the guidelines established under sec-
tion 1852(d)(2) of the Social Security Act, the
plan or issuer shall provide for reimburse-
ment with respect to such services provided
to a participant or beneficiary other than
through a participating health care provider
in a manner consistent with subsection
(a)(1)(C) (and shall otherwise comply with
such guidelines).

‘‘(c) COVERAGE OF EMERGENCY AMBULANCE
SERVICES.—

‘‘(1) IN GENERAL.—If a group health plan, or
health insurance coverage provided by a
health insurance issuer in connection with
such a plan, provides any benefits with re-
spect to ambulance services and emergency
services, the plan or issuer shall cover emer-
gency ambulance services (as defined in
paragraph (2))) furnished under the plan or
coverage under the same terms and condi-
tions under subparagraphs (A) through (D) of
subsection (a)(1) under which coverage is
provided for emergency services.

‘‘(2) EMERGENCY AMBULANCE SERVICES.—For
purposes of this subsection, the term ‘emer-
gency ambulance services’ means ambulance
services (as defined for purposes of section
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1861(s)(7) of the Social Security Act) fur-
nished to transport an individual who has an
emergency medical condition (as defined in
subsection (a)(2)(A)) to a hospital for the re-
ceipt of emergency services (as defined in
subsection (a)(2)(B)) in a case in which the
emergency services are covered under the
plan or coverage pursuant to subsection
(a)(1) and a prudent layperson, with an aver-
age knowledge of health and medicine, could
reasonably expect that the absence of such
transport would result in placing the health
of the individual in serious jeopardy, serious
impairment of bodily function, or serious
dysfunction of any bodily organ or part.
‘‘SEC. 814. ACCESS TO SPECIALTY CARE.

‘‘(a) SPECIALTY CARE FOR COVERED SERV-
ICES.—

‘‘(1) IN GENERAL.—If—
‘‘(A) an individual is a participant or bene-

ficiary under a group health plan or is cov-
ered under health insurance coverage offered
by a health insurance issuer in connection
with such a plan,

‘‘(B) the individual has a condition or dis-
ease of sufficient seriousness and complexity
to require treatment by a specialist or the
individual requires physician pathology serv-
ices, and

‘‘(C) benefits for such treatment or services
are provided under the plan or coverage,

the plan or issuer shall make or provide for
a referral to a specialist who is available and
accessible (consistent with standards devel-
oped under section 818) to provide the treat-
ment for such condition or disease or to pro-
vide such services.

‘‘(2) SPECIALIST DEFINED.—For purposes of
this subsection, the term ‘specialist’ means,
with respect to a condition or services, a
health care practitioner, facility, or center
or physician pathologist that has adequate
expertise through appropriate training and
experience (including, in the case of a child,
appropriate pediatric expertise and in the
case of a pregnant woman, appropriate ob-
stetrical expertise) to provide high quality
care in treating the condition or to provide
physician pathology services.

‘‘(3) CARE UNDER REFERRAL.—A group
health plan or health insurance issuer may
require that the care provided to an indi-
vidual pursuant to such referral under para-
graph (1) with respect to treatment be—

‘‘(A) pursuant to a treatment plan, only if
the treatment plan is developed by the spe-
cialist and approved by the plan or issuer, in
consultation with the designated primary
care provider or specialist and the individual
(or the individual’s designee), and

‘‘(B) in accordance with applicable quality
assurance and utilization review standards of
the plan or issuer.
Nothing in this subsection shall be construed
as preventing such a treatment plan for an
individual from requiring a specialist to pro-
vide the primary care provider with regular
updates on the specialty care provided, as
well as all necessary medical information.

‘‘(4) REFERRALS TO PARTICIPATING PRO-
VIDERS.—A group health plan or health in-
surance issuer is not required under para-
graph (1) to provide for a referral to a spe-
cialist that is not a participating provider,
unless the plan or issuer does not have a spe-
cialist that is available and accessible to
treat the individual’s condition or provide
physician pathology services and that is a
participating provider with respect to such
treatment or services.

‘‘(5) REFERRALS TO NONPARTICIPATING PRO-
VIDERS.—In a case in which a referral of an
individual to a nonparticipating specialist is
required under paragraph (1), the group
health plan or health insurance issuer shall
provide the individual the option of at least
three nonparticipating specialists.

‘‘(6) TREATMENT OF NONPARTICIPATING PRO-
VIDERS.—If a plan or issuer refers an indi-
vidual to a nonparticipating specialist pursu-
ant to paragraph (1), services provided pursu-
ant to the approved treatment plan (if any)
shall be provided at no additional cost to the
individual beyond what the individual would
otherwise pay for services received by such a
specialist that is a participating provider.

‘‘(b) SPECIALISTS AS GATEKEEPER FOR
TREATMENT OF ONGOING SPECIAL CONDI-
TIONS.—

‘‘(1) IN GENERAL.—A group health plan, or a
health insurance issuer, in connection with
the provision of health insurance coverage in
connection with such a plan, shall have a
procedure by which an individual who is a
participant or beneficiary and who has an
ongoing special condition (as defined in para-
graph (3)) may request and receive a referral
to a specialist for such condition who shall
be responsible for and capable of providing
and coordinating the individual’s care with
respect to the condition. Under such proce-
dures if such an individual’s care would most
appropriately be coordinated by such a spe-
cialist, such plan or issuer shall refer the in-
dividual to such specialist.

‘‘(2) TREATMENT FOR RELATED REFERRALS.—
Such specialists shall be permitted to treat
the individual without a referral from the in-
dividual’s primary care provider and may au-
thorize such referrals, procedures, tests, and
other medical services as the individual’s
primary care provider would otherwise be
permitted to provide or authorize, subject to
the terms of the treatment (referred to in
subsection (a)(3)(A)) with respect to the on-
going special condition.

‘‘(3) ONGOING SPECIAL CONDITION DEFINED.—
In this subsection, the term ‘ongoing special
condition’ means a condition or disease
that—

‘‘(A) is life-threatening, degenerative, or
disabling, and

‘‘(B) requires specialized medical care over
a prolonged period of time.

‘‘(4) TERMS OF REFERRAL.—The provisions
of paragraphs (3) through (5) of subsection (a)
apply with respect to referrals under para-
graph (1) of this subsection in the same man-
ner as they apply to referrals under sub-
section (a)(1).

‘‘(5) CONSTRUCTION.—Nothing in this sub-
section shall be construed as preventing an
individual who is a participant or bene-
ficiary and who has an ongoing special condi-
tion from having the individual’s primary
care physician assume the responsibilities
for providing and coordinating care de-
scribed in paragraph (1).

‘‘(c) STANDING REFERRALS.—
‘‘(1) IN GENERAL.—A group health plan, and

a health insurance issuer in connection with
the provision of health insurance coverage in
connection with such a plan, shall have a
procedure by which an individual who is a
participant or beneficiary and who has a con-
dition that requires ongoing care from a spe-
cialist may receive a standing referral to
such specialist for treatment of such condi-
tion. If the plan or issuer, or if the primary
care provider in consultation with the med-
ical director of the plan or issuer and the
specialist (if any), determines that such a
standing referral is appropriate, the plan or
issuer shall make such a referral to such a
specialist if the individual so desires.

‘‘(2) TERMS OF REFERRAL.—The provisions
of paragraphs (3) through (5) of subsection (a)
apply with respect to referrals under para-
graph (1) of this subsection in the same man-
ner as they apply to referrals under sub-
section (a)(1).
‘‘SEC. 815. ACCESS TO OBSTETRICAL AND GYNE-

COLOGICAL CARE.
‘‘(a) IN GENERAL.—If a group health plan,

or a health insurance issuer in connection

with the provision of health insurance cov-
erage in connection with such a plan, re-
quires or provides for a participant or bene-
ficiary to designate a participating primary
care health care professional, the plan or
issuer—

‘‘(1) may not require authorization or a re-
ferral by the individual’s primary care
health care professional or otherwise for cov-
ered gynecological care (including preven-
tive women’s health examinations) or for
covered pregnancy-related services provided
by a participating physician (including a
family practice physician) who specializes or
is trained and experienced in gynecology or
obstetrics, respectively, to the extent such
care is otherwise covered; and

‘‘(2) shall treat the ordering of other gyne-
cological or obstetrical care by such a par-
ticipating physician as the authorization of
the primary care health care professional
with respect to such care under the plan or
coverage.

‘‘(b) CONSTRUCTION.—Nothing in subsection
(a) shall be construed to—

‘‘(1) waive any exclusions of coverage
under the terms of the plan with respect to
coverage of gynecological or obstetrical
care;

‘‘(2) preclude the group health plan or
health insurance issuer involved from requir-
ing that the gynecologist or obstetrician no-
tify the primary care health care profes-
sional or the plan of treatment decisions; or

‘‘(3) prevent a plan or issuer from offering,
in addition to physicians described in sub-
section (a)(1), non-physician health care pro-
fessionals who are trained and experienced in
gynecology or obstetrics.
‘‘SEC. 816. ACCESS TO PEDIATRIC CARE.

‘‘(a) PEDIATRIC CARE.—If a group health
plan, or a health insurance issuer in connec-
tion with the provision of health insurance
coverage in connection with such a plan, re-
quires or provides for a participant or bene-
ficiary to designate a participating primary
care provider for a child of such individual,
the plan or issuer shall permit the partici-
pant or beneficiary to designate a physician
(including a family practice physician) who
specializes or is trained and experienced in
pediatrics as the child’s primary care pro-
vider.

‘‘(b) CONSTRUCTION.—Nothing in subsection
(a) shall be construed to waive any exclu-
sions of coverage under the terms of the plan
with respect to coverage of pediatric care.
‘‘SEC. 817. CONTINUITY OF CARE.

‘‘(a) IN GENERAL.—
‘‘(1) TERMINATION OF PROVIDER.—If a con-

tract between a group health plan, or a
health insurance issuer in connection with
the provision of health insurance coverage in
connection with such a plan, and a health
care provider is terminated (as defined in
paragraph (3)(B)), or benefits or coverage
provided by a health care provider are termi-
nated because of a change in the terms of
provider participation in a group health
plan, and an individual who is a participant
or beneficiary in the plan or coverage is un-
dergoing treatment from the provider for an
ongoing special condition (as defined in para-
graph (3)(A)) at the time of such termi-
nation, the plan or issuer shall—

‘‘(A) notify the individual on a timely basis
of such termination and of the right to elect
continuation of coverage of treatment by the
provider under this section; and

‘‘(B) subject to subsection (c), permit the
individual to elect to continue to be covered
with respect to treatment by the provider of
such condition during a transitional period
(provided under subsection (b)).

‘‘(2) TREATMENT OF TERMINATION OF CON-
TRACT WITH HEALTH INSURANCE ISSUER.—If a
contract for the provision of health insur-
ance coverage between a group health plan
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and a health insurance issuer is terminated
and, as a result of such termination, cov-
erage of services of a health care provider is
terminated with respect to an individual, the
provisions of paragraph (1) (and the suc-
ceeding provisions of this section) shall
apply under the plan in the same manner as
if there had been a contract between the plan
and the provider that had been terminated,
but only with respect to benefits that are
covered under the plan after the contract
termination.

‘‘(3) DEFINITIONS.—For purposes of this sec-
tion:

‘‘(A) ONGOING SPECIAL CONDITION.—The
term ‘ongoing special condition’ has the
meaning given such term in section 814(b)(3),
and also includes pregnancy.

‘‘(B) TERMINATION.—The term ‘terminated’
includes, with respect to a contract, the ex-
piration or nonrenewal of the contract, but
does not include a termination of the con-
tract by the plan or issuer for failure to meet
applicable quality standards or for fraud.

‘‘(b) TRANSITIONAL PERIOD.—
‘‘(1) IN GENERAL.—Except as provided in

paragraphs (2) through (4), the transitional
period under this subsection shall extend up
to 90 days (as determined by the treating
health care professional) after the date of
the notice described in subsection (a)(1)(A) of
the provider’s termination.

‘‘(2) SCHEDULED SURGERY AND ORGAN TRANS-
PLANTATION.—If surgery or organ transplan-
tation was scheduled for an individual before
the date of the announcement of the termi-
nation of the provider status under sub-
section (a)(1)(A) or if the individual on such
date was on an established waiting list or
otherwise scheduled to have such surgery or
transplantation, the transitional period
under this subsection with respect to the
surgery or transplantation shall extend be-
yond the period under paragraph (1) and
until the date of discharge of the individual
after completion of the surgery or transplan-
tation.

‘‘(3) PREGNANCY.—If—
‘‘(A) a participant or beneficiary was deter-

mined to be pregnant at the time of a pro-
vider’s termination of participation, and

‘‘(B) the provider was treating the preg-
nancy before date of the termination,

the transitional period under this subsection
with respect to provider’s treatment of the
pregnancy shall extend through the provi-
sion of post-partum care directly related to
the delivery.

‘‘(4) TERMINAL ILLNESS.—If—
‘‘(A) a participant or beneficiary was deter-

mined to be terminally ill (as determined
under section 1861(dd)(3)(A) of the Social Se-
curity Act) at the time of a provider’s termi-
nation of participation, and

‘‘(B) the provider was treating the ter-
minal illness before the date of termination,
the transitional period under this subsection
shall extend for the remainder of the individ-
ual’s life for care directly related to the
treatment of the terminal illness or its med-
ical manifestations.

‘‘(c) PERMISSIBLE TERMS AND CONDITIONS.—
A group health plan or health insurance
issuer may condition coverage of continued
treatment by a provider under subsection
(a)(1)(B) upon the individual notifying the
plan of the election of continued coverage
and upon the provider agreeing to the fol-
lowing terms and conditions:

‘‘(1) The provider agrees to accept reim-
bursement from the plan or issuer and indi-
vidual involved (with respect to cost-shar-
ing) at the rates applicable prior to the start
of the transitional period as payment in full
(or, in the case described in subsection (a)(2),
at the rates applicable under the replace-
ment plan or issuer after the date of the ter-

mination of the contract with the health in-
surance issuer) and not to impose cost-shar-
ing with respect to the individual in an
amount that would exceed the cost-sharing
that could have been imposed if the contract
referred to in subsection (a)(1) had not been
terminated.

‘‘(2) The provider agrees to adhere to the
quality assurance standards of the plan or
issuer responsible for payment under para-
graph (1) and to provide to such plan or
issuer necessary medical information related
to the care provided.

‘‘(3) The provider agrees otherwise to ad-
here to such plan’s or issuer’s policies and
procedures, including procedures regarding
referrals and obtaining prior authorization
and providing services pursuant to a treat-
ment plan (if any) approved by the plan or
issuer.

‘‘(d) CONSTRUCTION.—Nothing in this sec-
tion shall be construed to require the cov-
erage of benefits which would not have been
covered if the provider involved remained a
participating provider.
‘‘SEC. 818. NETWORK ADEQUACY.

‘‘(a) REQUIREMENT.—A group health plan,
and a health insurance issuer providing
health insurance coverage in connection
with such a plan, shall meet such standards
for network adequacy as are established by
law pursuant to this section.

‘‘(b) DEVELOPMENT OF STANDARDS.—
‘‘(1) ESTABLISHMENT OF PANEL.—There is

established a panel to be known as the
Health Care Panel to Establish Network
Adequacy Standards (in this section referred
to as the ‘Panel’).

‘‘(2) DUTIES OF PANEL.—The Panel shall de-
vise standards for group health plans and
health insurance issuers that offer health in-
surance coverage in connection with such a
plan to ensure that—

‘‘(A) participants and beneficiaries have
access to a sufficient number, mix, and dis-
tribution of health care professionals and
providers; and

‘‘(B) covered items and services are avail-
able and accessible to each participant and
beneficiary—

‘‘(i) in the service area of the plan or
issuer;

‘‘(ii) at a variety of sites of service;
‘‘(iii) with reasonable promptness (includ-

ing reasonable hours of operation and after
hours services);

‘‘(iv) with reasonable proximity to the resi-
dences or workplaces of participants and
beneficiaries; and

‘‘(v) in a manner that takes into account
the diverse needs of such individuals and rea-
sonably assures continuity of care.

‘‘(c) MEMBERSHIP.—
‘‘(1) SIZE AND COMPOSITION.—The Panel

shall be composed of 15 members. The Sec-
retary of Health and Human Services, the
Majority Leader of the Senate, and the
Speaker of House of Representatives shall
each appoint 1 member from representatives
of private insurance organizations, consumer
groups, State insurance commissioners,
State medical societies, and State medical
specialty societies.

‘‘(2) TERMS OF APPOINTMENT.—The members
of the Panel shall serve for the life of the
Panel.

‘‘(3) VACANCIES.—A vacancy in the Panel
shall not affect the power of the remaining
members to execute the duties of the Panel,
but any such vacancy shall be filled in the
same manner in which the original appoint-
ment was made.

‘‘(d) PROCEDURES.—
‘‘(1) MEETINGS.—The Panel shall meet at

the call of a majority of its members.
‘‘(2) FIRST MEETING.—The Panel shall con-

vene not later than 60 days after the date of

the enactment of the Health Care Quality
and Choice Act of 1999.

‘‘(3) QUORUM.—A quorum shall consist of a
majority of the members of the Panel.

‘‘(4) HEARINGS.—For the purpose of car-
rying out its duties, the Panel may hold such
hearings and undertake such other activities
as the Panel determines to be necessary to
carry out its duties.

‘‘(e) ADMINISTRATION.—
‘‘(1) COMPENSATION.—Except as provided in

paragraph (1), members of the Panel shall re-
ceive no additional pay, allowances, or bene-
fits by reason of their service on the Panel.

‘‘(2) TRAVEL EXPENSES AND PER DIEM.—Each
member of the Panel who is not an officer or
employee of the Federal Government shall
receive travel expenses and per diem in lieu
of subsistence in accordance with sections
5702 and 5703 of title 5, United States Code.

‘‘(3) CONTRACT AUTHORITY.—The Panel may
contract with and compensate government
and private agencies or persons for items and
services, without regard to section 3709 of
the Revised Statutes (41 U.S.C. 5).

‘‘(4) USE OF MAILS.—The Panel may use the
United States mails in the same manner and
under the same conditions as Federal agen-
cies and shall, for purposes of the frank, be
considered a commission of Congress as de-
scribed in section 3215 of title 39, United
States Code.

‘‘(5) ADMINISTRATIVE SUPPORT SERVICES.—
Upon the request of the Panel, the Secretary
of Health and Human Services shall provide
to the Panel on a reimbursable basis such ad-
ministrative support services as the Panel
may request.

‘‘(f) REPORT AND ESTABLISHMENT OF STAND-
ARDS.—Not later than 2 years after the first
meeting, the Panel shall submit a report to
Congress and the Secretary of Health and
Human Services detailing the standards de-
vised under subsection (b) and recommenda-
tions regarding the implementation of such
standards. Such standards shall take effect
to the extent provided by Federal law en-
acted after the date of the submission of
such report.

‘‘(g) TERMINATION.—The Panel shall termi-
nate on the day after submitting its report
to the Secretary of Health and Human Serv-
ices under subsection (f).
‘‘SEC. 819. ACCESS TO EXPERIMENTAL OR INVES-

TIGATIONAL PRESCRIPTION DRUGS.
‘‘No use of a prescription drug or medical

device shall be considered experimental or
investigational under a group health plan or
under health insurance coverage provided by
a health insurance issuer in connection with
such a plan if such use is included in the la-
beling authorized by the U.S. Food and Drug
Administration under section 505, 513 or 515
of the Federal Food, Drug, and Cosmetic Act
(21 U.S.C. 355) or under section 351 of the
Public Health Service Act (42 U.S.C. 262), un-
less such use is demonstrated to be unsafe or
ineffective.
‘‘SEC. 820. COVERAGE FOR INDIVIDUALS PARTICI-

PATING IN APPROVED CANCER
CLINICAL TRIALS.

‘‘(a) COVERAGE.—
‘‘(1) IN GENERAL.—If a group health plan (or

a health insurance issuer offering health in-
surance coverage in connection with such a
plan) provides coverage to a qualified indi-
vidual (as defined in subsection (b)), the plan
or issuer—

‘‘(A) may not deny the individual partici-
pation in the clinical trial referred to in sub-
section (b)(2);

‘‘(B) subject to subsections (b), (c), and (d),
may not deny (or limit or impose additional
conditions on) the coverage of routine pa-
tient costs for items and services furnished
in connection with participation in the trial;
and
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‘‘(C) may not discriminate against the in-

dividual on the basis of the individual’s par-
ticipation in such trial.

‘‘(2) EXCLUSION OF CERTAIN COSTS.—For pur-
poses of paragraph (1)(B), routine patient
costs do not include the cost of the tests or
measurements conducted primarily for the
purpose of the clinical trial involved.

‘‘(3) USE OF IN-NETWORK PROVIDERS.—If one
or more participating providers is partici-
pating in a clinical trial, nothing in para-
graph (1) shall be construed as preventing a
plan or issuer from requiring that a qualified
individual participate in the trial through
such a participating provider if the provider
will accept the individual as a participant in
the trial.

‘‘(b) QUALIFIED INDIVIDUAL DEFINED.—For
purposes of subsection (a), the term ‘quali-
fied individual’ means an individual who is a
participant or beneficiary in a group health
plan who meets the following conditions:

‘‘(1)(A) The individual has been diagnosed
with cancer.

‘‘(B) The individual is eligible to partici-
pate in an approved clinical trial according
to the trial protocol with respect to treat-
ment of such illness.

‘‘(C) The individual’s participation in the
trial offers meaningful potential for signifi-
cant clinical benefit for the individual.

‘‘(2) Either—
‘‘(A) the referring physician is a partici-

pating health care professional and has con-
cluded that the individual’s participation in
such trial would be appropriate based upon
the individual meeting the conditions de-
scribed in paragraph (1); or

‘‘(B) the individual provides medical and
scientific information establishing that the
individual’s participation in such trial would
be appropriate based upon the individual
meeting the conditions described in para-
graph (1).

‘‘(c) PAYMENT.—
‘‘(1) IN GENERAL.—Under this section a

group health plan (or health insurance issuer
offering health insurance) shall provide for
payment for routine patient costs described
in subsection (a)(2) but is not required to pay
for costs of items and services that are rea-
sonably expected to be paid for by the spon-
sors of an approved clinical trial.

‘‘(2) ROUTINE PATIENT CARE COSTS.—For
purposes of this section—

‘‘(A) IN GENERAL.—The term ‘routine pa-
tient care costs’ includes the costs associ-
ated with the provision of items and services
that—

‘‘(i) would otherwise be covered under the
group health plan if such items and services
were not provided in connection with an ap-
proved clinical trial program; and

‘‘(ii) are furnished according to the pro-
tocol of an approved clinical trial program.

‘‘(B) EXCLUSION.—Such term does include
the costs associated with the provision of—

‘‘(i) an investigational drug or device, un-
less the Secretary has authorized the manu-
facturer of such drug or device to charge for
such drug or device; or

‘‘(ii) any item or service supplied without
charge by the sponsor of the approved clin-
ical trial program.

‘‘(3) PAYMENT RATE.—In the case of covered
items and services provided by—

‘‘(A) a participating provider, the payment
rate shall be at the agreed upon rate, or

‘‘(B) a nonparticipating provider, the pay-
ment rate shall be at the rate the plan or
issuer would normally pay for comparable
items or services under subparagraph (A).

‘‘(d) APPROVED CLINICAL TRIAL DEFINED.—
In this section, the term ‘approved clinical
trial’ means a cancer clinical research study
or cancer clinical investigation approved by
an Institutional Review Board.

‘‘(e) CONSTRUCTION.—Nothing in this sec-
tion shall be construed to limit a plan’s or
issuer’s coverage with respect to clinical
trials.

‘‘(f) PLAN SATISFACTION OF CERTAIN RE-
QUIREMENTS; RESPONSIBILITIES OF FIDU-
CIARIES.—

‘‘(1) IN GENERAL.—For purposes of this sec-
tion, insofar as a group health plan provides
benefits in the form of health insurance cov-
erage through a health insurance issuer, the
plan shall be treated as meeting the require-
ments of this section with respect to such
benefits and not be considered as failing to
meet such requirements because of a failure
of the issuer to meet such requirements so
long as the plan sponsor or its representa-
tives did not cause such failure by the issuer.

‘‘(2) CONSTRUCTION.—Nothing in this sec-
tion shall be construed to affect or modify
the responsibilities of the fiduciaries of a
group health plan under part 4 of subtitle B.

‘‘SUBPART C—ACCESS TO INFORMATION

‘‘SEC. 821. PATIENT ACCESS TO INFORMATION.
‘‘(a) DISCLOSURE REQUIREMENT.—
‘‘(1) GROUP HEALTH PLANS.—A group health

plan shall—
‘‘(A) provide to participants and bene-

ficiaries at the time of initial coverage under
the plan (or the effective date of this section,
in the case of individuals who are partici-
pants or beneficiaries as of such date), and at
least annually thereafter, the information
described in subsection (b);

‘‘(B) provide to participants and bene-
ficiaries, within a reasonable period (as spec-
ified by the Secretary) before or after the
date of significant changes in the informa-
tion described in subsection (b), information
on such significant changes; and

‘‘(C) upon request, make available to par-
ticipants and beneficiaries, the Secretary,
and prospective participants and bene-
ficiaries, the information described in sub-
section (b) or (c).

The plan may charge a reasonable fee for
provision in printed form of any of the infor-
mation described in subsection (b) or (c)
more than once during any plan year.

‘‘(2) HEALTH INSURANCE ISSUERS.—A health
insurance issuer in connection with the pro-
vision of health insurance coverage in con-
nection with a group health plan shall—

‘‘(A) provide to participants and bene-
ficiaries enrolled under such coverage at the
time of enrollment, and at least annually
thereafter, the information described in sub-
section (b);

‘‘(B) provide to such participants and bene-
ficiaries, within a reasonable period (as spec-
ified by the Secretary) before or after the
date of significant changes in the informa-
tion described in subsection (b), information
in printed form on such significant changes;
and

‘‘(C) upon request, make available to the
Secretary, to individuals who are prospective
participants and beneficiaries, and to the
public the information described in sub-
section (b) or (c).

‘‘(3) EMPLOYERS.—Effective 5 years after
the date this part first becomes effective,
each employer (other than an employer de-
scribed in paragraph (1) of subsection (d))
shall provide to each employee at least annu-
ally information (consistent with such sub-
section) on the amount that the employer
contributes on behalf of the employee (and
any dependents of the employee) for health
benefits coverage.

‘‘(b) INFORMATION PROVIDED.—The informa-
tion described in this subsection with respect
to a group health plan or health insurance
coverage offered by a health insurance issuer
shall be provided to a participant or bene-
ficiary free of charge at least once a year and
includes the following:

‘‘(1) SERVICE AREA.—The service area of the
plan or issuer.

‘‘(2) BENEFITS.—Benefits offered under the
plan or coverage, including—

‘‘(A) those that are covered benefits ‘‘(all
of which shall be referred to by such relevant
CPT and DRG codes as are available), limits
and conditions on such benefits, and those
benefits that are explicitly excluded from
coverage (all of which shall be referred to by
such relevant CPT and DRG codes as are
available);

‘‘(B) cost sharing, such as deductibles, co-
insurance, and copayment amounts, includ-
ing any liability for balance billing, any
maximum limitations on out of pocket ex-
penses, and the maximum out of pocket
costs for services that are provided by non-
participating providers or that are furnished
without meeting the applicable utilization
review requirements;

‘‘(C) the extent to which benefits may be
obtained from nonparticipating providers;

‘‘(D) the extent to which a participant or
beneficiary may select from among partici-
pating providers and the types of providers
participating in the plan or issuer network;

‘‘(E) process for determining experimental
coverage; and

‘‘(F) use of a prescription drug formulary.
‘‘(3) ACCESS.—A description of the fol-

lowing:
‘‘(A) The number, mix, and distribution of

providers under the plan or coverage.
‘‘(B) Out-of-network coverage (if any) pro-

vided by the plan or coverage.
‘‘(C) Any point-of-service option (including

any supplemental premium or cost-sharing
for such option).

‘‘(D) The procedures for participants and
beneficiaries to select, access, and change
participating primary and specialty pro-
viders.

‘‘(E) The rights and procedures for obtain-
ing referrals (including standing referrals) to
participating and nonparticipating pro-
viders.

‘‘(F) The name, address, and telephone
number of participating health care pro-
viders and an indication of whether each
such provider is available to accept new pa-
tients.

‘‘(G) Any limitations imposed on the selec-
tion of qualifying participating health care
providers, including any limitations imposed
under section 812(b)(2).

‘‘(4) OUT-OF-AREA COVERAGE.—Out-of-area
coverage provided by the plan or issuer.

‘‘(5) EMERGENCY COVERAGE.—Coverage of
emergency services, including—

‘‘(A) the appropriate use of emergency
services, including use of the 911 telephone
system or its local equivalent in emergency
situations and an explanation of what con-
stitutes an emergency situation;

‘‘(B) the process and procedures of the plan
or issuer for obtaining emergency services;
and

‘‘(C) the locations of (i) emergency depart-
ments, and (ii) other settings, in which plan
physicians and hospitals provide emergency
services and post-stabilization care.

‘‘(6) PRIOR AUTHORIZATION RULES.—Rules
regarding prior authorization or other re-
view requirements that could result in non-
coverage or nonpayment.

‘‘(7) GRIEVANCE AND APPEALS PROCE-
DURES.—All appeal or grievance rights and
procedures under the plan or coverage, in-
cluding the method for filing grievances and
the time frames and circumstances for act-
ing on grievances and appeals, who is the ap-
plicable authority with respect to the plan
or issuer.

‘‘(8) ACCOUNTABILITY.—A description of the
legal recourse options available for partici-
pants and beneficiaries under the plan
including—
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‘‘(A) the preemption that applies under

section 514 to certain actions arising out of
the provision of health benefits; and

‘‘(B) the extent to which coverage deci-
sions made by the plan are subject to inter-
nal review or any external review and the
proper time frames under

‘‘(9) QUALITY ASSURANCE.—Any information
made public by an accrediting organization
in the process of accreditation of the plan or
issuer or any additional quality indicators
the plan or issuer makes available.

‘‘(10) INFORMATION ON ISSUER.—Notice of
appropriate mailing addresses and telephone
numbers to be used by participants and bene-
ficiaries in seeking information or author-
ization for treatment.

‘‘(11) AVAILABILITY OF INFORMATION ON RE-
QUEST.—Notice that the information de-
scribed in subsection (c) is available upon re-
quest.

‘‘(c) INFORMATION MADE AVAILABLE UPON
REQUEST.—The information described in this
subsection is the following:

‘‘(1) UTILIZATION REVIEW ACTIVITIES.—A de-
scription of procedures used and require-
ments (including circumstances, time
frames, and appeal rights) under any utiliza-
tion review program under section 801.

‘‘(2) GRIEVANCE AND APPEALS INFORMA-
TION.—Information on the number of griev-
ances and appeals and on the disposition in
the aggregate of such matters.

‘‘(3) FORMULARY RESTRICTIONS.—A descrip-
tion of the nature of any drug formula re-
strictions.

‘‘(4) PARTICIPATING PROVIDER LIST.—A list
of current participating health care pro-
viders.

‘‘(d) EMPLOYER INFORMATION.—
‘‘(1) SMALL EMPLOYER EXEMPTION.—Sub-

section (a)(3) shall not apply to an employer
that is a small employer (as defined in sec-
tion 712(c)(1)(B)) or would be such an em-
ployer if ‘100’ were substituted for ‘50’ in
such section.

‘‘(2) COMPUTATION.—The amount described
in subsection (a)(3) may be computed on an
average, per employee basis, and may be
based on rules similar to the rules applied in
computing the applicable premium under
section 604.

‘‘(3) FORM OF DISCLOSURE.—The informa-
tion under subsection (a)(3) may be provided
in any reasonable form, including as part of
the summary plan description, a letter, or
information accompanying a W–2 form.

‘‘(e) CONSTRUCTION.—Nothing in this sec-
tion shall be construed as requiring public
disclosure of individual contracts or finan-
cial arrangements between a group health
plan or health insurance issuer and any pro-
vider.

‘‘SUBPART D—PROTECTING THE DOCTOR-
PATIENT RELATIONSHIP

‘‘SEC. 831. PROHIBITION OF INTERFERENCE WITH
CERTAIN MEDICAL COMMUNICA-
TIONS.

‘‘(a) GENERAL RULE.—The provisions of any
contract or agreement, or the operation of
any contract or agreement, between a group
health plan or health insurance issuer in re-
lation to health insurance coverage offered
in connection with such a plan (including
any partnership, association, or other orga-
nization that enters into or administers such
a contract or agreement) and a health care
provider (or group of health care providers)
shall not prohibit or otherwise restrict a
health care professional from advising such a
participant or beneficiary who is a patient of
the professional about the health status of
the individual or medical care or treatment
for the individual’s condition or disease, re-
gardless of whether benefits for such care or
treatment are provided under the plan or
coverage, if the professional is acting within
the lawful scope of practice.

‘‘(b) NULLIFICATION.—Any contract provi-
sion or agreement that restricts or prohibits
medical communications in violation of sub-
section (a) shall be null and void.
‘‘SEC. 832. PROHIBITION OF DISCRIMINATION

AGAINST PROVIDERS BASED ON LI-
CENSURE.

‘‘(a) IN GENERAL.—A group health plan and
a health insurance issuer offering health in-
surance coverage in connection with such a
plan shall not discriminate with respect to
participation or indemnification as to any
provider who is acting within the scope of
the provider’s license or certification under
applicable State law, solely on the basis of
such license or certification.

‘‘(b) CONSTRUCTION.—Subsection (a) shall
not be construed—

‘‘(1) as requiring the coverage under a
group health plan or health insurance cov-
erage of particular benefits or services or to
prohibit a plan or issuer from including pro-
viders only to the extent necessary to meet
the needs of the plan’s or issuer’s partici-
pants or beneficiaries or from establishing
any measure designed to maintain quality
and control costs consistent with the respon-
sibilities of the plan or issuer;

‘‘(2) to override any State licensure or
scope-of-practice law;

‘‘(3) as requiring a plan or issuer that of-
fers network coverage to include for partici-
pation every willing provider who meets the
terms and conditions of the plan or issuer; or

‘‘(4) as prohibiting a family practice physi-
cian with appropriate expertise from pro-
viding pediatric or obstetrical or gyneco-
logical care.
‘‘SEC. 833. PROHIBITION AGAINST IMPROPER IN-

CENTIVE ARRANGEMENTS.
‘‘(a) IN GENERAL.—A group health plan and

a health insurance issuer offering health in-
surance coverage in connection with such a
plan may not operate any physician incen-
tive plan (as defined in subparagraph (B) of
section 1876(i)(8) of the Social Security Act)
unless the requirements described in clauses
(i), (ii)(I), and (iii) of subparagraph (A) of
such section are met with respect to such a
plan.

‘‘(b) APPLICATION.—For purposes of car-
rying out paragraph (1), any reference in sec-
tion 1876(i)(8) of the Social Security Act to
the Secretary, an eligible organization, or an
individual enrolled with the organization
shall be treated as a reference to the applica-
ble authority, a group health plan or health
insurance issuer, respectively, and a partici-
pant or beneficiary with the plan or organi-
zation, respectively.

‘‘(c) CONSTRUCTION.—Nothing in this sec-
tion shall be construed as prohibiting all
capitation and similar arrangements or all
provider discount arrangements.
‘‘SEC. 834. PAYMENT OF CLEAN CLAIMS.

‘‘A group health plan, and a health insur-
ance issuer offering group health insurance
coverage, shall provide for prompt payment
of claims submitted for health care services
or supplies furnished to a participant or ben-
eficiary with respect to benefits covered by
the plan or issuer,in a manner consistent
with the provisions of sections 1816(c)(2) and
1842(c)(2) of the Social Security Act (42
U.S.C. 1395h(c)(2) and 42 U.S.C. 1395u(c)(2)),
except that for purposes of this section, sub-
paragraph (C) of section 1816(c)(2) of the So-
cial Security Act shall be treated as apply-
ing to claims received from a participant or
beneficiary as well as claims referred to in
such subparagraph.

‘‘SUBPART E—DEFINITIONS

‘‘SEC. 841. DEFINITIONS.
‘‘(a) INCORPORATION OF GENERAL DEFINI-

TIONS.—Except as otherwise provided, the
provisions of section 733 shall apply for pur-
poses of this part in the same manner as
they apply for purposes of part 7.

‘‘(b) ADDITIONAL DEFINITIONS.—For pur-
poses of this part:

‘‘(1) APPLICABLE AUTHORITY.—The term ‘ap-
plicable authority’ means—

‘‘(A) in the case of a group health plan, the
Secretary of Labor; and

‘‘(B) in the case of a health insurance
issuer with respect to a specific provision of
this part, the applicable State authority (as
defined in section 2791(d) of the Public
Health Service Act), or the Secretary of
Health and Human Services, if such Sec-
retary is enforcing such provision under sec-
tion 2722(a)(2) or 2761(a)(2) of the Public
Health Service Act.

‘‘(2) CLINICAL PEER.—The term ‘clinical
peer’ means, with respect to a review or ap-
peal, a practicing physician or other health
care professional who holds a nonrestricted
license and who is—

‘‘(A) appropriately certified by a nation-
ally recognized, peer reviewed accrediting
body in the same or similar specialty as
typically manages the medical condition,
procedure, or treatment under review or ap-
peal, or

‘‘(B) is trained and experienced in man-
aging such condition, procedure, or treat-
ment,
and includes a pediatric specialist where ap-
propriate; except that only a physician may
be a clinical peer with respect to the review
or appeal of treatment recommended or ren-
dered by a physician.

‘‘(3) HEALTH CARE PROFESSIONAL.—The
term ‘health care professional’ means an in-
dividual who is licensed, accredited, or cer-
tified under State law to provide specified
health care services and who is operating
within the scope of such licensure, accredita-
tion, or certification.

‘‘(4) HEALTH CARE PROVIDER.—The term
‘health care provider’ includes a physician or
other health care professional, as well as an
institutional or other facility or agency that
provides health care services and that is li-
censed, accredited, or certified to provide
health care items and services under applica-
ble State law.

‘‘(5) NETWORK.—The term ‘network’ means,
with respect to a group health plan or health
insurance issuer offering health insurance
coverage, the participating health care pro-
fessionals and providers through whom the
plan or issuer provides health care items and
services to participants or beneficiaries.

‘‘(6) NONPARTICIPATING.—The term ‘non-
participating’ means, with respect to a
health care provider that provides health
care items and services to a participant or
beneficiary under group health plan or
health insurance coverage, a health care pro-
vider that is not a participating health care
provider with respect to such items and serv-
ices.

‘‘(7) PARTICIPATING.—The term ‘partici-
pating’ means, with respect to a health care
provider that provides health care items and
services to a participant or beneficiary under
group health plan or health insurance cov-
erage offered by a health insurance issuer in
connection with such a plan, a health care
provider that furnishes such items and serv-
ices under a contract or other arrangement
with the plan or issuer.

‘‘(8) PHYSICIAN.—The term ‘physician’
means an allopathic or osteopathic physi-
cian.

‘‘(9) PRACTICING PHYSICIAN.—The term
‘practicing physician’ means a physician who
is licensed in the State in which the physi-
cian furnishes professional services and who
provides professional services to individual
patients on average at least two full days per
week.

‘‘(10) PRIOR AUTHORIZATION.—The term
‘prior authorization’ means the process of
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obtaining prior approval from a health insur-
ance issuer or group health plan for the pro-
vision or coverage of medical services.
‘‘SEC. 842. RULE OF CONSTRUCTION.

‘‘Nothing in this part or section 714 shall
be construed to affect or modify the provi-
sions of section 514.
‘‘SEC. 843. EXCLUSIONS.

‘‘(a) NO BENEFIT REQUIREMENTS.—Nothing
in this part shall be construed to require a
group health plan or a health insurance
issuer offering health insurance coverage in
connection with such a plan to provide spe-
cific benefits under the terms of such plan or
coverage, other than those provided under
the terms of such plan or coverage.

‘‘(b) EXCLUSION FOR FEE-FOR-SERVICE COV-
ERAGE.—

‘‘(1) IN GENERAL.—
‘‘(A) GROUP HEALTH PLANS.—The provisions

of sections 811 through 821 shall not apply to
a group health plan if the only coverage of-
fered under the plan is fee-for-service cov-
erage (as defined in paragraph (2)).

‘‘(B) HEALTH INSURANCE COVERAGE.—The
provisions of sections 801 through 821 shall
not apply to health insurance coverage if the
only coverage offered under the coverage is
fee-for-service coverage (as defined in para-
graph (2)).

‘‘(2) FEE-FOR-SERVICE COVERAGE DEFINED.—
For purposes of this subsection, the term
‘fee-for-service coverage’ means coverage
under a group health plan or health insur-
ance coverage that—

‘‘(A) reimburses hospitals, health profes-
sionals, and other providers on a fee-for-serv-
ice basis without placing the provider at fi-
nancial risk;

‘‘(B) does not vary reimbursement for such
a provider based on an agreement to con-
tract terms and conditions or the utilization
of health care items or services relating to
such provider;

‘‘(C) allows access to any provider that is
lawfully authorized to provide the covered
services and agree to accept the terms and
conditions of payment established under the
plan or by the issuer; and

‘‘(D) for which the plan or issuer does not
require prior authorization before providing
for any health care services.
‘‘SEC. 844. COVERAGE OF LIMITED SCOPE PLANS.

‘‘Only for purposes of applying the require-
ments of this part under section 714, section
733(c)(2)(A) shall be deemed not to apply.
‘‘SEC. 845. REGULATIONS.

‘‘(a) REGULATIONS.—The Secretary of Labor
shall issue such regulations as may be nec-
essary or appropriate to carry out this part
under section 714. The Secretary may pro-
mulgate such regulations in the form of in-
terim final rules as may be necessary to
carry out this part in a timely manner.’’.

(b) CLERICAL AMENDMENT.—The table of
contents in section 1 of the Employee Retire-
ment Income Security Act of 1974 is amended
by inserting after the item relating to sec-
tion 734 the following new items:

‘‘PART 8—IMPROVING MANAGED CARE

‘‘SUBPART A—GRIEVANCE AND APPEALS

‘‘Sec. 801. Utilization review activities.
‘‘Sec. 802. Internal appeals procedures.
‘‘Sec. 803. External appeals procedures.
‘‘Sec. 804. Establishment of a grievance

process.
‘‘SUBPART B—ACCESS TO CARE

‘‘Sec. 812. Choice of health care professional.
‘‘Sec. 813. Access to emergency care.
‘‘Sec. 814. Access to specialty care.
‘‘Sec. 815. Access to obstetrical and gyneco-

logical care.
‘‘Sec. 816. Access to pediatric care.
‘‘Sec. 817. Continuity of care.
‘‘Sec. 818. Network adequacy.

‘‘Sec. 819. Access to experimental or inves-
tigational prescription drugs.

‘‘Sec. 820. Coverage for individuals partici-
pating in approved cancer clin-
ical trials.

‘‘SUBPART C—ACCESS TO INFORMATION

‘‘Sec. 821. Patient access to information.

‘‘SUBPART D—PROTECTING THE DOCTOR-
PATIENT RELATIONSHIP

‘‘Sec. 831. Prohibition of interference with
certain medical communica-
tions.

‘‘Sec. 832. Prohibition of discrimination
against providers based on li-
censure.

‘‘Sec. 833. Prohibition against improper in-
centive arrangements.

‘‘Sec. 834. Payment of clean claims.

‘‘SUBPART E—DEFINITIONS

‘‘Sec. 841. Definitions.
‘‘Sec. 842. Preemption; State flexibility;

construction.
‘‘Sec. 843. Exclusions.
‘‘Sec. 844. Coverage of limited scope plans.
‘‘Sec. 845. Regulations.
SEC. 203. AVAILABILITY OF COURT REMEDIES.

(a) IN GENERAL.—Section 502 of the Em-
ployee Retirement Income Security Act of
1974 (29 U.S.C. 1132) is amended by adding at
the end the following new subsection:

‘‘(n) CAUSE OF ACTION RELATING TO PROVI-
SION OF HEALTH BENEFITS.—

‘‘(1) IN GENERAL.—In any case in which—
‘‘(A) a person who is a fiduciary of a group

health plan, a health insurance issuer offer-
ing health insurance coverage in connection
with the plan, or an agent of the plan or plan
sponsor (not including a participating physi-
cian, other than a physician who partici-
pated in making the final decision under sec-
tion 802 pursuant to section 802(b)(1)(A)) and
who, under the plan, has authority to make
final decisions under 802—

‘‘(i) fails to exercise ordinary care in mak-
ing an incorrect determination in the case of
a participant or beneficiary that an item or
service is excluded from coverage under the
terms of the plan based on the fact that the
item or service—

‘‘(I) does not meet the requirements for
medical appropriateness or necessity,

‘‘(II) would constitute experimental treat-
ment or technology (as defined under the
plan), or

‘‘(III) is not a covered benefit, or
‘‘(ii) fails to exercise ordinary care to en-

sure that—
‘‘(I) any denial of claim for benefits (within

the meaning of section 801(f)), or
‘‘(II) any decision by the plan on a request,

made by a participant or beneficiary under
section 802 or 803, for a reversal of an earlier
decision of the plan,

is made and issued to the participant or ben-
eficiary (in such form and manner as may be
prescribed in regulations of the Secretary)
before the end of the applicable period speci-
fied in section 801, 802, or 803, and

‘‘(B) such failure is the proximate cause of
substantial harm to, or wrongful death of,
the participant or beneficiary,

such person shall be liable to the participant
or beneficiary (or the estate of such partici-
pant or beneficiary) for economic and non-
economic damages in connection with such
failure and such injury or death (subject to
paragraph (10)). For purposes of this sub-
section, the term ‘final decision’ means, with
respect to a group health plan, the sole final
decision of the plan under section 802.

‘‘(2) ORDINARY CARE.—For purposes of this
subsection, the term ‘ordinary care’ means
the care, skill, prudence, and diligence under
the circumstances then prevailing that a
prudent individual acting in a like capacity

and familiar with such matters would use in
the conduct of an enterprise of a like char-
acter and with like aims.

‘‘(3) SUBSTANTIAL HARM.—The term ‘sub-
stantial harm’ means loss of life, loss or sig-
nificant impairment of limb or bodily func-
tion, significant disfigurement, or severe and
chronic physical pain.

‘‘(4) EXCEPTION FOR EMPLOYERS AND OTHER
PLAN SPONSORS.—

‘‘(A) IN GENERAL.—Subject to subparagraph
(B), paragraph (1) does not authorize—

‘‘(i) any cause of action against an em-
ployer or other plan sponsor maintaining the
group health plan (or against an employee of
such an employer or sponsor acting within
the scope of employment),

‘‘(ii) a right of recovery or indemnity by a
person against an employer or other plan
sponsor (or such an employee) for damages
assessed against the person pursuant to a
cause of action under paragraph (1), or

‘‘(iii) any cause of action in connection
with the provision of excepted benefits de-
scribed in section 733(c), other than those de-
scribed in section 733(c)(2).

‘‘(B) SPECIAL RULE.—Subparagraph (A)
shall not preclude any cause of action de-
scribed in paragraph (1) commenced against
an employer or other plan sponsor (or
against an employee of such an employer or
sponsor acting within the scope of employ-
ment), but only if—

‘‘(i) such action is based on the direct par-
ticipation of the employer or other plan
sponsor (or employee of the employer or plan
sponsor) in the final decision of the plan
with respect to a specific participant or ben-
eficiary on a claim for benefits covered
under the plan or health insurance coverage
in the case at issue; and

‘‘(ii) the decision on the claim resulted in
substantial harm to, or the wrongful death
of, such participant or beneficiary.

‘‘(C) DIRECT PARTICIPATION.—For purposes
of this subsection, the term ‘direct participa-
tion’ means, in connection with a final deci-
sion under section 802, the actual making of
such final decision as a plan fiduciary or the
actual exercise of final controlling authority
in the approval of such final decision. In de-
termining whether an employer or other
plan sponsor (or employee of an employer or
other plan sponsor) is engaged in direct par-
ticipation in the final decision of the plan on
a claim, the employer or plan sponsor (or
employee) shall not be construed to be en-
gaged in such direct participation (and to be
liable for any damages whatsoever) because
of any form of decisionmaking or other con-
duct, whether or not fiduciary in nature,
that does not involve a final decision with
respect to a specific claim for benefits by a
specific participant or beneficiary, including
(but not limited to)—

‘‘(i) any participation by the employer or
other plan sponsor (or employee) in the se-
lection of the group health plan or health in-
surance coverage involved or the third party
administrator or other agent;

‘‘(ii) any engagement by the employer or
other plan sponsor (or employee) in any cost-
benefit analysis undertaken in connection
with the selection of, or continued mainte-
nance of, the plan or coverage involved;

‘‘(iii) any participation by the employer or
other plan sponsor (or employee) in the cre-
ation, continuation, modification, or termi-
nation of the plan or of any coverage, ben-
efit, or item or service covered by the plan;

‘‘(iv) any participation by the employer or
other plan sponsor (or employee) in the de-
sign of any coverage, benefit, or item or
service covered by the plan, including the
amount of copayment and limits connected
with such coverage, and the specification of
any protocol, procedure, or policy for deter-
mining whether any such coverage, benefit,
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or item or service is medically necessary and
appropriate or is experimental or investiga-
tional;

‘‘(v) any action by an agent of the em-
ployer or plan sponsor in making such a final
decision on behalf of such employer or plan
sponsor;

‘‘(vi) any decision by an employer or plan
sponsor (or employee) or agent acting on be-
half of an employer or plan sponsor either to
authorize coverage for, or to intercede or not
to intercede as an advocate for or on behalf
of, any specific participant or beneficiary (or
group of participants or beneficiaries) under
the plan;

‘‘(vii) the approval of, or participation in
the approval of, the plan provisions defining
medical necessity or of policies or proce-
dures that have a direct bearing on the out-
come of the final decision; or

‘‘(viii) any other form of decisionmaking
or other conduct performed by the employer
or other plan sponsor (or employee) in con-
nection with the plan or coverage involved
unless it involves the making of a final deci-
sion of the plan consisting of a failure de-
scribed in clause (i) or (ii) of paragraph (1)(A)
as to specific participants or beneficiaries
who suffer substantial harm or wrongful
death as a proximate cause of such decision.

‘‘(5) REQUIRED DEMONSTRATION OF DIRECT
PARTICIPATION.—An action against an em-
ployer or plan sponsor (or employee thereof)
under this subsection shall be immediately
dismissed—

‘‘(A) in the absence of an allegation in the
complaint of direct participation by the em-
ployer or plan sponsor in the final decision of
the plan with respect to a specific partici-
pant or beneficiary who suffers substantial
harm or wrongful death, or

‘‘(B) upon a demonstration to the court
that such employer or plan sponsor (or em-
ployee) did not directly participate in the
final decision of the plan.

‘‘(6) TREATMENT OF THIRD-PARTY PROVIDERS
OF NONDISCRETIONARY ADMINISTRATIVE SERV-
ICES.—Paragraph (1) does not authorize any
action against any person providing nondis-
cretionary administrative services to em-
ployers or other plan sponsors.

‘‘(7) REQUIREMENT OF EXHAUSTION OF ADMIN-
ISTRATIVE REMEDIES.—

‘‘(A) IN GENERAL.—Paragraph (1) applies in
the case of any cause of action only if all
remedies under section 503 (including rem-
edies under sections 802 and 803, made appli-
cable under section 714) with respect to such
cause of action have been exhausted.

‘‘(B) EXTERNAL REVIEW REQUIRED.—For pur-
poses of subparagraph (A), administrative
remedies under section 503 shall not be
deemed exhausted until available remedies
under section 803 have been elected and are
exhausted by issuance of a final determina-
tion by an external appeal entity under such
section.

‘‘(C) CONSIDERATION OF ADMINISTRATIVE DE-
TERMINATIONS.—Any determinations made
under section 802 or 803 made while an action
under this paragraph is pending shall be
given due consideration by the court in such
action.

‘‘(8) USE OF EXTERNAL APPEAL ENTITY IN ES-
TABLISHING ABSENCE OF SUBSTANTIAL HARM OR
CAUSATION IN LITIGATION.—

‘‘(A) IN GENERAL.—In any action under this
subsection by an individual in which dam-
ages are sought on the basis of substantial
harm to the individual, the defendant may
obtain (at its own expense), under procedures
similar to procedures applicable under sec-
tion 803, a determination by a qualified ex-
ternal appeal entity (as defined in section
803(c)(1)) that has not been involved in any
stage of the grievance or appeals process
which resulted in such action as to—

‘‘(i) whether such substantial harm has
been sustained, and

‘‘(ii) whether the proximate cause of such
injury was the result of the failure of the de-
fendant to exercise ordinary care, as de-
scribed in paragraph (1)(A).

‘‘(B) EFFECT OF FINDING IN FAVOR OF DE-
FENDANT.—If the external appeal entity de-
termines that such an injury has not been
sustained or was not proximately caused by
such a failure, such a finding shall be an af-
firmative defense, and the action shall be
dismissed forthwith unless such finding is
overcome upon a showing of clear and con-
vincing evidence to the contrary. Notwith-
standing subsection (g), in any case in which
the plaintiff fails in any attempt to make
such a showing to the contrary, the court
shall award to the defendant reasonable at-
torney’s fees and the costs of the action in-
curred in connection with such failed show-
ing.

‘‘(9) REBUTTABLE PRESUMPTION.—In the
case of any action commenced pursuant to
paragraph (1), there shall be a rebuttable
presumption in favor of the decision of the
external appeal entity rendered upon com-
pletion of any review elected under section
803 and such presumption may be overcome
only upon a showing of clear and convincing
evidence to the contrary.

‘‘(10) MAXIMUM NONECONOMIC DAMAGES.—
Total liability for noneconomic loss under
this subsection in connection with any fail-
ure with respect to any participant or bene-
ficiary may not exceed the lesser of—

‘‘(A) $500,000, or
‘‘(B) 2 times the amount of economic loss.

The dollar amount under subparagraph (A),
shall be increased or decreased, for each cal-
endar year that ends after December 31, 2001,
by the same percentage as the percentage by
which the medical care expenditure category
of the Consumer Price Index for All Urban
Consumers (United States city average), pub-
lished by the Bureau of Labor Statistics, for
September of the preceding calendar year
has increased or decreased from such index
for September 2000

‘‘(11) PROHIBITION OF AWARD OF PUNITIVE
DAMAGES.—

‘‘(A) GENERAL RULE.—Except as provided in
this paragraph, nothing in this subsection
shall be construed as authorizing a cause of
action for punitive, exemplary, or similar
damages.

‘‘(B) EXCEPTION.—Punitive damages are au-
thorized in any case described in paragraph
(1)(A)(ii)(II) in which the plaintiff establishes
by clear and convincing evidence that con-
duct carried out by the defendant with a con-
scious, flagrant indifference to the rights or
safety of others was the proximate cause of
the harm that is the subject of the action
and that such conduct was contrary to the
recommendations of an external appeal enti-
ty issued in the determination in such case
rendered pursuant to section 803.

‘‘(C) LIMITATION ON AMOUNT.—
‘‘(i) IN GENERAL.—The amount of punitive

damages that may be awarded in an action
described in subparagraph (B) may not ex-
ceed the greater of—

‘‘(I) 2 times the sum of the amount award-
ed to the claimant for economic loss; or

‘‘(II) $250,000.
‘‘(ii) SPECIAL RULE.—Notwithstanding

clause (i), in any action described in subpara-
graph (B) against an individual whose net
worth does not exceed $500,000 or against an
owner of an unincorporated business, or any
partnership, corporation, association, unit of
local government, or organization which has
fewer that 25 employees, the punitive dam-
ages shall not exceed the lesser of—

‘‘(I) 2 times the amount awarded to the
claimant for economic loss; or

‘‘(II) $250,000.

‘‘(iii) CONTROLLED GROUPS.—
‘‘(I) IN GENERAL.—For the purpose of deter-

mining the applicability of clause (ii) to any
employer, in determining the number of em-
ployees of an employer who is a member of a
controlled group, the employees of any per-
son in such group shall be deemed to be em-
ployees of the employer.

‘‘(II) CONTROLLED GROUP.—For purposes of
subclause (I), the term ‘controlled group’
means any group treated as a single em-
ployer under subsection (b), (c), (m), or (o) of
section 414 of the Internal Revenue Code of
1986.

‘‘(D) EXCEPTION FOR INSUFFICIENT AWARD IN
CASES OF EGREGIOUS CONDUCT.—

‘‘(i) DETERMINATION BY COURT.—If the court
makes a determination, based on clear and
convincing evidence and after considering
each of the factors in subparagraph (E), that
the application of subparagraph (C) would re-
sult in an award of punitive damages that is
insufficient to punish the egregious conduct
of the defendant against whom the punitive
damages are to be awarded or to deter such
conduct in the future, the court shall deter-
mine the additional amount of punitive dam-
ages (referred to in this subparagraph as the
‘additional amount’) in excess of the amount
determined in accordance with subparagraph
(C) to be awarded against the defendant in a
separate proceeding in accordance with this
subparagraph.

‘‘(ii) ABSOLUTE LIMIT ON PUNITIVES.—Noth-
ing in this subtitle shall be construed to au-
thorize the court to award an additional
amount greater than an amount equal to the
maximum amount applicable under subpara-
graph (C).

‘‘(iii) REQUIREMENTS FOR AWARDING ADDI-
TIONAL AMOUNT.—If the court awards an addi-
tional amount pursuant to this subpara-
graph, the court shall state its reasons for
setting the amount of the additional amount
in findings of fact and conclusions of law.

‘‘(E) FACTORS FOR CONSIDERATION IN CASES
OF EGREGIOUS CONDUCT.—In any proceeding
under subparagraph (D), the matters to be
considered by the court shall include (but
are not limited to)—

‘‘(i) the extent to which the defendant
acted with actual malice;

‘‘(ii) the likelihood that serious harm
would arise from the conduct of the defend-
ant;

‘‘(iii) the degree of the awareness of the de-
fendant of that likelihood;

‘‘(iv) the profitability of the misconduct to
the defendant;

‘‘(v) the duration of the misconduct and
any concurrent or subsequent concealment
of the conduct by the defendant;

‘‘(vi) the attitude and conduct of the de-
fendant upon the discovery of the mis-
conduct and whether the misconduct has ter-
minated;

‘‘(vii) the financial condition of the defend-
ant; and

‘‘(viii) the cumulative deterrent effect of
other losses, damages, and punishment suf-
fered by the defendant as a result of the mis-
conduct, reducing the amount of punitive
damages on the basis of the economic impact
and severity of all measures to which the de-
fendant has been or may be subjected,
including—

‘‘(I) compensatory and punitive damage
awards to similarly situated claimants;

‘‘(II) the adverse economic effect of stigma
or loss of reputation;

‘‘(III) civil fines and criminal and adminis-
trative penalties; and

‘‘(IV) stop sale, cease and desist, and other
remedial or enforcement orders.

‘‘(F) APPLICATION BY COURT.—This para-
graph shall be applied by the court and, in
the case of a trial by jury, application of this
paragraph shall not be disclosed to the jury.
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‘‘(G) LIMITATION ON PUNITIVE DAMAGES.—No

person shall be liable for punitive, exem-
plary, or similar damages in an action under
this subsection based on any failure de-
scribed in paragraph (1) if such failure was in
compliance with the recommendations of an
external appeal entity issued in a determina-
tion under section 803.

‘‘(H) BIFURCATION AT REQUEST OF ANY
PARTY.—

‘‘(i) IN GENERAL.—At the request of any
party the trier of fact in any action that is
subject to this paragraph shall consider in a
separate proceeding, held subsequent to the
determination of the amount of compen-
satory damages, whether punitive damages
are to be awarded for the harm that is the
subject of the action and the amount of the
award.

‘‘(ii) INADMISSIBILITY OF EVIDENCE RELATIVE
ONLY TO A CLAIM OF PUNITIVE DAMAGES IN A
PROCEEDING CONCERNING COMPENSATORY DAM-
AGES.—If any party requests a separate pro-
ceeding under clause (i), in a proceeding to
determine whether the claimant may be
awarded compensatory damages, any evi-
dence, argument, or contention that is rel-
evant only to the claim of punitive damages,
as determined by applicable State law, shall
be inadmissible.

‘‘(12) LIMITATION OF ACTION.—Paragraph (1)
shall not apply in connection with any ac-
tion commenced after the later of—

‘‘(A) 1 year after (i) the date of the last ac-
tion which constituted a part of the failure,
or (ii) in the case of an omission, the latest
date on which the fiduciary could have cured
the failure, or

‘‘(B) 1 year after the earliest date on which
the plaintiff first knew, or reasonably should
have known, of the substantial harm result-
ing from the failure.

‘‘(13) COORDINATION WITH FIDUCIARY RE-
QUIREMENTS.—A fiduciary shall not be treat-
ed as failing to meet any requirement of part
4 solely by reason of any action taken by a
fiduciary which consists of full compliance
with the reversal under section 803 of a de-
nial of claim for benefits (within the mean-
ing of section 801(f)).

‘‘(14) CONSTRUCTION.—Nothing in this sub-
section shall be construed as authorizing a
cause of action for the failure to provide an
item or service which is not covered under
the group health plan involved.

‘‘(15) PROTECTION OF MEDICAL MALPRACTICE
AND SIMILAR ACTIONS UNDER STATE LAW.—This
subsection shall not be construed to preclude
any action under State law (as defined in
section 514(c)(1)) not otherwise preempted
under this title with respect to the duty (if
any) under such State law imposed on any
person to exercise a specified standard of
care when making a health care treatment
decision in any case in which medical serv-
ices are provided by such person or in any
case in which such decision affects the qual-
ity of care or treatment provided or received.

‘‘(16) COEXISTING ACTIONS IN FEDERAL AND
STATE COURTS DISALLOWED.—

‘‘(A) PRECEDENCE OF FEDERAL ACTION.—An
action may be commenced under this sub-
section only if no action for damages has
been commenced by the plaintiff under State
law (as defined in section 514(c)(1)) based on
the same substantial harm.

‘‘(B) ACTIONS UNDER STATE LAW SUPER-
SEDED.—Upon the commencement of any ac-
tion under this subsection, this subsection
supersedes any action authorized under
State law (as so defined) against any person
based on the same substantial harm during
the pendency of the action commenced under
this subsection.

‘‘(C) DOUBLE RECOVERY OF DAMAGES PRE-
CLUDED.—This subsection supersedes any ac-
tion under State law (as so defined) for dam-
ages based on any substantial harm to the

extent that damages for such substantial
harm have been recovered in an action under
this subsection.

‘‘(17) LIMITATION ON RELIEF WHERE DEFEND-
ANT’S POSITION PREVIOUSLY SUPPORTED UPON
EXTERNAL REVIEW.—In any case in which the
court finds the defendant to be liable in an
action under this subsection, to the extent
that such liability is based on a finding by
the court of a particular failure described in
paragraph (1) and such finding is contrary to
a determination by an external review entity
in a decision previously rendered under sec-
tion 803 with respect to such defendant, no
relief shall be available under this sub-
section in addition to the relief otherwise
available under subsection (a)(1)(B).’’.

(b) CONFORMING AMENDMENT.—Section
502(a)(1)(A) of such Act (29 U.S.C.
1132(a)(1)(A)) is amended by inserting ‘‘or
(n)’’ after ‘‘subsection (c)’’.

(c) EFFECTIVE DATE.—The amendments
made by this section shall apply to acts and
omissions (from which a cause of action
arises) occurring on or after the date of the
enactment of this Act.
SEC. 204. AVAILABILITY OF BINDING ARBITRA-

TION.
(a) IN GENERAL.—Section 503 of the Em-

ployee Retirement Income Security Act of
1974 (as amended by the preceding provisions
of this Act) is amended further—

(1) in subsection (a), by inserting ‘‘IN GEN-
ERAL.—’’ after ‘‘(a)’’;

(2) in subsection (b), by striking ‘‘(b) In the
case’’ and inserting the following:

‘‘(b) GROUP HEALTH PLANS.—
‘‘(1) IN GENERAL.—In the case’’; and
(3) by adding at the end of subsection (b)

the following:
‘‘(2) BINDING ARBITRATION PERMITTED AS AL-

TERNATIVE MEANS OF DISPUTE RESOLUTION.—
‘‘(A) IN GENERAL.—A group health plan

shall not be treated as failing to meet the re-
quirements of the preceding provisions of
this section relating to review of any adverse
coverage decision rendered by or under the
plan, if—

‘‘(i) in lieu of the procedures otherwise pro-
vided under the plan in accordance with such
provisions and in lieu of any subsequent re-
view of the matter by a court under section
502—

‘‘(I) the aggrieved participant or bene-
ficiary elects in the request for the review a
procedure by which the dispute is resolved
by binding arbitration which is available
under the plan with respect to similarly situ-
ated participants and beneficiaries and
which meets the requirements of subpara-
graph (B); or

‘‘(II) in the case of any such plan or por-
tion thereof which is established and main-
tained pursuant to a bona fide collective bar-
gaining agreement, the plan provides for a
procedure by which such disputes are re-
solved by means of binding arbitration which
meets the requirements of subparagraph (B);
and

‘‘(ii) the additional requirements of sub-
paragraph (B) are met.

‘‘(B) ADDITIONAL REQUIREMENTS.—The Sec-
retary shall prescribe by regulation require-
ments for arbitration procedures under this
paragraph, including at least the following
requirements:

‘‘(i) ARBITRATION PANEL.—The arbitration
shall be conducted by an arbitration panel
meeting the requirements of subparagraph
(C).

‘‘(ii) FAIR PROCESS; DE NOVO DETERMINA-
TION.—The procedure shall provide for a fair,
de novo determination.

‘‘(iii) OPPORTUNITY TO SUBMIT EVIDENCE,
HAVE REPRESENTATION, AND MAKE ORAL PRES-
ENTATION.—Each party to the arbitration
procedure—

‘‘(I) may submit and review evidence re-
lated to the issues in dispute;

‘‘(II) may use the assistance or representa-
tion of one or more individuals (any of whom
may be an attorney); and

‘‘(III) may make an oral presentation.
‘‘(iv) PROVISION OF INFORMATION.—The plan

shall provide timely access to all its records
relating to the matters under arbitration
and to all provisions of the plan relating to
such matters.

‘‘(v) TIMELY DECISIONS.—A determination
by the arbitration panel on the decision
shall—

‘‘(I) be made in writing;
‘‘(II) be binding on the parties; and
‘‘(III) be made in accordance with the med-

ical exigencies of the case involved.
‘‘(vi) EXHAUSTION OF EXTERNAL REVIEW RE-

QUIRED.—The arbitration procedures under
this paragraph shall not be available to
party unless the party has exhausted exter-
nal review procedures under section 804.

‘‘(vii) VOLUNTARY ELECTION.—A group
health plan may not require, through the
plan document, a contract, or otherwise,
that a participant or beneficiary make the
election described in subparagraph (A)(i)(I).

‘‘(C) ARBITRATION PANEL.—
‘‘(i) IN GENERAL.—Arbitrations commenced

pursuant to this paragraph shall be con-
ducted by a panel of arbitrators selected by
the parties made up of 3 individuals, includ-
ing at least one practicing physician and one
practicing attorney.

‘‘(ii) QUALIFICATIONS.—Any individual who
is a member of an arbitration panel shall
meet the following requirements:

‘‘(I) There is no real or apparent conflict of
interest that would impede the individual
conducting arbitration independent of the
plan and meets the independence require-
ments of clause (iii).

‘‘(II) The individual has sufficient medical
or legal expertise to conduct the arbitration
for the plan on a timely basis.

‘‘(III) The individual has appropriate cre-
dentials and has attained recognized exper-
tise in the applicable medical or legal field.

‘‘(IV) The individual was not involved in
the initial adverse coverage decision or any
other review thereof.

‘‘(iii) INDEPENDENCE REQUIREMENTS.—An in-
dividual described in clause (ii) meets the
independence requirements of this clause if—

‘‘(I) the individual is not affiliated with
any related party,

‘‘(II) any compensation received by such
individual in connection with the binding ar-
bitration procedure is reasonable and not
contingent on any decision rendered by the
individual,

‘‘(III) under the terms of the plan, the plan
has no recourse against the individual or en-
tity in connection with the binding arbitra-
tion procedure, and

‘‘(IV) the individual does not otherwise
have a conflict of interest with a related
party as determined under such regulations
as the Secretary may prescribe.

‘‘(iv) RELATED PARTY.—For purposes of
clause (iii), the term ‘related party’ means—

‘‘(I) the plan or any health insurance issuer
offering health insurance coverage in con-
nection with the plan (or any officer, direc-
tor, or management employee of such plan or
issuer),

‘‘(II) the physician or other medical care
provider that provided the medical care in-
volved in the coverage decision,

‘‘(III) the institution at which the medical
care involved in the coverage decision is pro-
vided,

‘‘(IV) the manufacturer of any drug or
other item that was included in the medical
care involved in the coverage decision, or
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‘‘(V) any other party determined under

such regulations as the Secretary may pre-
scribe to have a substantial interest in the
coverage decision .

‘‘(iv) AFFILIATED.—For purposes of clause
(iii), the term ‘affiliated’ means, in connec-
tion with any entity, having a familial, fi-
nancial, or professional relationship with, or
interest in, such entity.

‘‘(D) DECISIONS.—
‘‘(i) IN GENERAL.—Decisions rendered by

the arbitration panel shall be binding on all
parties to the arbitration and shall be
enforcible under section 502 as if the terms of
the decision were the terms of the plan, ex-
cept that the court may vacate any award
made pursuant to the arbitration for any
cause described in paragraph (1), (2), (3), (4),
or (5) of section 10(a) of title 9, United States
Code.

‘‘(ii) ALLOWABLE REMEDIES.—The remedies
which may be implemented by the arbitra-
tion panel shall consist of those remedies
which would be available in an action timely
commenced by a participant or beneficiary
under section 502 after exhaustion of admin-
istrative remedies, except that a money
award may be made in the arbitration pro-
ceedings in any amount not to exceed 3
times the maximum amount of damages that
would be allowable in such case in an action
described in section 502(n).’’.

(b) EFFECTIVE DATE.—The amendment
made by this section shall apply to adverse
coverage decisions initially rendered by
group health plans on or after the date of the
enactment of this Act.

TITLE III— AMENDMENTS TO THE
INTERNAL REVENUE CODE OF 1986

SEC. 301. APPLICATION TO GROUP HEALTH
PLANS UNDER THE INTERNAL REV-
ENUE CODE OF 1986.

Subchapter B of chapter 100 of the Internal
Revenue Code of 1986 is amended—

(1) in the table of sections, by inserting
after the item relating to section 9812 the
following new item:

‘‘Sec. 9813. Standard relating to chapter
101.’’; and

(2) by inserting after section 9812 the fol-
lowing:
‘‘SEC. 9813. STANDARD RELATING TO CHAPTER

101.
‘‘A group health plan shall comply with

the requirements of chapter 101 and such re-
quirements shall be deemed to be incor-
porated into this section.’’.
SEC. 302. IMPROVING MANAGED CARE.

(a) IN GENERAL.—The Internal Revenue
Code of 1986 is amended by adding at the end
the following new chapter:

‘‘CHAPTER 101—IMPROVING MANAGED
CARE

‘‘Subchapter A. Access to care.
‘‘Subchapter B. Access to information.
‘‘Subchapter C. Protecting the doctor-pa-

tient relationship.
‘‘Subchapter D. Definitions.

‘‘Subchapter A—Access to Care
‘‘Sec. 9901. Choice of health care profes-

sional.
‘‘Sec. 9902. Access to emergency care.
‘‘Sec. 9903. Access to specialty care.
‘‘Sec. 9904. Access to obstetrical and gyneco-

logical care.
‘‘Sec. 9905. Access to pediatric care.
‘‘Sec. 9906. Continuity of care.
‘‘Sec. 9907. Network adequacy.
‘‘Sec. 9908. Access to experimental or inves-

tigational prescription drugs.
‘‘Sec. 9909. Coverage for individuals partici-

pating in approved cancer clin-
ical trials.

‘‘SEC. 9901. CHOICE OF HEALTH CARE PROFES-
SIONAL.

‘‘(a) PRIMARY CARE.—If a group health plan
requires or provides for designation by a par-
ticipant or beneficiary of a participating pri-
mary care provider, then the plan shall per-
mit each participant and beneficiary to des-
ignate any participating primary care pro-
vider who is available to accept such indi-
vidual.

‘‘(b) SPECIALISTS.—A group health plan
shall permit each participant or beneficiary
to receive medically necessary or appro-
priate specialty care, pursuant to appro-
priate referral procedures, from any quali-
fied participating health care professional
who is available to accept such individual for
such care.
‘‘SEC. 9902. ACCESS TO EMERGENCY CARE.

‘‘(a) COVERAGE OF EMERGENCY SERVICES.—
‘‘(1) IN GENERAL.—If a group health plan

provides or covers any benefits with respect
to services in an emergency department of a
hospital, the plan shall cover emergency
services (as defined in paragraph (2)(B))—

‘‘(A) without the need for any prior author-
ization determination;

‘‘(B) whether the health care provider fur-
nishing such services is a participating pro-
vider with respect to such services;

‘‘(C) in a manner so that, if such services
are provided to a participant or beneficiary—

‘‘(i) by a nonparticipating health care pro-
vider with or without prior authorization, or

‘‘(ii) by a participating health care pro-
vider without prior authorization,
the participant or beneficiary is not liable
for amounts that exceed the amounts of li-
ability that would be incurred if the services
were provided by a participating health care
provider with prior authorization; and

‘‘(D) without regard to any other term or
condition of such coverage (other than exclu-
sion or coordination of benefits, or an affili-
ation or waiting period, permitted under sec-
tion 2701 of the Public Health Service Act,
section 701 of the Employee Retirement In-
come Security Act of 1974, or section 9801 of
the Internal Revenue Code of 1986, and other
than applicable cost-sharing).

‘‘(2) DEFINITIONS.—In this section:
‘‘(A) EMERGENCY MEDICAL CONDITION.—The

term ‘emergency medical condition’ means—
‘‘(i) a medical condition manifesting itself

by acute symptoms of sufficient severity (in-
cluding severe pain) such that a prudent
layperson, who possesses an average knowl-
edge of health and medicine, could reason-
ably expect the absence of immediate med-
ical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act; and

‘‘(ii) a medical condition manifesting itself
in a neonate by acute symptoms of sufficient
severity (including severe pain) such that a
prudent health care professional could rea-
sonably expect the absence of immediate
medical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act.

‘‘(B) EMERGENCY SERVICES.—The term
‘emergency services’ means—

‘‘(i) with respect to an emergency medical
condition described in subparagraph (A)(i)—

‘‘(I) a medical screening examination (as
required under section 1867 of the Social Se-
curity Act) that is within the capability of
the emergency department of a hospital, in-
cluding ancillary services routinely avail-
able to the emergency department to evalu-
ate such emergency medical condition, and

‘‘(II) within the capabilities of the staff
and facilities available at the hospital, such
further medical examination and treatment
as are required under section 1867 of such Act
to stabilize the patient; or

‘‘(ii) with respect to an emergency medical
condition described in subparagraph (A)(ii),

medical treatment for such condition ren-
dered by a health care provider in a hospital
to a neonate, including available hospital
ancillary services in response to an urgent
request of a health care professional and to
the extent necessary to stabilize the
neonate.

‘‘(C) STABILIZE.—The term ‘to stabilize’
means, with respect to an emergency med-
ical condition, to provide such medical treat-
ment of the condition as may be necessary to
assure, within reasonable medical prob-
ability, that no material deterioration of the
condition is likely to result from or occur
during the transfer of the individual from a
facility.

‘‘(b) REIMBURSEMENT FOR MAINTENANCE
CARE AND POST-STABILIZATION CARE.—If ben-
efits are available under a group health plan
with respect to maintenance care or post-
stabilization care covered under the guide-
lines established under section 1852(d)(2) of
the Social Security Act, the plan shall pro-
vide for reimbursement with respect to such
services provided to a participant or bene-
ficiary other than through a participating
health care provider in a manner consistent
with subsection (a)(1)(C) (and shall otherwise
comply with such guidelines).

‘‘(c) COVERAGE OF EMERGENCY AMBULANCE
SERVICES.—

‘‘(1) IN GENERAL.—If a group health plan
provides any benefits with respect to ambu-
lance services and emergency services, the
plan shall cover emergency ambulance serv-
ices (as defined in paragraph (2))) furnished
under the plan under the same terms and
conditions under subparagraphs (A) through
(D) of subsection (a)(1) under which coverage
is provided for emergency services.

‘‘(2) EMERGENCY AMBULANCE SERVICES.—For
purposes of this subsection, the term ‘emer-
gency ambulance services’ means ambulance
services (as defined for purposes of section
1861(s)(7) of the Social Security Act) fur-
nished to transport an individual who has an
emergency medical condition (as defined in
subsection (a)(2)(A)) to a hospital for the re-
ceipt of emergency services (as defined in
subsection (a)(2)(B)) in a case in which the
emergency services are covered under the
plan pursuant to subsection (a)(1) and a pru-
dent layperson, with an average knowledge
of health and medicine, could reasonably ex-
pect that the absence of such transport
would result in placing the health of the in-
dividual in serious jeopardy, serious impair-
ment of bodily function, or serious dysfunc-
tion of any bodily organ or part.
‘‘SEC. 9903. ACCESS TO SPECIALTY CARE.

‘‘(a) SPECIALTY CARE FOR COVERED SERV-
ICES.—

‘‘(1) IN GENERAL.—If—
‘‘(A) an individual is a participant or bene-

ficiary under a group health plan,
‘‘(B) the individual has a condition or dis-

ease of sufficient seriousness and complexity
to require treatment by a specialist or the
individual requires physician pathology serv-
ices, and

‘‘(C) benefits for such treatment or services
are provided under the plan,
the plan shall make or provide for a referral
to a specialist who is available and acces-
sible (consistent with standards developed
under section 9907) to provide the treatment
for such condition or disease or to provide
such services.

‘‘(2) SPECIALIST DEFINED.—For purposes of
this subsection, the term ‘specialist’ means,
with respect to a condition or services, a
health care practitioner, facility, or center
or physician pathologist that has adequate
expertise through appropriate training and
experience (including, in the case of a child,
appropriate pediatric expertise and in the
case of a pregnant woman, appropriate ob-
stetrical expertise) to provide high quality
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care in treating the condition or to provide
physician pathology services.

‘‘(3) CARE UNDER REFERRAL.—A group
health plan may require that the care pro-
vided to an individual pursuant to such re-
ferral under paragraph (1) with respect to
treatment be—

‘‘(A) pursuant to a treatment plan, only if
the treatment plan is developed by the spe-
cialist and approved by the plan, in consulta-
tion with the designated primary care pro-
vider or specialist and the individual (or the
individual’s designee), and

‘‘(B) in accordance with applicable quality
assurance and utilization review standards of
the plan.

Nothing in this subsection shall be construed
as preventing such a treatment plan for an
individual from requiring a specialist to pro-
vide the primary care provider with regular
updates on the specialty care provided, as
well as all necessary medical information.

‘‘(4) REFERRALS TO PARTICIPATING PRO-
VIDERS.—A group health plan is not required
under paragraph (1) to provide for a referral
to a specialist that is not a participating
provider, unless the plan does not have a spe-
cialist that is available and accessible to
treat the individual’s condition or provide
physician pathology services and that is a
participating provider with respect to such
treatment or services.

‘‘(5) REFERRALS TO NONPARTICIPATING PRO-
VIDERS.—In a case in which a referral of an
individual to a nonparticipating specialist is
required under paragraph (1), the group
health plan shall provide the individual the
option of at least three nonparticipating spe-
cialists.

‘‘(6) TREATMENT OF NONPARTICIPATING PRO-
VIDERS.—If a plan refers an individual to a
nonparticipating specialist pursuant to para-
graph (1), services provided pursuant to the
approved treatment plan (if any) shall be
provided at no additional cost to the indi-
vidual beyond what the individual would
otherwise pay for services received by such a
specialist that is a participating provider.

‘‘(b) SPECIALISTS AS GATEKEEPER FOR
TREATMENT OF ONGOING SPECIAL CONDI-
TIONS.—

‘‘(1) IN GENERAL.—A group health plan
shall have a procedure by which an indi-
vidual who is a participant or beneficiary
and who has an ongoing special condition (as
defined in paragraph (3)) may request and re-
ceive a referral to a specialist for such condi-
tion who shall be responsible for and capable
of providing and coordinating the individ-
ual’s care with respect to the condition.
Under such procedures if such an individual’s
care would most appropriately be coordi-
nated by such a specialist, such plan shall
refer the individual to such specialist.

‘‘(2) TREATMENT FOR RELATED REFERRALS.—
Such specialists shall be permitted to treat
the individual without a referral from the in-
dividual’s primary care provider and may au-
thorize such referrals, procedures, tests, and
other medical services as the individual’s
primary care provider would otherwise be
permitted to provide or authorize, subject to
the terms of the treatment (referred to in
subsection (a)(3)(A)) with respect to the on-
going special condition.

‘‘(3) ONGOING SPECIAL CONDITION DEFINED.—
In this subsection, the term ‘ongoing special
condition’ means a condition or disease
that—

‘‘(A) is life-threatening, degenerative, or
disabling, and

‘‘(B) requires specialized medical care over
a prolonged period of time.

‘‘(4) TERMS OF REFERRAL.—The provisions
of paragraphs (3) through (5) of subsection (a)
apply with respect to referrals under para-
graph (1) of this subsection in the same man-

ner as they apply to referrals under sub-
section (a)(1).

‘‘(5) CONSTRUCTION.—Nothing in this sub-
section shall be construed as preventing an
individual who is a participant or bene-
ficiary and who has an ongoing special condi-
tion from having the individual’s primary
care physician assume the responsibilities
for providing and coordinating care de-
scribed in paragraph (1).

‘‘(c) STANDING REFERRALS.—
‘‘(1) IN GENERAL.—A group health plan

shall have a procedure by which an indi-
vidual who is a participant or beneficiary
and who has a condition that requires ongo-
ing care from a specialist may receive a
standing referral to such specialist for treat-
ment of such condition. If the plan, or if the
primary care provider in consultation with
the medical director of the plan and the spe-
cialist (if any), determines that such a stand-
ing referral is appropriate, the plan shall
make such a referral to such a specialist if
the individual so desires.

‘‘(2) TERMS OF REFERRAL.—The provisions
of paragraphs (3) through (5) of subsection (a)
apply with respect to referrals under para-
graph (1) of this subsection in the same man-
ner as they apply to referrals under sub-
section (a)(1).
‘‘SEC. 9904. ACCESS TO OBSTETRICAL AND GYNE-

COLOGICAL CARE.
‘‘(a) IN GENERAL.—If a group health plan

requires or provides for a participant or ben-
eficiary to designate a participating primary
care health care professional, the plan—

‘‘(1) may not require authorization or a re-
ferral by the individual’s primary care
health care professional or otherwise for cov-
ered gynecological care (including preven-
tive women’s health examinations) or for
covered pregnancy-related services provided
by a participating physician (including a
family practice physician) who specializes or
is trained and experienced in gynecology or
obstetrics, respectively, to the extent such
care is otherwise covered; and

‘‘(2) shall treat the ordering of other gyne-
cological or obstetrical care by such a par-
ticipating physician as the authorization of
the primary care health care professional
with respect to such care under the plan.

‘‘(b) CONSTRUCTION.—Nothing in subsection
(a) shall be construed to—

‘‘(1) waive any exclusions of coverage
under the terms of the plan with respect to
coverage of gynecological or obstetrical
care;

‘‘(2) preclude the group health plan in-
volved from requiring that the gynecologist
or obstetrician notify the primary care
health care professional or the plan of treat-
ment decisions; or

‘‘(3) prevent a plan from offering, in addi-
tion to physicians described in subsection
(a)(1), non-physician health care profes-
sionals who are trained and experienced in
gynecology or obstetrics.
‘‘SEC. 9905. ACCESS TO PEDIATRIC CARE.

‘‘(a) PEDIATRIC CARE.—If a group health
plan requires or provides for a participant or
beneficiary to designate a participating pri-
mary care provider for a child of such indi-
vidual, the plan shall permit the individual
to designate a physician (including a family
practice physician) who specializes or is
trained and experienced in pediatrics as the
child’s primary care provider.

‘‘(b) CONSTRUCTION.—Nothing in subsection
(a) shall be construed to waive any exclu-
sions of coverage under the terms of the plan
with respect to coverage of pediatric care.
‘‘SEC. 9906. CONTINUITY OF CARE.

‘‘(a) IN GENERAL.—
‘‘(1) TERMINATION OF PROVIDER.—If a con-

tract between a group health plan and a
health care provider is terminated (as de-

fined in paragraph (3)(B)), or benefits or cov-
erage provided by a health care provider are
terminated because of a change in the terms
of provider participation in a group health
plan, and an individual who is a participant
or beneficiary in the plan is undergoing
treatment from the provider for an ongoing
special condition (as defined in paragraph
(3)(A)) at the time of such termination, the
plan shall—

‘‘(A) notify the individual on a timely basis
of such termination and of the right to elect
continuation of coverage of treatment by the
provider under this section; and

‘‘(B) subject to subsection (c), permit the
individual to elect to continue to be covered
with respect to treatment by the provider of
such condition during a transitional period
(provided under subsection (b)).

‘‘(2) TREATMENT OF TERMINATION OF CON-
TRACT WITH HEALTH INSURANCE ISSUER.—If a
contract for the provision of health insur-
ance coverage between a group health plan
and a health insurance issuer is terminated
and, as a result of such termination, cov-
erage of services of a health care provider is
terminated with respect to an individual, the
provisions of paragraph (1) (and the suc-
ceeding provisions of this section) shall
apply under the plan in the same manner as
if there had been a contract between the plan
and the provider that had been terminated,
but only with respect to benefits that are
covered under the plan after the contract
termination.

‘‘(3) DEFINITIONS.—For purposes of this sec-
tion:

‘‘(A) ONGOING SPECIAL CONDITION.—The
term ‘ongoing special condition’ has the
meaning given such term in section
9903(b)(3), and also includes pregnancy.

‘‘(B) TERMINATION.—The term ‘terminated’
includes, with respect to a contract, the ex-
piration or nonrenewal of the contract, but
does not include a termination of the con-
tract by the plan for failure to meet applica-
ble quality standards or for fraud.

‘‘(b) TRANSITIONAL PERIOD.—
‘‘(1) IN GENERAL.—Except as provided in

paragraphs (2) through (4), the transitional
period under this subsection shall extend up
to 90 days (as determined by the treating
health care professional) after the date of
the notice described in subsection (a)(1)(A) of
the provider’s termination.

‘‘(2) SCHEDULED SURGERY AND ORGAN TRANS-
PLANTATION.—If surgery or organ transplan-
tation was scheduled for an individual before
the date of the announcement of the termi-
nation of the provider status under sub-
section (a)(1)(A) or if the individual on such
date was on an established waiting list or
otherwise scheduled to have such surgery or
transplantation, the transitional period
under this subsection with respect to the
surgery or transplantation shall extend be-
yond the period under paragraph (1) and
until the date of discharge of the individual
after completion of the surgery or transplan-
tation.

‘‘(3) PREGNANCY.—If—
‘‘(A) a participant or beneficiary was deter-

mined to be pregnant at the time of a pro-
vider’s termination of participation, and

‘‘(B) the provider was treating the preg-
nancy before date of the termination,

the transitional period under this subsection
with respect to provider’s treatment of the
pregnancy shall extend through the provi-
sion of post-partum care directly related to
the delivery.

‘‘(4) TERMINAL ILLNESS.—If—
‘‘(A) a participant or beneficiary was deter-

mined to be terminally ill (as determined
under section 1861(dd)(3)(A) of the Social Se-
curity Act) at the time of a provider’s termi-
nation of participation, and
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‘‘(B) the provider was treating the ter-

minal illness before the date of termination,
the transitional period under this subsection
shall extend for the remainder of the individ-
ual’s life for care directly related to the
treatment of the terminal illness or its med-
ical manifestations.

‘‘(c) PERMISSIBLE TERMS AND CONDITIONS.—
A group health plan may condition coverage
of continued treatment by a provider under
subsection (a)(1)(B) upon the individual noti-
fying the plan of the election of continued
coverage and upon the provider agreeing to
the following terms and conditions:

‘‘(1) The provider agrees to accept reim-
bursement from the plan and individual in-
volved (with respect to cost-sharing) at the
rates applicable prior to the start of the
transitional period as payment in full (or, in
the case described in subsection (a)(2), at the
rates applicable under the replacement plan
after the date of the termination of the con-
tract with the health insurance issuer) and
not to impose cost-sharing with respect to
the individual in an amount that would ex-
ceed the cost-sharing that could have been
imposed if the contract referred to in sub-
section (a)(1) had not been terminated.

‘‘(2) The provider agrees to adhere to the
quality assurance standards of the plan re-
sponsible for payment under paragraph (1)
and to provide to such plan necessary med-
ical information related to the care pro-
vided.

‘‘(3) The provider agrees otherwise to ad-
here to such plan’s policies and procedures,
including procedures regarding referrals and
obtaining prior authorization and providing
services pursuant to a treatment plan (if
any) approved by the plan.

‘‘(d) CONSTRUCTION.—Nothing in this sec-
tion shall be construed to require the cov-
erage of benefits which would not have been
covered if the provider involved remained a
participating provider.
‘‘SEC. 9907. NETWORK ADEQUACY.

‘‘(a) REQUIREMENT.—A group health plan
shall meet such standards for network ade-
quacy as are established by law pursuant to
this section.

‘‘(b) DEVELOPMENT OF STANDARDS.—
‘‘(1) ESTABLISHMENT OF PANEL.—There is

established a panel to be known as the
Health Care Panel to Establish Network
Adequacy Standards (in this section referred
to as the ‘Panel’).

‘‘(2) DUTIES OF PANEL.—The Panel shall de-
vise standards for group health plans and to
ensure that—

‘‘(A) participants and beneficiaries have
access to a sufficient number, mix, and dis-
tribution of health care professionals and
providers; and

‘‘(B) covered items and services are avail-
able and accessible to each participant and
beneficiary—

‘‘(i) in the service area of the plan;
‘‘(ii) at a variety of sites of service;
‘‘(iii) with reasonable promptness (includ-

ing reasonable hours of operation and after
hours services);

‘‘(iv) with reasonable proximity to the resi-
dences or workplaces of participants and
beneficiaries; and

‘‘(v) in a manner that takes into account
the diverse needs of such individuals and rea-
sonably assures continuity of care.

‘‘(c) MEMBERSHIP.—
‘‘(1) SIZE AND COMPOSITION.—The Panel

shall be composed of 15 members. The Sec-
retary of Health and Human Services, the
Majority Leader of the Senate, and the
Speaker of House of Representatives shall
each appoint 1 member from representatives
of private insurance organizations, consumer
groups, State insurance commissioners,
State medical societies, and State medical
specialty societies.

‘‘(2) TERMS OF APPOINTMENT.—The members
of the Panel shall serve for the life of the
Panel.

‘‘(3) VACANCIES.—A vacancy in the Panel
shall not affect the power of the remaining
members to execute the duties of the Panel,
but any such vacancy shall be filled in the
same manner in which the original appoint-
ment was made.

‘‘(d) PROCEDURES.—
‘‘(1) MEETINGS.—The Panel shall meet at

the call of a majority of its members.
‘‘(2) FIRST MEETING.—The Panel shall con-

vene not later than 60 days after the date of
the enactment of the Health Care Quality
and Choice Act of 1999.

‘‘(3) QUORUM.—A quorum shall consist of a
majority of the members of the Panel.

‘‘(4) HEARINGS.—For the purpose of car-
rying out its duties, the Panel may hold such
hearings and undertake such other activities
as the Panel determines to be necessary to
carry out its duties.

‘‘(e) ADMINISTRATION.—
‘‘(1) COMPENSATION.—Except as provided in

paragraph (1), members of the Panel shall re-
ceive no additional pay, allowances, or bene-
fits by reason of their service on the Panel.

‘‘(2) TRAVEL EXPENSES AND PER DIEM.—Each
member of the Panel who is not an officer or
employee of the Federal Government shall
receive travel expenses and per diem in lieu
of subsistence in accordance with sections
5702 and 5703 of title 5, United States Code.

‘‘(3) CONTRACT AUTHORITY.—The Panel may
contract with and compensate government
and private agencies or persons for items and
services, without regard to section 3709 of
the Revised Statutes (41 U.S.C. 5).

‘‘(4) USE OF MAILS.—The Panel may use the
United States mails in the same manner and
under the same conditions as Federal agen-
cies and shall, for purposes of the frank, be
considered a commission of Congress as de-
scribed in section 3215 of title 39, United
States Code.

‘‘(5) ADMINISTRATIVE SUPPORT SERVICES.—
Upon the request of the Panel, the Secretary
of Health and Human Services shall provide
to the Panel on a reimbursable basis such ad-
ministrative support services as the Panel
may request.

‘‘(f) REPORT AND ESTABLISHMENT OF STAND-
ARDS.—Not later than 2 years after the first
meeting, the Panel shall submit a report to
Congress and the Secretary of Health and
Human Services detailing the standards de-
vised under subsection (b) and recommenda-
tions regarding the implementation of such
standards. Such standards shall take effect
to the extent provided by Federal law en-
acted after the date of the submission of
such report.

‘‘(g) TERMINATION.—The Panel shall termi-
nate on the day after submitting its report
to the Secretary of Health and Human Serv-
ices under subsection (f).
‘‘SEC. 9908. ACCESS TO EXPERIMENTAL OR INVES-

TIGATIONAL PRESCRIPTION DRUGS.
‘‘No use of a prescription drug or medical

device shall be considered experimental or
investigational under a group health plan if
such use is included in the labeling author-
ized by the U.S. Food and Drug Administra-
tion under section 505, 513 or 515 of the Fed-
eral Food, Drug, and Cosmetic Act (21 U.S.C.
355) or under section 351 of the Public Health
Service Act (42 U.S.C. 262), unless such use is
demonstrated to be unsafe or ineffective.
‘‘SEC. 9909. COVERAGE FOR INDIVIDUALS PAR-

TICIPATING IN APPROVED CANCER
CLINICAL TRIALS.

‘‘(a) COVERAGE.—
‘‘(1) IN GENERAL.—If a group health plan

provides coverage to a qualified individual
(as defined in subsection (b)), the plan—

‘‘(A) may not deny the individual partici-
pation in the clinical trial referred to in sub-
section (b)(2);

‘‘(B) subject to subsections (b), (c), and (d),
may not deny (or limit or impose additional
conditions on) the coverage of routine pa-
tient costs for items and services furnished
in connection with participation in the trial;
and

‘‘(C) may not discriminate against the in-
dividual on the basis of the individual’s par-
ticipation in such trial.

‘‘(2) EXCLUSION OF CERTAIN COSTS.—For pur-
poses of paragraph (1)(B), routine patient
costs do not include the cost of the tests or
measurements conducted primarily for the
purpose of the clinical trial involved.

‘‘(3) USE OF IN-NETWORK PROVIDERS.—If one
or more participating providers is partici-
pating in a clinical trial, nothing in para-
graph (1) shall be construed as preventing a
plan from requiring that a qualified indi-
vidual participate in the trial through such a
participating provider if the provider will ac-
cept the individual as a participant in the
trial.

‘‘(b) QUALIFIED INDIVIDUAL DEFINED.—For
purposes of subsection (a), the term ‘quali-
fied individual’ means an individual who is a
participant or beneficiary in a group health
plan and who meets the following conditions:

‘‘(1)(A) The individual has been diagnosed
with cancer.

‘‘(B) The individual is eligible to partici-
pate in an approved clinical trial according
to the trial protocol with respect to treat-
ment of such illness.

‘‘(C) The individual’s participation in the
trial offers meaningful potential for signifi-
cant clinical benefit for the individual.

‘‘(2) Either—
‘‘(A) the referring physician is a partici-

pating health care professional and has con-
cluded that the individual’s participation in
such trial would be appropriate based upon
the individual meeting the conditions de-
scribed in paragraph (1); or

‘‘(B) the individual provides medical and
scientific information establishing that the
individual’s participation in such trial would
be appropriate based upon the individual
meeting the conditions described in para-
graph (1).

‘‘(c) PAYMENT.—
‘‘(1) IN GENERAL.—Under this section a

group health plan shall provide for payment
for routine patient costs described in sub-
section (a)(2) but is not required to pay for
costs of items and services that are reason-
ably expected to be paid for by the sponsors
of an approved clinical trial.

‘‘(2) ROUTINE PATIENT CARE COSTS.—For
purposes of this section—

‘‘(A) IN GENERAL.—The term ‘routine pa-
tient care costs’ includes the costs associ-
ated with the provision of items and services
that—

‘‘(i) would otherwise be covered under the
group health plan if such items and services
were not provided in connection with an ap-
proved clinical trial program; and

‘‘(ii) are furnished according to the pro-
tocol of an approved clinical trial program.

‘‘(B) EXCLUSION.—Such term does include
the costs associated with the provision of—

‘‘(i) an investigational drug or device, un-
less the Secretary has authorized the manu-
facturer of such drug or device to charge for
such drug or device; or

‘‘(ii) any item or service supplied without
charge by the sponsor of the approved clin-
ical trial program.

‘‘(3) PAYMENT RATE.—In the case of covered
items and services provided by—

‘‘(A) a participating provider, the payment
rate shall be at the agreed upon rate, or

‘‘(B) a nonparticipating provider, the pay-
ment rate shall be at the rate the plan would
normally pay for comparable items or serv-
ices under subparagraph (A).
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‘‘(d) APPROVED CLINICAL TRIAL DEFINED.—

In this section, the term ‘approved clinical
trial’ means a cancer clinical research study
or cancer clinical investigation approved by
an Institutional Review Board.

‘‘(e) CONSTRUCTION.—Nothing in this sec-
tion shall be construed to limit a plan’s cov-
erage with respect to clinical trials.

‘‘(f) PLAN SATISFACTION OF CERTAIN RE-
QUIREMENTS; RESPONSIBILITIES OF FIDU-
CIARIES.—

‘‘(1) IN GENERAL.—For purposes of this sec-
tion, insofar as a group health plan provides
benefits in the form of health insurance cov-
erage through a health insurance issuer, the
plan shall be treated as meeting the require-
ments of this section with respect to such
benefits and not be considered as failing to
meet such requirements because of a failure
of the issuer to meet such requirements so
long as the plan sponsor or its representa-
tives did not cause such failure by the issuer.

‘‘(2) CONSTRUCTION.—Nothing in this sec-
tion shall be construed to affect or modify
the responsibilities of the fiduciaries of a
group health plan under part 4 of subtitle B
of the Employee Retirement Income Secu-
rity Act of 1974.

‘‘Subchapter B—Access to Information
‘‘Sec. 9911. Patient access to information.
‘‘SEC. 9911. PATIENT ACCESS TO INFORMATION.

‘‘(a) DISCLOSURE REQUIREMENT.—A group
health plan shall—

‘‘(1) provide to participants and bene-
ficiaries at the time of initial coverage under
the plan (or the effective date of this section,
in the case of individuals who are partici-
pants or beneficiaries as of such date), and at
least annually thereafter, the information
described in subsection (b);

‘‘(2) provide to participants and bene-
ficiaries, within a reasonable period (as spec-
ified by the Secretary) before or after the
date of significant changes in the informa-
tion described in subsection (b), information
on such significant changes; and

‘‘(3) upon request, make available to par-
ticipants and beneficiaries, the Secretary,
and prospective participants and bene-
ficiaries, the information described in sub-
section (b) or (c).
The plan may charge a reasonable fee for
provision in printed form of any of the infor-
mation described in subsection (b) or (c)
more than once during any plan year.

‘‘(b) INFORMATION PROVIDED.—The informa-
tion described in this subsection with respect
to a group health plan shall be provided to a
participant or beneficiary free of charge at
least once a year and includes the following:

‘‘(1) SERVICE AREA.—The service area of the
plan.

‘‘(2) BENEFITS.—Benefits offered under the
plan, including—

‘‘(A) those that are covered benefits ‘‘(all
of which shall be referred to by such relevant
CPT and DRG codes as are available), limits
and conditions on such benefits, and those
benefits that are explicitly excluded from
coverage (all of which shall be referred to by
such relevant CPT and DRG codes as are
available);

‘‘(B) cost sharing, such as deductibles, co-
insurance, and copayment amounts, includ-
ing any liability for balance billing, any
maximum limitations on out of pocket ex-
penses, and the maximum out of pocket
costs for services that are provided by non-
participating providers or that are furnished
without meeting the applicable utilization
review requirements;

‘‘(C) the extent to which benefits may be
obtained from nonparticipating providers;

‘‘(D) the extent to which a participant or
beneficiary may select from among partici-
pating providers and the types of providers
participating in the plan network;

‘‘(E) process for determining experimental
coverage; and

‘‘(F) use of a prescription drug formulary.
‘‘(3) ACCESS.—A description of the fol-

lowing:
‘‘(A) The number, mix, and distribution of

providers under the plan.
‘‘(B) Out-of-network coverage (if any) pro-

vided by the plan.
‘‘(C) Any point-of-service option (including

any supplemental premium or cost-sharing
for such option).

‘‘(D) The procedures for participants and
beneficiaries to select, access, and change
participating primary and specialty pro-
viders.

‘‘(E) The rights and procedures for obtain-
ing referrals (including standing referrals) to
participating and nonparticipating pro-
viders.

‘‘(F) The name, address, and telephone
number of participating health care pro-
viders and an indication of whether each
such provider is available to accept new pa-
tients.

‘‘(G) Any limitations imposed on the selec-
tion of qualifying participating health care
providers, including any limitations imposed
under section 9901(b)(2).

‘‘(4) OUT-OF-AREA COVERAGE.—Out-of-area
coverage provided by the plan.

‘‘(5) EMERGENCY COVERAGE.—Coverage of
emergency services, including—

‘‘(A) the appropriate use of emergency
services, including use of the 911 telephone
system or its local equivalent in emergency
situations and an explanation of what con-
stitutes an emergency situation;

‘‘(B) the process and procedures of the plan
for obtaining emergency services; and

‘‘(C) the locations of (i) emergency depart-
ments, and (ii) other settings, in which plan
physicians and hospitals provide emergency
services and post-stabilization care.

‘‘(6) PRIOR AUTHORIZATION RULES.—Rules
regarding prior authorization or other re-
view requirements that could result in non-
coverage or nonpayment.

‘‘(7) GRIEVANCE AND APPEALS PROCE-
DURES.—All appeal or grievance rights and
procedures under the plan, including the
method for filing grievances and the time
frames and circumstances for acting on
grievances and appeals.

‘‘(8) ACCOUNTABILITY.—A description of the
legal recourse options available for partici-
pants and beneficiaries under the plan
including—

‘‘(A) the preemption that applies under
section 514 of the Employee Retirement In-
come Security Act of 1974 (29 U.S.C. 1144) to
certain actions arising out of the provision
of health benefits; and

‘‘(B) the extent to which coverage deci-
sions made by the plan are subject to inter-
nal review or any external review and the
proper time frames under

‘‘(9) QUALITY ASSURANCE.—Any information
made public by an accrediting organization
in the process of accreditation of the plan or
any additional quality indicators the plan
makes available.

‘‘(10) INFORMATION ON TREATMENT AUTHOR-
IZATION.—Notice of appropriate mailing ad-
dresses and telephone numbers to be used by
participants and beneficiaries in seeking in-
formation or authorization for treatment.

‘‘(11) AVAILABILITY OF INFORMATION ON RE-
QUEST.—Notice that the information de-
scribed in subsection (c) is available upon re-
quest.

‘‘(c) INFORMATION MADE AVAILABLE UPON
REQUEST.—The information described in this
subsection is the following:

‘‘(1) UTILIZATION REVIEW ACTIVITIES.—A de-
scription of procedures used and require-
ments (including circumstances, time

frames, and appeal rights) under any utiliza-
tion review program maintained by the plan.

‘‘(2) GRIEVANCE AND APPEALS INFORMA-
TION.—Information on the number of griev-
ances and appeals and on the disposition in
the aggregate of such matters.

‘‘(3) FORMULARY RESTRICTIONS.—A descrip-
tion of the nature of any drug formula re-
strictions.

‘‘(4) PARTICIPATING PROVIDER LIST.—A list
of current participating health care pro-
viders.

‘‘(d) CONSTRUCTION.—Nothing in this sec-
tion shall be construed as requiring public
disclosure of individual contracts or finan-
cial arrangements between a group health
plan or health insurance issuer and any pro-
vider.

‘‘Subchapter C—Protecting the Doctor-
Patient Relationship

‘‘Sec. 9921. Prohibition of interference with
certain medical communica-
tions.

‘‘Sec. 9922. Prohibition of discrimination
against providers based on li-
censure.

‘‘Sec. 9923. Prohibition against improper in-
centive arrangements.

‘‘Sec. 9924. Payment of clean claims.
‘‘SEC. 9921. PROHIBITION OF INTERFERENCE

WITH CERTAIN MEDICAL COMMU-
NICATIONS.

‘‘(a) GENERAL RULE.—The provisions of any
contract or agreement, or the operation of
any contract or agreement, between a group
health plan (including any partnership, asso-
ciation, or other organization that enters
into or administers such a contract or agree-
ment) and a health care provider (or group of
health care providers) shall not prohibit or
otherwise restrict a health care professional
from advising such a participant or bene-
ficiary who is a patient of the professional
about the health status of the individual or
medical care or treatment for the individ-
ual’s condition or disease, regardless of
whether benefits for such care or treatment
are provided under the plan, if the profes-
sional is acting within the lawful scope of
practice.

‘‘(b) NULLIFICATION.—Any contract provi-
sion or agreement that restricts or prohibits
medical communications in violation of sub-
section (a) shall be null and void.
‘‘SEC. 9922. PROHIBITION OF DISCRIMINATION

AGAINST PROVIDERS BASED ON LI-
CENSURE.

‘‘(a) IN GENERAL.—A group health plan
shall not discriminate with respect to par-
ticipation or indemnification as to any pro-
vider who is acting within the scope of the
provider’s license or certification under ap-
plicable State law, solely on the basis of
such license or certification.

‘‘(b) CONSTRUCTION.—Subsection (a) shall
not be construed—

‘‘(1) as requiring the coverage under a
group health plan of particular benefits or
services or to prohibit a plan from including
providers only to the extent necessary to
meet the needs of the plan’s participants or
beneficiaries or from establishing any meas-
ure designed to maintain quality and control
costs consistent with the responsibilities of
the plan;

‘‘(2) to override any State licensure or
scope-of-practice law;

‘‘(3) as requiring a plan that offers network
coverage to include for participation every
willing provider who meets the terms and
conditions of the plan; or

‘‘(4) as prohibiting a family practice physi-
cian with appropriate expertise from pro-
viding pediatric or obstetrical or gyneco-
logical care.
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‘‘SEC. 9923. PROHIBITION AGAINST IMPROPER IN-

CENTIVE ARRANGEMENTS.
‘‘(a) IN GENERAL.—A group health plan

may not operate any physician incentive
plan (as defined in subparagraph (B) of sec-
tion 1876(i)(8) of the Social Security Act) un-
less the requirements described in clauses
(i), (ii)(I), and (iii) of subparagraph (A) of
such section are met with respect to such a
plan.

‘‘(b) APPLICATION.—For purposes of car-
rying out paragraph (1), any reference in sec-
tion 1876(i)(8) of the Social Security Act to
the Secretary, an eligible organization, or an
individual enrolled with the organization
shall be treated as a reference to the Sec-
retary of the Treasury, a group health plan,
and a participant or beneficiary with the
plan, respectively.

‘‘(c) CONSTRUCTION.—Nothing in this sec-
tion shall be construed as prohibiting all
capitation and similar arrangements or all
provider discount arrangements.
‘‘SEC. 9924. PAYMENT OF CLEAN CLAIMS.

‘‘A group health plan shall provide for
prompt payment of claims submitted for
health care services or supplies furnished to
a participant or beneficiary with respect to
benefits covered by the plan, in a manner
consistent with the provisions of sections
1816(c)(2) and 1842(c)(2) of the Social Security
Act (42 U.S.C. 1395h(c)(2) and 42 U.S.C.
1395u(c)(2)), except that for purposes of this
section, subparagraph (C) of section 1816(c)(2)
of the Social Security Act shall be treated as
applying to claims received from a partici-
pant or beneficiary as well as claims referred
to in such subparagraph.

‘‘Subchapter D—Definitions
‘‘Sec. 9931. Definitions.
‘‘Sec. 9933. Exclusions.
‘‘Sec. 9933. Coverage of limited scope plans.
‘‘Sec. 9934. Regulations; coordination; appli-

cation under different laws.
‘‘SEC. 9931. DEFINITIONS.

For purposes of this chapter—
‘‘(a) INCORPORATION OF GENERAL DEFINI-

TIONS.—Except as otherwise provided, the
provisions of section 9831 shall apply for pur-
poses of this chapter in the same manner as
they apply for purposes of chapter 100.

‘‘(b) ADDITIONAL DEFINITIONS.—For pur-
poses of this chapter:

‘‘(1) CLINICAL PEER.—The term ‘clinical
peer’ means, with respect to a review or ap-
peal, a practicing physician or other health
care professional who holds a nonrestricted
license and who is—

‘‘(A) appropriately certified by a nation-
ally recognized, peer reviewed accrediting
body in the same or similar specialty as
typically manages the medical condition,
procedure, or treatment under review or ap-
peal, or

‘‘(B) is trained and experienced in man-
aging such condition, procedure, or treat-
ment,
and includes a pediatric specialist where ap-
propriate; except that only a physician may
be a clinical peer with respect to the review
or appeal of treatment recommended or ren-
dered by a physician.

‘‘(2) HEALTH CARE PROFESSIONAL.—The
term ‘health care professional’ means an in-
dividual who is licensed, accredited, or cer-
tified under State law to provide specified
health care services and who is operating
within the scope of such licensure, accredita-
tion, or certification.

‘‘(3) HEALTH CARE PROVIDER.—The term
‘health care provider’ includes a physician or
other health care professional, as well as an
institutional or other facility or agency that
provides health care services and that is li-
censed, accredited, or certified to provide
health care items and services under applica-
ble State law.

‘‘(4) NETWORK.—The term ‘network’ means,
with respect to a group health plan, the par-
ticipating health care professionals and pro-
viders through whom the plan provides
health care items and services to partici-
pants or beneficiaries.

‘‘(5) NONPARTICIPATING.—The term ‘non-
participating’ means, with respect to a
health care provider that provides health
care items and services to a participant or
beneficiary under group health plan, a health
care provider that is not a participating
health care provider with respect to such
items and services.

‘‘(6) PARTICIPATING.—The term ‘partici-
pating’ means, with respect to a health care
provider that provides health care items and
services to a participant or beneficiary under
group health plan, a health care provider
that furnishes such items and services under
a contract or other arrangement with the
plan.

‘‘(7) PHYSICIAN.—The term ‘physician’
means an allopathic or osteopathic physi-
cian.

‘‘(8) PRACTICING PHYSICIAN.—The term
‘practicing physician’ means a physician who
is licensed in the State in which the physi-
cian furnishes professional services and who
provides professional services to individual
patients on average at least two full days per
week.

‘‘(9) PRIOR AUTHORIZATION.—The term
‘prior authorization’ means the process of
obtaining prior approval from a group health
plan for the provision or coverage of medical
services.
‘‘SEC. 9932. EXCLUSIONS.

‘‘(a) NO BENEFIT REQUIREMENTS.—Nothing
in this chapter shall be construed to require
a group health plan to provide specific bene-
fits under the terms of such plan, other than
those provided under the terms of such plan.

‘‘(b) EXCLUSION FOR FEE-FOR-SERVICE COV-
ERAGE.—

‘‘(1) GROUP HEALTH PLANS.—The provisions
of sections 9901 through 9911 shall not apply
to a group health plan if the only coverage
offered under the plan is fee-for-service cov-
erage (as defined in paragraph (2)).

‘‘(2) FEE-FOR-SERVICE COVERAGE DEFINED.—
For purposes of this subsection, the term
‘fee-for-service coverage’ means coverage
under a group health plan that—

‘‘(A) reimburses hospitals, health profes-
sionals, and other providers on a fee-for-serv-
ice basis without placing the provider at fi-
nancial risk;

‘‘(B) does not vary reimbursement for such
a provider based on an agreement to con-
tract terms and conditions or the utilization
of health care items or services relating to
such provider;

‘‘(C) allows access to any provider that is
lawfully authorized to provide the covered
services and agree to accept the terms and
conditions of payment established under the
plan; and

‘‘(D) for which the plan does not require
prior authorization before providing for any
health care services.
‘‘SEC. 9933. COVERAGE OF LIMITED SCOPE

PLANS.
‘‘Only for purposes of applying the require-

ments of this chapter under section 9813, sec-
tion 9832(c)(2)(A) shall be deemed not to
apply.
‘‘SEC. 9934. REGULATIONS.

‘‘The Secretary of the Treasury shall issue
such regulations as may be necessary or ap-
propriate to carry out this chapter under
section 9813. The Secretary may promulgate
such regulations in the form of interim final
rules as may be necessary to carry out this
chapter in a timely manner.’’.

(b) CLERICAL AMENDMENT.—The table of
chapters for subtitle K of the Internal Rev-

enue Code of 1986 is amended by adding at
the end the following new item:

‘‘CHAPTER 101. Improving managed care.’’

TITLE IV—EFFECTIVE DATES;
COORDINATION IN IMPLEMENTATION

SEC. 401. EFFECTIVE DATES.

(a) GROUP HEALTH COVERAGE.—
(1) IN GENERAL.—Subject to paragraph (2),

the amendments made by title I (other than
section 102), sections 201 and 202, and title III
shall apply with respect to group health
plans, and health insurance coverage offered
in connection with group health plans, for
plan years beginning on or after January 1,
2000 (in this section referred to as the ‘‘gen-
eral effective date’’) and also shall apply to
portions of plan years occurring on and after
such date.

(2) TREATMENT OF COLLECTIVE BARGAINING
AGREEMENTS.—In the case of a group health
plan maintained pursuant to 1 or more col-
lective bargaining agreements between em-
ployee representatives and 1 or more em-
ployers ratified before the date of enactment
of this Act, the amendments made by title I
(other than section 102), sections 201 and 202,
and title III shall not apply to plan years be-
ginning before the later of—

(A) the date on which the last collective
bargaining agreements relating to the plan
terminates (determined without regard to
any extension thereof agreed to after the
date of enactment of this Act), or

(B) the general effective date.
For purposes of subparagraph (A), any plan
amendment made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this Act shall not
be treated as a termination of such collec-
tive bargaining agreement.

(b) INDIVIDUAL HEALTH INSURANCE COV-
ERAGE.—The amendments made by section
102 shall apply with respect to individual
health insurance coverage offered, sold,
issued, renewed, in effect, or operated in the
individual market on or after the general ef-
fective date.

(c) TREATMENT OF RELIGIOUS NONMEDICAL
PROVIDERS.—

(1) IN GENERAL.—Nothing in this Act (or
the amendments made thereby) shall be con-
strued to—

(A) restrict or limit the right of group
health plans, and of health insurance issuers
offering health insurance coverage, to in-
clude as providers religious nonmedical pro-
viders;

(B) require such plans or issuers to—
(i) utilize medically based eligibility stand-

ards or criteria in deciding provider status of
religious nonmedical providers;

(ii) use medical professionals or criteria to
decide patient access to religious nonmedical
providers;

(iii) utilize medical professionals or cri-
teria in making decisions in internal or ex-
ternal appeals regarding coverage for care by
religious nonmedical providers; or

(iv) compel a participant or beneficiary to
undergo a medical examination or test as a
condition of receiving health insurance cov-
erage for treatment by a religious nonmed-
ical provider; or

(C) require such plans or issuers to exclude
religious nonmedical providers because they
do not provide medical or other required
data, if such data is inconsistent with the re-
ligious nonmedical treatment or nursing
care provided by the provider.

(2) RELIGIOUS NONMEDICAL PROVIDER.—For
purposes of this subsection, the term ‘‘reli-
gious nonmedical provider’’ means a pro-
vider who provides no medical care but who
provides only religious nonmedical treat-
ment or religious nonmedical nursing care.
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SEC. 402. COORDINATION IN IMPLEMENTATION.

The Secretary of Labor, the Secretary of
Health and Human Services, and the Sec-
retary of the Treasury shall ensure, through
the execution of an interagency memo-
randum of understanding among such Secre-
taries, that—

(1) regulations, rulings, and interpreta-
tions issued by such Secretaries relating to
the same matter over which both Secretaries
have responsibility under the provisions of
this Act (and the amendments made thereby)
are administered so as to have the same ef-
fect at all times; and

(2) coordination of policies relating to en-
forcing the same requirements through such
Secretaries in order to have a coordinated
enforcement strategy that avoids duplica-
tion of enforcement efforts and assigns prior-
ities in enforcement.

TITLE V—OTHER PROVISIONS
Subtitle A—Protection of Information

SEC. 501. PROTECTION FOR CERTAIN INFORMA-
TION.

(a) PROTECTION OF CERTAIN INFORMATION.—
Notwithstanding any other provision of Fed-
eral or State law, health care response infor-
mation shall be exempt from any disclosure
requirement (regardless of whether the re-
quirement relates to subpoenas, discover, in-
troduction of evidence, testimony, or any
other form of disclosure), in connection with
a civil or administrative proceeding under
Federal or State law, to the same extent as
information developed by a health care pro-
vider with respect to any of the following:

(1) Peer review.
(2) Utilization review.
(3) Quality management or improvement.
(4) Quality control.
(5) Risk management.
(6) Internal review for purposes of reducing

mortality, morbidity, or for improving pa-
tient care or safety.

(b) NO WAIVER OF PROTECTION THROUGH
INTERACTION WITH ACCREDITING BODY.—Not-
withstanding any other provision of Federal
or State law, the protection of health care
response information from disclosure pro-
vided under subsection (a) shall not be
deemed to be modified or in any way waived
by—

(1) the development of such information in
connection with a request or requirement of
an accrediting body; or

(2) the transfer of such information to an
accrediting body.

(c) DEFINITIONS.—For purposes of this sec-
tion:

(1) ACCREDITING BODY.—The term ‘‘accred-
iting body’’ means a national, not-for-profit
organization that—

(A) accredits health care providers; and
(B) is recognized as an accrediting body by

statute or by a Federal or State agency that
regulates health care providers.

(2) HEALTH CARE RESPONSE INFORMATION.—
The term ‘‘health care response informa-
tion’’ means information (including any
data, report, record, memorandum, analysis,
statement, or other communication) devel-
oped by, or on behalf of, a health care pro-
vider in response to a serious, adverse, pa-
tient related event—

(A) during the course of analyzing or
studying the event and its causes; and

(B) for the purposes of—
(i) reducing mortality or morbidity; or
(ii) improving patient care or safety (in-

cluding the provider’s notification to an ac-
crediting body and the provider’s plans of ac-
tion in response to such event).

(3) HEALTH CARE PROVIDER.—The term
‘‘health care provider’’ means a person, who
with respect to a specific item of protected
health information, receives, creates, uses,
maintains, or discloses the information

while acting in whole or in part in the capac-
ity of—

(A) a person who is licensed, certified, reg-
istered, or otherwise authorized by Federal
or State law to provide an item or service
that constitutes health care in the ordinary
course of business, or practice of a profes-
sion;

(B) a Federal, State, or employer-spon-
sored or any other privately-sponsored pro-
gram that directly provides items or services
that constitute health care to beneficiaries;
or

(C) an officer or employee of a person de-
scribed in subparagraph (A) or (B).

(4) STATE.—The term ‘‘State’’ includes a
State, the District of Columbia, the North-
ern Mariana Islands, any political subdivi-
sions of a State or such Islands, or any agen-
cy or instrumentality of either.

(d) EFFECTIVE DATE.—The provisions of
this section are effective on the date of the
enactment of this Act.

Subtitle B—Other Matters
SEC. 511. HEALTH CARE PAPERWORK SIM-

PLIFICATION.
(a) ESTABLISHMENT OF PANEL.—
(1) ESTABLISHMENT.—There is established a

panel to be known as the Health Care Panel
to Devise a Uniform Explanation of Benefits
(in this section referred to as the ‘‘Panel’’).

(2) DUTIES OF PANEL.—
(A) IN GENERAL.—The Panel shall devise a

single form for use by third-party health
care payers for the remittance of claims to
providers.

(B) DEFINITION.—For purposes of this sec-
tion, the term ‘‘third-party health care
payer’’ means any entity that contractually
pays health care bills for an individual.

(3) MEMBERSHIP.—
(A) SIZE AND COMPOSITION.—The Secretary

of Health and Human Services, in consulta-
tion with the Majority Leader of the Senate
and the Speaker of the House of Representa-
tives, shall determine the number of mem-
bers and the composition of the Panel. Such
Panel shall include equal numbers of rep-
resentatives of private insurance organiza-
tions, consumer groups, State insurance
commissioners, State medical societies,
State hospital associations, and State med-
ical specialty societies.

(B) TERMS OF APPOINTMENT.—The members
of the Panel shall serve for the life of the
Panel.

(C) VACANCIES.—A vacancy in the Panel
shall not affect the power of the remaining
members to execute the duties of the Panel,
but any such vacancy shall be filled in the
same manner in which the original appoint-
ment was made.

(4) PROCEDURES.—
(A) MEETINGS.—The Panel shall meet at

the call of a majority of its members.
(B) FIRST MEETING.—The Panel shall con-

vene not later than 60 days after the date of
the enactment of the Health Care Quality
and Choice Act of 1999.

(C) QUORUM.—A quorum shall consist of a
majority of the members of the Panel.

(D) HEARINGS.—For the purpose of carrying
out its duties, the Panel may hold such hear-
ings and undertake such other activities as
the Panel determines to be necessary to
carry out its duties.

(5) ADMINISTRATION.—
(A) COMPENSATION.—Except as provided in

subparagraph (B), members of the Panel
shall receive no additional pay, allowances,
or benefits by reason of their service on the
Panel.

(B) TRAVEL EXPENSES AND PER DIEM.—Each
member of the Panel who is not an officer or
employee of the Federal Government shall
receive travel expenses and per diem in lieu
of subsistence in accordance with sections
5702 and 5703 of title 5, United States Code.

(C) CONTRACT AUTHORITY.—The Panel may
contract with and compensate government
and private agencies or persons for items and
services, without regard to section 3709 of
the Revised Statutes (41 U.S.C. 5).

(D) USE OF MAILS.—The Panel may use the
United States mails in the same manner and
under the same conditions as Federal agen-
cies and shall, for purposes of the frank, be
considered a commission of Congress as de-
scribed in section 3215 of title 39, United
States Code.

(E) ADMINISTRATIVE SUPPORT SERVICES.—
Upon the request of the Panel, the Secretary
of Health and Human Services shall provide
to the Panel on a reimbursable basis such ad-
ministrative support services as the Panel
may request.

(6) SUBMISSION OF FORM.—Not later than 2
years after the first meeting, the Panel shall
submit a form to the Secretary of Health and
Human Services for use by third-party
health care payers.

(7) TERMINATION.—The Panel shall termi-
nate on the day after submitting its the form
under paragraph (6).

(b) REQUIREMENT FOR USE OF FORM BY
THIRD-PARTY CARE PAYERS.—A third-party
health care payer shall be required to use the
form devised under subsection (a) for plan
years beginning on or after 5 years following
the date of the enactment of this Act.

The CHAIRMAN. Pursuant to House
Resolution 323, the gentleman from
Florida (Mr. GOSS) and the gentleman
from Michigan (Mr. DINGELL) will each
control 30 minutes.

The Chair recognizes the gentleman
from Florida (Mr. GOSS).

Mr. GOSS. Mr. Chairman, I yield my-
self 11⁄2 minutes.

Mr. Chairman, I am honored to offer
this substitute along with the gen-
tleman from Arizona (Mr. SHADEGG),
the gentleman from Oklahoma (Mr.
COBURN), the gentleman from Cali-
fornia (Mr. THOMAS), the gentleman
from Pennsylvania (Mr. GREENWOOD),
the gentlewoman from Connecticut
(Mrs. JOHNSON), the gentleman from
Kentucky (Mr. FLETCHER), and a host
of other Members.

A few months ago the Speaker asked
me to bring all of the voices and view-
points on this issue together and craft
a consensus bill that was sound public
policy and not just another sound bite.
It is clear that the Norwood-Dingell ap-
proach, while crafted with good inten-
tion, falls far short of sound public pol-
icy because it invites an avalanche of
lawsuits and unlimited, uncontrollable
damages. This is unacceptably costly,
disruptive, and hardly good medicine
for anyone, except maybe the trial bar.

Where Norwood is excessive, our sub-
stitute firmly stands on responsible
middle ground. We hold all health
plans accountable. I repeat, we hold all
health plans accountable. Patients who
have been harmed can sue and recover
damages. Instead of guaranteeing law-
suits at the front end, we encourage pa-
tients to get the health care they need
first.

Some have commented about special
interest endorsements in this process,
about the various proposals before us
today. I am told that over 100 patient
and provider groups have endorsed our
substitute amendment, but no, repeat,
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no trial lawyer groups or insurance as-
sociations have. I therefore suggest we
have struck the right balance, and urge
Members’ support accordingly.

Mr. DINGELL. Mr. Chairman, I yield
myself 11⁄2 minutes.

(Mr. DINGELL asked and was given
permission to revise and extend his re-
marks.)

Mr. DINGELL. Mr. Chairman, the ad-
vocates of the substitute here, for
whom I have enormous respect and af-
fection, are going to talk about only
one thing this morning, trial lawyers.
Let us talk about the other things that
are important, because other issues are
being ignored by them.

Our bill, the Norwood-Dingell-Ganske
bill, guarantees that your health plan
will give you the prescription medi-
cines you need. Theirs does not.

Our bill guarantees that you will be
able to get into an approved clinical
trial if you are threatened with serious
diseases such as multiple sclerosis, Alz-
heimer’s or Parkinson’s. Theirs does
not.

Our bill guarantees that the doctor
can be an advocate for a patient,
through internal and external appeal of
a plan’s decision, without any fear of
being terminated by the HMO. Their
doctor has no such assurance.

Their bill allows the HMO to punish
your doctor. Our bill guarantees that
you will be told when your insurance
company offers rewards to health care
providers for not providing you with a
specialist or giving you cheaper but
less effective treatment.

Their bill allows HMOs to keep you
in the dark. Our bill allows none of
these things.

These are not the only real dif-
ferences between the substitutes. Oth-
ers will be addressed in further detail
by different participants in the debate.

In the end, the bill offered by my
good friends, the gentleman from Okla-
homa (Mr. COBURN) and the gentleman
from Arizona (Mr. SHADEGG), for whom
again I repeat I have great respect and
affection, is no substitute whatsoever
for real managed care reform.

Give managed care reform that pro-
tects the patient, that protects the
doctor, that sees to it that medical ne-
cessity is dealt with by the doctor, and
that the rights of the patient are as-
sured.

Mr. GOSS. Mr. Chairman, I am
pleased to yield 5 minutes to the dis-
tinguished gentleman from Arizona
(Mr. SHADEGG), a principal author of
this substitute.

(Mr. SHADEGG asked and was given
permission to revise and extend his re-
marks.)

Mr. SHADEGG. Mr. Chairman, I am
passionate about this issue. For the
last 2 years, I have done almost noth-
ing else. I believe this is a momentous
debate. But I am greatly offended by
what is going on on the floor. The
truth is that there are two extreme po-
sitions here, and there is a lot of mis-
representation going on.

Some of the most serious misrepre-
sentation that is going on is the allega-

tion that Republicans do not care
about patients and that the Coburn-
Shadegg bill will not protect them. I
am enraged by that comment.

There is not a Member of this House,
not one, Republican or Democrat, man
or woman, not the gentleman from
Georgia (Mr. NORWOOD), not the gen-
tleman from Iowa (Mr. GANSKE), not
the gentleman from Michigan (Mr. DIN-
GELL), who is more passionate that
HMOs must be held liable when they
kill or maim someone. No one. No one
beats me on that issue.

I have written a series of ‘‘dear col-
leagues,’’ which you all should have
read, and given them to the press, and
it says, point blank, ERISA abuses peo-
ple. Courts cry out for reform. It is
quote after quote after quote from Fed-
eral judges describing that absolute
immunity is wrong. And from my con-
servative friends I have been beaten up
because I am not sufficiently pro-busi-
ness.

But let me say that the gentleman
from Georgia (Mr. NORWOOD), whom I
love and respect, is wrong, because the
gentleman from Georgia (Mr. NOR-
WOOD) said the only bill that can be-
come law is a bipartisan bill, and he
would be right if yours were a bipar-
tisan bill. But it is not a bipartisan
bill, because just as immunity is ex-
treme and wrong and bad public policy,
so is outright, absolute, total liability.

The sad truth is that in the gentle-
man’s to change the law, and in his de-
cision to throw in with the other side,
including the President, this issue be-
came political, and not about patients.
It needs to be about patients.

The reality is no bill we pass here on
the floor can, in fact, become law if it
is so extreme that it results in employ-
ers being sued; and the gentleman’s
provision to protect employers fails.

Now, I know that the gentleman
from Georgia intended to write it to
protect employers, but it does not do
that. If they use simple discretionary
authority, they can be sued.

I also know that the gentleman did
not want and may not have intended to
throw the door open to wide open li-
ability so that one can sue anyone,
anywhere, any time, for everything.
But that is the way the bill is written.
The gentleman’s bill will result in
handing the entire process over to the
trial lawyers. That will never become
law.

What we need is a middle ground
which holds plans accountable, says
you can no longer kill and maim people
the way United Health Care did in
United Health Care versus Corcoran,
killing Mrs. Corcoran’s baby. But we
also need a law that says we are not
going to turn the entire system over to
the tort lawyers and let the tort law-
yers get rich and buy Cadillacs and
Lexuses and other cars out of the
winnings of this system, driving people
away from health care.

If American businesses walk away
from insuring America’s workers, we
have not helped the system. We need a

reasonable middle ground. We do not
need one extreme immunity or another
extreme turning the system over to the
trial lawyers.

Now, I know you are well intended,
but the sad truth, contrary to the de-
scription of the gentleman from Michi-
gan (Mr. DINGELL), is that your bill
goes too far. It can never be law.

I want a law that protects American
people, that gives them health care.
Employees working for American busi-
nesses need health care, and giving the
system to the trial lawyers will not do
that, any more than giving the system
to the greed of the trial lawyers. Greed
by insurance company fails. Greed by
trial lawyers fails.

We need a middle ground system. We
need desperately to pass a bill that
strikes a fair balance, that says no,
you do not get immunity, you cannot
injure and kill people and, no, we are
not going to give the whole system
over to the trial lawyers. We are going
to require people to take reasonable
steps, and we are not going to let the
trial lawyers ring the bell and get mul-
timillion dollar judgments and have
that come out of all of our pockets and
have it drive Americans away from
health care. Tick through your liabil-
ity provision; tick through your em-
ployer protections. You may have in-
tended them to work, but they do not.

In this debate it has been said that
the truth has been lost. It is alleged
that we have preempted State law.
There is no one in this Congress that is
more States rights than JOHN SHAD-
EGG. We have not preempted State law.
We have specifically said that Texas,
Georgia, Louisiana, and any other
State which passes a law to protect its
patients may do so, and that law re-
mains in effect.

I implore you to pass the Coburn-
Shadegg substitute.

Mr. DINGELL. Mr. Chairman, I am
happy to yield 4 minutes to the gen-
tleman from Georgia (Mr. NORWOOD),
my friend that I have come to respect
and admire greatly.

Mr. NORWOOD. Mr. Chairman, I
thank the gentleman for yielding me
time.

Mr. Chairman, let me start by saying
I agree with the gentleman from Ari-
zona (Mr. SHADEGG), my good friend,
that he really does, I believe, sincerely
want to try to protect patients; and he
really does think that he is in the mid-
dle.

b 1300

We dealt earlier with one bill that
absolutely does not at all, and we are
dealing with their bill that does not, in
some respects either, and my view is
that we are in the middle.

I have listened to all of my col-
leagues make the argument that they
protect businesses and that we do not.
I have listened to my colleagues take
on the use of the term discretionary
authority and how by using direct par-
ticipation, my colleague’s bill protects
employers so much better. But when
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we look at the terms very closely, we
see, really, that there are not really
any differences.

We protect an employer from liabil-
ity for their choice of plan and any
benefits they put in their plan. They
protect an employer from liability for
their choice of plan and any benefits
they put in their plan. Notice, the
same thing. We protect an employer
who provides an extra contractual ben-
efit that is not in a plan. My colleagues
protect an employer who provides an
extra contractual benefit that is not in
the plan. Notice we are saying the
same things. We protect an employer
who does not intervene in a review. My
colleagues protect an employer who
does not intervene in a review. Notice,
I am repeating myself. But my col-
leagues want to go further. My col-
leagues want to protect an employer
who advocates for a patient.

Now, I would not disagree, and I
would argue that our bill does not
make an employer liable who advo-
cates for a patient, unless by advo-
cating my colleagues mean an em-
ployer can get in and settle a dispute
by making a medical decision about
what coverage is appropriate, what
coverage is medically needed. If that is
what my colleagues mean by advocate,
then I am not going to support that.
But the bottom line is our efforts to
protect employers really say the same
thing.

Our bill does not authorize any cause
of action against an employer, plan
sponsor, or employee. That will be the
new Federal law that goes into ERISA.
In our bill, there is no right of recovery
by a person against an employer, plan
sponsor, or employee for damages.

Now, we go on further to say, there is
one exception. In our bill we simply
say, one can be liable for a cause of ac-
tion against an employer, plan sponsor
or employee if, if, any of the above ex-
ercise their discretionary authority to
make a decision on a claim that is a
benefit in the plan covered by the plan,
and that decision results in personal
injury or wrongful death.

I do not know how to say that any
clearer. Discretionary authority sim-
ply means that the employer has the
power to make a decision. One can
make a decision in our bill to give an
employee a benefit that maybe is not
in the plan. The new Federal law will
say, one is not liable if one wishes to
do that. It is clear as a bell. Look on
page 99.

We further protect employers by al-
lowing the employer to put in what
they want in the plan and what they do
not want in the plan. If they want to
exclude hospitalization, that is not my
business. They can exclude hospitaliza-
tion in the plan that they buy. The new
Federal law will make certain that
they are not liable because they did
that.

One is not liable in our bill for not
being involved in external review. My
word, it is so very narrow. It simply
says if the CEO, and it is much like the

Thomas bill in the protections that it
gives. We simply say, if the CEO really
wants to get in there and make a med-
ical necessity decision that takes away
a benefit that is a benefit in the claim
and the patient dies, one needs to be
liable.

Mr. GOSS. Mr. Chairman, I yield 2
minutes to the distinguished gen-
tleman from the Commonwealth of
Pennsylvania (Mr. GREENWOOD), a prin-
cipal author also.

Mr. GREENWOOD. Mr. Chairman, I
thank the gentleman for yielding me
this time.

Last weekend I went to the
Doylestown Township Octoberfest, and
I was talking to some of my constitu-
ents, and a gentleman came up to me
and he said, tell me that it is not true
that you guys in Washington are get-
ting ready to pass a bill that would
allow me to get sued because I provide
insurance coverage to my employees;
and I said well, we are going to have
that debate, and I am going to go down
there and try to protect you from that
consequence.

I am not a lawyer, and I have lis-
tened to the debate go back and forth
between the lawyers and nonlawyers
and doctors and so forth. But here is
what common sense tells me. Common
sense tells me that under the Norwood-
Dingell bill, employers will get dragged
into court. Now, not in all cases will
they be found liable, but they will get
dragged into court, because someone
will make an allegation that they were
harmed; someone will make an allega-
tion that the employer exercised dis-
cretionary authority, and there is the
employer, the small employer, sitting
in a courtroom. And the first time we
drag an employer into a courtroom is
the last time that employer is going to
provide health care coverage for his
employees, because it is not worth it.
He does not want to get dragged into a
courtroom for trying to provide a ben-
efit for his employees.

This is obviously a balancing act. It
has been said over and over again, but
this is a balancing act between too lit-
tle liability and too much liability.
The Goss-Coburn-Shadegg-Greenwood-
Thomas, et cetera, coalition product is
the middle ground. It is the exact
right, in my opinion, balance between
these two extremes.

I bet my colleagues, if the gentleman
from Georgia (Mr. NORWOOD) and the
gentleman from Iowa (Mr. GANSKE)
were sitting here at the dawn of the
creation of malpractice liability, they
would be about where we are, at best.
They would be in the middle. They
would be trying to design a system
that leaves doctors accountable for
this negligence, but not exposed to the
maelstrom of liability cases that they
are exposed to today.

Mr. DINGELL. Mr. Chairman, I yield
2 minutes to the distinguished gen-
tleman from Texas (Mr. GREEN).

(Mr. GREEN of Texas asked and was
given permission to revise and extend
his remarks.)

Mr. GREEN of Texas. Mr. Chairman,
I thank my colleague, the ranking
member of the Committee on Com-
merce, for yielding me this time.

I am glad to follow my colleague
from Pennsylvania, because I do not
know if I would call their amendment
anywhere near middle ground. It may
be middle ground from that side of the
aisle, but it is not middle ground be-
tween the two aisles, and that is what
the Norwood-Dingell-Ganske amend-
ment does. The middle ground is really
the amendment that is the base of this
bill.

The Coburn-Shadegg proposal falls
short of meeting the needs of the
American people in the most critical
issue: accountability. Unlike the Nor-
wood-Dingell-Ganske, the amendment
we are considering now will force pa-
tients harmed by their HMOs to seek
remedies in Federal court. The prac-
tical effect of the Federal court provi-
sion would be devastating for patients.

First, the Federal court system is
more difficult to access than our State
courts. People have to travel longer
distances, particularly in large States
or rural areas. Worse yet, in Federal
courts, Federal courts give priority to
criminal cases. I know in Texas we
have civil courts, we have State civil
courts, we have county civil courts;
but the Federal courts have to give
preference to criminal cases. So these
cases will sit behind them.

The Norwood-Dingell-Ganske builds
on the success of our State’s efforts,
the State of Texas, both rural, urban,
rich and poor and great diversity, and
we need to learn by example.

One of the concerns I have about the
amendment, Coburn-Shadegg-Green-
wood, et al., is that it would actually
overturn current laws that we have.
Not only in my home State of Texas,
but Missouri, Georgia, and California
already have laws in effect to protect
their citizens against negligent HMOs.
In plain English, no State law can pro-
tect its citizens when HMO’s medical
decisions causes harm or death, and
that is what Coburn-Shadegg says, and
it is the section of the bill. They are
preempting State law that our States
have used. The State of Texas has had
it for 2 years now, and it has stood the
test of time. We have only had three
court cases filed, but what we found
out because of the effectiveness of the
appeals process and, ultimately, judi-
cial accountability, that is why we
only have three cases filed, the appeals
panel is working. They are finding for
the patients over half the time, and
that is why we need to make sure that
we will not be faked out or pass a false
amendment. The Coburn-Shadegg
amendment is not a compromise; it
may be a compromise on one side of
the aisle.

Mr. GOSS. Mr. Chairman, I yield 1
minute to the distinguished gentleman
from Louisiana (Mr. COOKSEY) who has
assisted me mightily from his medical
professional point of view.
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Mr. COOKSEY. Mr. Chairman, I want

to address the American people and the
patients.

Since I have been in Washington, I
find that there are a lot of groups out
there that are looking out for them-
selves. There is big insurance, and they
have overstepped the bounds. HMOs
have ridden behind ERISA and over-
stepped their bounds, and they are
guilty as charged. The trial lawyers are
here and have been here at least for the
last 7 years getting their message out,
and they all spread a lot of money. And
yes, the physicians are represented
with their organizations, and I am a
member of that profession and a mem-
ber of those organizations.

But too often I get the feeling that
there is no one here really representing
the patients, the public; and that is
what we really need to do today. We
need to address the excesses of the
HMOs. But at the same time, we do not
need to open this up to unlimited liti-
gation, because litigation is not going
to improve the quality of health care,
and that is what the issue is about. It
is access to health care and quality of
health care. That is the reason I am
supporting this bill.

Mr. DINGELL. Mr. Chairman, I yield
1 minute to the gentleman from New
Jersey (Mr. ANDREWS).

(Mr. ANDREWS asked and was given
permission to revise and extend his re-
marks.)

Mr. ANDREWS. Mr. Chairman, I rise
in strong opposition to this amend-
ment. This amendment provides the il-
lusion of accountability, but there is a
serious flaw blocking the right of peo-
ple to get to the courts, and that flaw
has to do with apparently the unilat-
eral right of managed care industries
to refer findings of fact and conclusions
of law on whether there was substan-
tial harm and whether that substantial
harm was proximately caused by the
decisions of the managed care plans to
a private, corporate, nonjudicial body,
which can act in an ex parte way;
which can act in a way without regard
to the Rules of Procedure or evidence.

Mr. Chairman, I include a letter from
Dean Rand Rosenblatt of Rutgers Law
School and Professor Rosenbaum of
George Washington University which
outlines these concerns.

THE GEORGE WASHINGTON UNIVERSITY,
Washington, DC, October 6, 1999.

Re: Analysis of the amendment in the nature of
a substitute, to be offered by Mr. Coburn to
H.R. 2723, The Health Care Quality and
Choice Act of 1999.

Hon. JOHN DINGELL,
Ranking Member, Committee on Commerce, U.S.

House of Representatives, Washington, DC.
DEAR REPRESENTATIVE DINGELL: This let-

ter responds to your request for a legal anal-
ysis of the amendment that Mr. Coburn will
offer to H.R. 2723 (hereinafter referred to as
the Coburn amendment).

The Coburn amendment purports to add a
federal remedy to the current range of judi-
cial remedies under both ERISA and state
law in cases involving patient injury. In fact,
however, the amendment appears to be a leg-
islative attempt to preempt all available
medical malpractice remedies under state

law as applied to managed care companies.
In other words, the amendment appears to
give companies a complete shield against
any further medical malpractice cases under
state law in which they would be a named
defendant. As such, this amendment, which
to the best of my knowledge has received no
careful analysis and has not been subject to
any prior debate, appears to reverse the lead-
ing case in the field, Dukes versus U.S.
Healthcare Inc.

this federal legislative attempt to sweep
away two centuries of state malpractice law
in favor of a new and untested federal rem-
edy appears to fly directly in the face of re-
cent Supreme Court decisions regarding the
limitations of Congressional authority to
displace state law in areas historically com-
mitted to the powers of the states. The cre-
ation of remedies for personal injuries is the
epitome of historic state powers to protect
the health and welfare of their citizens.

Finally, close scrutiny of the ‘‘remedy’’
created in the Coburn amendment so tips the
scales in favor of managed care companies
that the amendment, even if not an uncon-
stitutional exercise of Congressional powers
in an area of law reserved to the states, may
violate basic principles of constitutional due
process.

Our analysis follows.
The amendment appears to preempt all

state law remedies for medical malpractice
cases involving managed care companies.

Section 502(n)(15) as added by the Coburn
amendment purports to ‘‘save’’ malpractice
remedies available under state law. However,
the amendment is very carefully worded to
limit the types of actions that would in fact
be ‘‘saved:’’

Protection of medical malpractice and
similar actions under state law—This sub-
section shall not be construed to preclude
any action under State law * * * not other-
wise preempted under this title with respect
to the duty (if any) under state law imposed
on any person to exercise a specified stand-
ard of care when making a health care treat-
ment decision in any case in which medical
services are provided by such person, or in
any case in which such decision affects the
quality of care or treatment provided or re-
ceived.

At first blush, the amendment appears to
save both actions aimed at persons who pro-
vide medical care as well as persons who
make decisions that affect the quality of the
care. But a closer look reveals that these ac-
tions are saved only to the extent that they
are ‘‘not otherwise preempted under this
title.’’ In fact, the new federal remedy is
squarely aimed at persons whose decisions
affect the quality of care. Specifically, the
remedy would allow a right of action against
substandard decision making by health ben-
efit plan fiduciaries. It is their failure to
‘‘exercise ordinary care in making an incor-
rect determination’’ regarding the medical
necessity or availability of a treatment that
would be the subject of the new federal rem-
edy. As a result, this new remedy would ap-
pear to preempt existing remedies grounded
in state malpractice theory, that are aimed
at the companies themselves.

This attempt to preempt the application of
medical malpractice principles to managed
care companies should come as no surprise.
This is a critical juncture in the develop-
ment of judicial theory regarding the con-
duct of managed care companies. In recent
years, a growing number of courts have spe-
cifically have held that under various theo-
ries of direct and vicarious liability, man-
aged care companies themselves—not just
the doctors who work for them—can be liable
for injuries caused by substandard decisions
that affect the quality of care. These courts
have distinguished for ERISA preemption

purposes between state law-governed actions
for damages as a result of injuries arising
out of negligent coverage decisions (which
are preempted) and state law actions alleg-
ing injuries as a result of the poor quality of
medical care (which are not).

By appearing to ‘‘save’’ malpractice ac-
tions while at the same time creating a new
federal right of action for injuries caused by
substandard treatment decisions made by fi-
duciaries, the amendment thus appears to re-
verse these recent decisions and shields com-
panies from the effects of state law.

The amendment appears to violate recent
Supreme Court decisions regarding the lim-
its of Congressional authority to legislate in
areas historically left to the powers of the
states.

The process envisioned in the new federal
remedy appears to run headlong into the
Constitution. There are so many deficiencies
in the procedures set forth in the amend-
ment that it is impossible to enumerate all
of them. Most fundamentally in our view,
the amendment appears to give defendants
(e.g., health plans and health insurance
issuers) the right to seek an ex parte deter-
mination from any qualified external appeal
entity regarding whether the plaintiff actu-
ally sustained a personal injury, and/or
whether the defendant’s conduct was the
proximate cause of the injury. Giving a pri-
vate corporation the power to halt a federal
judicial action through the use of non-judi-
cial procedures, and with no statutory re-
quirement of notice to the plaintiff or other
due process rights, is unprecedented in
American civil law.

The provisions of the amendment are sim-
ply extraordinary. The bill provides that
even after an individual has exhausted the
internal and external review process and
filed an action in federal court, a managed
care company is empowered to nullify the ju-
risdiction of that court by unilaterally de-
ciding that the action will be heard before a
private entity with no clearly relevant legal
expertise and with no provision for a right to
counsel, a jury trial or any other due process
protections for the plaintiff.

Private companies would have the power
to obtain a definitive ruling against patients
without patients ever having the oppor-
tunity to be heard before the entity making
the certification decision. And a federal
court with Constitutional authority to hear
a case would be stripped of its Constitutional
authority and directed to dismiss the case
with prejudice based on a ruling by a non-ju-
dicial entity.

Nothing in the bill would prohibit a de-
fendant from consulting entity after entity
until it finds one that will decide in its
favor. Fundamental questions of fact and law
would be definitively determined by employ-
ees of an external review entity who could
theoretically consist entirely of physicians
with no judicial training. The measure
grants neither discovery nor cross examina-
tion rights as part of the certification proce-
dure.

Moreover, unlike a jury, employees of the
external review entity would make critical
findings of fact, not pursuant to a set of in-
structions from a legally trained and con-
stitutionally impartial judge, but based on
their own legally unguided impressions.

Finally, these findings of fact would not be
subject to challenge or appeal by a judicial
body, but rather would become legally bind-
ing in all judicial venues. Under the amend-
ment, it appears that even the United States
Supreme Court could not overturn the cer-
tification of an external review entity that
the cause of the plaintiff’s injury was not the
negligence of the defendant.

Between the apparent ex parte nature of
the certification process and the granting of
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sweeping judicial powers to private medical
review bodies, the bill violates all notions of
Constitutional due process.

Apart from its basic Constitutional prob-
lems, the right of action created by the bill
contains additional serious shortcomings.
The measure permits actions only against
persons who have the authority to make the
final determination of coverage. Such a pro-
vision could shield from liability a utiliza-
tion review company under subcontract to
the managed care organization, thereby un-
dercutting any incentive to ensure better
utilization review procedures.

Furthermore, the bill would condition the
new right of action on exhaustion of the in-
ternal and external review process even when
the injury already has occurred and exhaus-
tion is futile. This rigid requirement is con-
trary to current law, which permits individ-
uals to proceed directly to court under
ERISA § 502 in situations in which exhaus-
tion would serve no purpose.

Furthermore, in cases in which a plaintiff
has commenced both an action for damages
under state law, as well as an action under
this new federal remedy, the commencement
of the federal action would immediately
supercede ‘‘any action authorized under
state law’’ against any person based on the
same substantial harm.’’ Section
502(n)(16)(B), as added. In other words, even if
the amendment does not completely preempt
actions against managed care companies
that are grounded in state malpractice the-
ory, it would effectively halt malpractice ac-
tions once an action under this new federal
remedy is filed.

Not only does the filing of a federal action
stop a state malpractice action, but the reso-
lution of the federal case would fundamen-
tally determine the course of the state case,
as well. Under normal principles of collateral
estoppel, when faced with a successful af-
firmative defense to the new federal right of
action, a court with a malpractice action be-
fore it that turns on the same facts would in-
evitably dismiss the malpractice action.

Rather than allowing state law regarding
malpractice liability in managed care to
evolve, the bill would impose a radical, un-
necessary, and untested remedy on state
governments in an area traditionally com-
mitted to state discretion.

The question of when and under what cir-
cumstances insurers’ liability for damages
arising from negligent coverage decisions
should be recognized under the law is a com-
plex matter.

State courts began to address this issue in
the early 1970s and the theory of insurer li-
ability has slowly evolved. The application
of ERIS to liability claims against insurers
that sold products to employee benefit plans
seriously affected the application of such
laws to injured employees. In recent years,
as ERISA preemption law has been refined
and narrowed by the courts, states once
again have begun to carefully approach this
issue in the context of employee benefits.

In our view, this is not the time to create
a new federal remedy, especially one as con-
troversial as this. In light of the evolution-
ary nature of American health law, and the
limits on Constitutional authority to dis-
place state law, we believe that it is far more
advisable to permit states to move the mat-
ter forward through legislation that best
meets the needs of the residents of their
states, particularly since the evidence to
date indicates that the growth of such state
laws has not resulted in either major cost in-

creases in health insurance or a withdrawal
of insurers from the market.

Sincerely,
SARA ROSENBAUM,

Harold and Jane Hirsh Professor of Health
Law and Policy, The George Washington

University Medical Center, School of Public
Health and Health Services.

RAND ROSENBLATT,
Associate Dean for Academic Affairs and

Professor of Law, Rutgers University Law
School—Camden.

Mr. ANDREWS. Mr. Chairman, I be-
lieve that these are more than tech-
nical flaws. I believe they are sub-
stantive blockages which preclude the
right of people to pursue remedies in
the Federal courts. For these reasons, I
strongly oppose the amendment.

Mr. GOSS. Mr. Chairman, I yield 1
minute to the distinguished gentleman
from Louisiana (Mr. VITTER), who I be-
lieve is not only one of the freshest
new Members, but is the freshest new
Member from Louisiana on the Repub-
lican side.

(Mr. VITTER asked and was given
permission to revise and extend his re-
marks.)

Mr. VITTER. Mr. Chairman, I rise
today as an original cosponsor of a
strong bill to provide patient protec-
tion, and I rise in support of this
version in particular, because many of
its provisions are the strongest avail-
able on the very patient protection
issues we care about.

This version goes further than any
other proposal in granting access to
hospital emergency rooms and ambu-
lance services, and in ensuring that
women have hassle-free access to OB/
GYNs. It goes further by providing a
quicker independent review process
and fully protecting employers from
lawsuits while allowing patients the
right to sue their HMO.

So this very version, in my opinion,
goes further on so many important
fronts on the patient protection issue,
even leaving the liability debate to the
side.

Mr. Chairman, many would rather
create partisan issues or enrich the cof-
fers of trial lawyers than provide
meaningful protections, the strongest
available, to patients. Let us stop the
political gamesmanship and pass
strong patient protection.

Mr. DINGELL. Mr. Chairman, I yield
1 minute to the distinguished gentle-
woman from Missouri (Ms. MCCARTHY).

(Ms. MCCARTHY of Missouri asked
and was given permission to revise and
extend her remarks.)

Ms. MCCARTHY of Missouri. Mr.
Chairman, I thank the gentleman from
Michigan and rise in opposition to the
amendment and in strong support of
the bipartisan Norwood-Dingell man-
aged care act.

We have all heard horror stories from
our constituents, family members and
friends. It is time for real reform. A
constituent of mine in a head-on car
wreck with massive trauma on his
head, a collapsed lung, three broken
ribs, and a shattered hip went through
numerous surgeries in a struggle to re-

gain the life he had before the acci-
dent. He contacted me because he had
been denied productive physical ther-
apy from his HMO despite his doctor
and orthopedic specialist prescribing
the physical therapy.

b 1315
Passing the Norwood-Dingell bill will

improve patient care at the most fun-
damental level, and return medical de-
cisions to patients and health care pro-
fessionals.

This approach is working well at the
State level. The current amendment we
are considering will wipe out these
State laws. I urge my colleagues to op-
pose the Coburn-Goss-Shadegg amend-
ment and support the Norwood-Dingell
bill.

Mr. DINGELL. Mr. Chairman, I yield
1 minute to my good friend, the gen-
tleman from Washington (Mr. BAIRD).

(Mr. BAIRD asked and was given per-
mission to revise and extend his re-
marks.)

Mr. BAIRD. Mr. Chairman, I would
like to just raise two simple points. We
have heard briefly a minute ago, who is
here to represent patients? Well, I am
here to represent patients. Prior to
coming to serve in the Congress, I
worked for 23 years in the mental
health field as a licensed clinical psy-
chologist.

Every major health care organization
supports the Dingell-Norwood bill,
every single one, bar none. If you are
going to see a health care provider, be
they a doctor, nurse, a clinical psychol-
ogist, a social worker, a physical thera-
pist, occupational therapist, you name
it, their professional occupation sup-
ports Dingell-Norwood. Those same
professionals to whom we trust our
health care would oppose this poison
pill amendment.

As a psychologist, I am particularly
concerned about one provision of this
bill, the exemption for liability claims
when mental health is damaged. I per-
sonally had the experience of working
with a patient who was suicidal. Twen-
ty-three years of clinical experience
said if this patient did not get addi-
tional care, they very likely might go
out and kill themselves. This bill
would exempt insurance companies
from liability for mental health dam-
age. That is wrong. We need to support
Norwood-Dingell.

Mr. GOSS. Mr. Chairman, I am happy
to yield 21⁄4 minutes to the gentleman
from Kentucky (Mr. FLETCHER), who
was instrumental in guiding us on
some of the provisions of this sub-
stitute amendment.

Mr. FLETCHER. Mr. Chairman, I
thank the gentleman for yielding time
to me. I appreciate the opportunity to
address this bill.

I want to give my thanks to the gen-
tleman from Oklahoma (Mr. COBURN)
and the gentleman from Arizona (Mr.
SHADEGG) for the extensive work they
have done on this, coming from a great
deal of concern about patients and a
great deal of clinical experience in pro-
viding care.
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Certainly I appreciate my colleagues,

the gentleman from Iowa (Mr. GANSKE)
and the gentleman from Georgia (Mr.
NORWOOD), for all the work they have
done to bring this debate here to the
floor this day.

I am here to support the coalition
bill, the Coburn-Shadegg bill, because
it is the best bill to provide the pa-
tients that I have taken care of real
protection. It is real patient protec-
tion. It is not real trial lawyer protec-
tion, I will grant that. No ambulance
chasers are going to be smiling today
when we pass this bill.

But patients will, because they will
be assured that, first, physicians are
making medical decisions, not insur-
ance bureaucrats. Secondly, they will
make sure that the cost does not go up
so much that they end up with no in-
surance. Causing patients to lose their
health insurance is not patient protec-
tion. If anyone has seen what the
plight of patients are when they do not
have health care, how they deliberate
at home as to whether they are going
to go to the physician, whether they
are going to go to the emergency room,
because they know it may result in
bankruptcy, you know what it means
to a family and patient not to have
health insurance.

Yet, I believe this bill, the Norwood-
Dingell bill, will drive up health care
costs and drive up the number of unin-
sured. It is very important that we pass
this coalition bill.

It is kind of interesting to me. As a
physician, my primary concern is pa-
tients. It is not the special interest
groups, whatever they are. I will say
that this bill probably does not please
a lot of the special interest groups. I
think when we reach a bill that prob-
ably is balanced and fair, it really pro-
tects patients, primarily.

It is interesting to me that, as a phy-
sician, we have cried out for help with
tort reform for years. We have said,
give us some relief and we can reduce
the cost. I talked to an OB–GYN physi-
cian just this last week who said, my
malpractice insurance has gone up to
$40,000 a year. This bill will increase
the cost of malpractice. It will increase
the cost of health care. That money
will go into the pockets of trial law-
yers.

That is not what we want to do for
the patients. That is not real patient
protection. Vote for the Coburn-Shad-
egg coalition bill, for our patients’
sake.

Mr. DINGELL. Mr. Chairman, I yield
2 minutes to the distinguished gen-
tleman from Iowa (Mr. GANSKE).

Mr. GANSKE. Mr. Chairman, I appre-
ciate the concerns of my fellow physi-
cian, the gentleman from Kentucky,
particularly on the issue of cost. This
is an important issue. We think that
the cost to the bipartisan managed
care bill will be very small, and that
that is part of the reason why Members
should support it.

Why is that? The critics of our bill
have said that it is going to result in a

lot of lawsuits, but if we look at a
study that was recently done by Coo-
pers & Lybrand for the Kaiser Family
Foundation, where they compared
group health plans that do not have a
liability shield to those that do, the in-
cidence of lawsuits was in the range of
from .3 to 1.4 cases per 100,000 enrollees,
and they showed that the legal costs
for those group health plans that are
not shielded was from 3 to 13 cents per
month per employee.

That is a small price to pay for some-
body who is spending thousands of dol-
lars for their HMO coverage to be sure
that that health plan then will not cut
the corners too tight in the pursuit of
profits that could result in harm or in-
jury, when under current ERISA law
they are shielded from that liability.

Under the plain meaning limits of
our bill, the provisions, as looked at by
a leading ERISA law firm in the coun-
try, have shown that we do exempt em-
ployers. It is the plain meaning of our
bill. That is part of the reason why the
gentleman from Oklahoma (Mr.
COBURN) and the gentleman from Ari-
zona (Mr. SHADEGG) put in about 5 or 6
extra pages that are very circular that
in the end, basically, in my opinion,
and we will go into that in more detail,
shield the employer, or rather, shield
the health plans, just like the problem
we are trying to correct.

Mr. Chairman, we have a chance
today to fix a problem that Congress
created 25 years ago. The substitute we
are debating now just does not do it.

Mr. GOSS. Mr. Chairman, I am
pleased to yield 1 minute to the distin-
guished gentleman from Wisconsin
(Mr. GREEN), to demonstrate the broad-
ness of the consensus group that we
have.

Mr. GREEN of Wisconsin. Mr. Chair-
man, I thank the gentleman for yield-
ing time to me.

I would like to draw attention back
to one very simple thing. For better or
worse, we have an employer-based
health care system in this Nation.
That is a fact. Some of us would like to
change that, but today, as we are
standing here, we have an employer-
based system. As long as we do, we
must reject plans that would lead em-
ployers to drop coverage.

The debate over liability, and we are
hearing it on both sides as to what that
means, the debate over liability shows
at the very least that it creates uncer-
tainty for employers. Where they have
uncertainty, we know in order to avoid
risks they are going to drop coverage.

In Wisconsin, we have the lowest
level of uninsureds in the Nation. We
understand that we cannot protect pa-
tients unless they have health insur-
ance. Unfortunately, unless we pass
this amendment, all we are going to do
is drive up costs, drive up uninsured
levels. We will not have access to care
and we will not have patient protec-
tion. Please support this amendment.

Mr. DINGELL. Mr. Chairman, I yield
1 minute to the distinguished gen-
tleman from Tennessee (Mr. FORD).

Mr. FORD. Mr. Chairman, if we listen
to the debate, one could become easily
confused that it is trial lawyers who
are telling patients no, it is trial law-
yers who are denying care.

I understand there may be some aver-
sion, there may be some opposition on
the other side to the role that trial
lawyers play in helping to even the
playing field here in America, but they
are not the cause or root of this prob-
lem.

As a matter of fact, things have got-
ten so bad that some of my friends on
the other side, and I indeed say friends
because many of them are, that their
own front-runner presidential nominee
has suggested that they soften their
image, that perhaps they have gone
overboard and exceeded the boundaries
of fairness and perhaps even compas-
sion, here in this body and in this Na-
tion.

I applaud the leadership that the gen-
tleman from Georgia (Mr. NORWOOD)
and the gentleman from Iowa (Mr.
GANSKE) and the gentleman from Okla-
homa (Mr. COBURN) and the gentleman
from Louisiana (Mr. COOKSEY) and oth-
ers in this body have demonstrated on
this issue. But I do think it is impor-
tant that we put this issue in its proper
context. This is just about account-
ability.

I think there are issues that can be
resolved between Coburn-Shadegg and
Norwood-Dingell. There are legal issues
which some of the lawyers in the
Chamber perhaps understand and oth-
ers do not. But around here, this is just
about accountability. HMOs and for-
eign diplomats are the only people who
are above the law. That should end,
and we could do it with the Norwood-
Dingell bill.

Mr. GOSS. Mr. Chairman, I am happy
to yield 1 minute to the distinguished
gentleman from the Commonwealth of
Pennsylvania (Mr. ENGLISH), who has
contributed, as well, to our effort.

(Mr. ENGLISH asked and was given
permission to revise and extend his re-
marks.)

Mr. ENGLISH. Mr. Chairman, I rise
in strong support of the Goss-Coburn-
Shadegg substitute. This amendment
arguably provides better health care
quality standards than the Dingell-
Norwood plan and better protection for
working families by, among other
things, including emergency ambu-
lance services in the prudent lay per-
sons standard for emergency care cov-
erage, to ensure that patients are not
worried about calling their insurance
company before calling an ambulance;
by reducing the time limits in expe-
dited cases from 72 hours to 48 hours;
by providing broader access to all can-
cer clinical trials; by providing for a
voluntary alternative dispute resolu-
tion system, binding arbitration for
those who do not want to go to court;
by guaranteeing pathology and labora-
tory services; by creating a panel to es-
tablish network adequacy standards, to
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ensure that each plan has enough doc-
tors in specialties for plan partici-
pants; by prohibiting plans from con-
sidering FDA-approved drugs or med-
ical devices, experimental or investiga-
tional; and by protecting employers
from indiscriminately being held liable
in lawsuits.

Health care access will suffer if em-
ployers or even trade unions are ex-
posed to legal liability for providing
health care coverage for workers. Goss-
Coburn has a commonsense liability
provision that holds HMOs responsible,
but also caps damages and puts time
limits on lawsuits.

Mr. DINGELL. Mr. Chairman, I yield
1 minute to the distinguished gentle-
woman from California (Mrs. CAPPS).

Mrs. CAPPS. Mr. Chairman, I rise in
opposition to this amendment, which
falls short, far short, on important pa-
tient protections.

If a patient has been denied a screen
test or a treatment which results in a
serious health care problem, the HMO
must be held accountable. This amend-
ment contains a $100 threshold for pa-
tients to be eligible even for external
review. Mammograms cost $95. A rou-
tine EKG is $50. A PSA for prostate
cancer is $25.

As a nurse, I am very concerned that
a person who is denied a simple, inex-
pensive, lifesaving test would never be
eligible for that review. The Coburn-
Shadegg substitute will diminish fun-
damental constitutional rights of pa-
tients to seek redress in the courts
when they have suffered serious phys-
ical harm or even been killed. This pro-
vision will save HMOs a few dollars and
cents, but it defies common sense.

Mr. Chairman, patients must no
longer take a back seat to profits. I
urge my colleagues to oppose this
amendment and to support the Nor-
wood-Dingell bill.

Mr. GOSS. Mr. Chairman, I am
pleased to yield 1 minute to a close col-
league and friend, the gentleman from
Florida (Mr. WELDON), who obviously
has been of much assistance in putting
on this measure.

Mr. WELDON of Florida. I thank the
gentleman for yielding time to me, Mr.
Chairman, and I rise in support of the
Goss-Coburn-Shadegg substitute.

Mr. Chairman, I came to Washington
from my medical practice in 1995, feel-
ing at that time that the managed care
industry had placed the bottom line
ahead of quality of care, that insurance
company and HMO bureaucrats were
practicing medicine, and that they
needed to be held accountable, as ac-
countable as I was when I practiced
medicine.
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However, I also felt that our society
had become too litigious, that we had
too many lawsuits. I believe that this
substitute before the body now strikes
the right balance between these two
conflicting needs. It allows for the
maintenance of quality through strong
internal and independent external ap-

peals processes, but it still reserves the
right of individuals to seek redress in
court for their injuries. I feel that it is
the piece of legislation that we should
be enacting.

Mr. DINGELL. Mr. Chairman, I yield
1 minute to the distinguished gentle-
woman from New York (Mrs. MCCAR-
THY).

(Mrs. MCCARTHY of New York asked
and was given permission to revise and
extend her remarks.)

Mrs. MCCARTHY of New York. Mr.
Chairman, I rise in support of the Bi-
partisan Consensus Managed Care Im-
provement Act. I rise today to speak as
a Congresswoman from Long Island, a
mother, and a nurse.

I spent close to over 30 years as a
nurse, and I speak from experience
when I remind my colleagues health
care is about people. Real health care
means direct access to specialists, es-
pecially in OB/GYN for women. Real
health care means access to emergency
room care. Real health care protects
health care workers from retaliation
from their employers when they blow
the whistle on wrongdoing. Real health
care saves lives by making clinical
trials available to patients, not just
cancer patients, but to patients that
are suffering from many diseases. Real
health care is a clean Norwood-Dingell
bill.

The reason is, the first lesson I
learned in nursing school was the pa-
tient always comes first. I hope we re-
member that when we vote today.

One other thing that I would just
like to bring up very rapidly, 5 years
ago, when I was an average citizen and
had my health care insurance, I could
not sue my HMO. Today, because I
work for Congress, I am allowed to sue.

Mr. GOSS. Mr. Chairman, I am privi-
leged to yield 1 minute to the gentle-
woman from New York (Mrs. KELLY), a
distinguished medical professional and
activist.

(Mrs. KELLY asked and was given
permission to revise and extend her re-
marks.)

Mrs. KELLY. Mr. Chairman, it is as a
professional health care advocate that
I rise in support of the Goss-Coburn-
Shadegg-Greenwood-Thomas substitute
amendment.

This amendment provides patients
with vital protections that the Nor-
wood-Dingell bill does not, such as
shorter external appeal times, network
adequacy standards, access to ambu-
lance services, guaranteed pathology
services, and a prohibition on plans la-
beling FDA approved drugs and devices
as ‘‘experimental.’’

This amendment ensures patients get
the care they need when they need it.
It leaves medical decisions up to doc-
tors, not insurers, and not lawyers. It
allows doctors to treat their patients
and prevents insurers from making
medical necessity decisions. Insurers
will be held accountable for wrongful
actions; and patients, if injured, can go
to court to sue for damages.

This substitute amendment also
broadens the appeals process a patient

may use by allowing binding arbitra-
tion as an alternative option to court.
Arbitration will provide those patients
who choose to select it the opportunity
to appeal medical coverage decisions
and to hold health insurers financially
accountable for wrongful decisions in a
nonthreatening forum with the same
protections as court, but without the
cost and time consumption.

Mr. DINGELL. Mr. Chairman, I yield
1 minute to the gentleman from Texas
(Mr. TURNER).

Mr. TURNER. Mr. Chairman, the
Norwood-Dingell bill protects States’
rights to regulate medical malpractice,
a right that has existed for over 200
years.

In Texas, we passed patient protec-
tion legislation. It is working. There is
no reason to conclude that we will run
to the courthouse or that there has
been a rush of litigation.

This House rejected the Boehner sub-
stitute because it allows insurance
companies to avoid accountability. But
equally damaging is to allow insurance
companies to avoid medical mal-
practice laws of our 50 States by cre-
ating an exclusive preemptive Federal
cause of action that is nothing more
than the insurance company protection
act of 1999.

The Coburn substitute blatantly tips
the scales of justice in favor of the in-
surance companies. It privatizes jus-
tice by giving a private panel the au-
thority to make judicial findings that
are binding on the Federal court. Giv-
ing private entities the power to make
findings that bind the Federal court is
unprecedented in American law, and
this provision should be rejected.

This substitute gives legal protection
from liability to insurance companies
enjoyed by no other group except for-
eign diplomats. We must protect pa-
tients. We must preserve account-
ability. We must preserve States’
rights and reject the Coburn sub-
stitute.

Mr. DINGELL. Mr. Chairman, I yield
3 minutes to the distinguished gen-
tleman from Georgia (Mr. NORWOOD),
which is going to be a benefit to both
the gentleman from Florida (Mr. GOSS)
and to myself.

Mr. NORWOOD. Mr. Chairman, I
thank the gentleman from Michigan
for yielding me this time.

Let me make this very clear. Let me
also just thank the gentleman from
Oklahoma (Mr. COBURN). I think that
his bill has tremendous things in it in
terms of patient protections. They
have tried very hard. He and I have
worked together for months and
months and months.

But the problem is, and I will try to
get through some of them at this point,
the problem is that, when they get into
their liability section, it takes us for
the first time to Federal court. There
are so many concoctions in there that
it is going to be basically very impos-
sible for a patient who has been
wronged to have that wrong made
right.
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Now, there is really a reason why the

California Medical Association and the
Texas Medical Association and the
Medical Association of Georgia have
all sent letters to their Members of
Congress saying that the Coburn bill
would preempt State law. They are
right.

My colleagues tried. I congratulate
them for trying. But they failed. Let us
take a look at what the bill says. Noth-
ing shall be construed to preclude any
action under State law not otherwise
preempted under this title. The title
they are amending is ERISA, section
502.

The courts have consistently ruled
from the Pilot Life case on that any
remedy that exists under ERISA, sec-
tion 502, will preempt State law. By al-
lowing a patient to sue in Federal
court, their bill creates a new Federal
remedy under ERISA, section 502. The
courts have consistently ruled a Fed-
eral remedy preempts State law. Any
cause of action under State law like
California or Georgia or Texas that
would conflict with a new Federal
cause of action they have created is
necessarily preempted. Their own lan-
guage says so. There is no way the
Texas, Georgia, and California laws
would not be preempted.

Now my colleagues tried. I do not
blame them for trying. I would not
want to tell the Members from Cali-
fornia or Texas or Georgia that my col-
leagues are preempting their State
laws. Then, again, I do not have to do
that.

In addition to what we are putting in
ERISA, Federal law is supreme and has
been so since 1819 and the Barron v.
Baltimore case that the Supreme Court
ruled on.

Now, that is one of my hiccups being
from Georgia, and I think a lot of peo-
ple might have that, that we are tak-
ing away State law.

Let us point out another little prob-
lem, because they are in there. Lord
knows I am not against the gentleman
from Oklahoma (Mr. COBURN). I love
his bill except for these little issues,
and that is why we have to defeat it.

Under the Norwood-Dingell bill, a
person is held accountable for the con-
sequences of the decision based on the
medical merits of that decision. If a
doctor makes a decision, he is judged
on whether or not that decision was
good. Good medicine. We want an in-
surer who overrules a doctor judged by
the same standard. We want an insurer
who overrules a doctor judged by the
same standard. Now, under the Coburn-
Shadegg substitute, an insurer will be
judged by whether they practice good
accounting.

Mr. GOSS. Mr. Chairman, I yield 1
minute to the distinguished gentleman
from Tennessee (Mr. BRYANT).

Mr. BRYANT. Mr. Chairman, as we
have heard from a number of our doc-
tors today on both sides of this issue, I
want to give my colleagues the per-
spective of an attorney who practiced
law representing health care providers
in malpractice cases.

I am somewhat confused because I
have seen firsthand how unrestricted
litigation against doctors and hospitals
have caused the cost of medical care to
rise dramatically. It caused doctors to
practice defensive medicine. It caused
premiums to go up and to see the cost
of this service, the tests, and all of that
to go up to where it is almost
unaffordable.

Yet, here, we are today talking about
trying to do the same thing to health
care organizations. Why do we want to
do that?

I have studied these bills, and I have
come to a conclusion that there is a
need for accountability for managed
care. We have to hold them account-
able, but we can do so in a fashion that
does not chase people out of the health
care industry, does not raise the ex-
penses, does not cause more people to
become uninsured. That is done in the
Shadegg-Coburn bill.

It is a balanced, reasoned, measured
approach which holds our HMOs ac-
countable for good care and, on the
other hand, does not run people out,
does not make it too expensive that we
have got more uninsureds on the rolls.

Mr. DINGELL. Mr. Chairman, I yield
11⁄2 minutes to the distinguished gen-
tleman from Texas (Mr. SANDLIN).

Mr. SANDLIN. Mr. Chairman, do we
need a new Federal tort in this coun-
try? Do we want the Federal courts
preempting State law in this country?
Do we want the Federal courts taking
over the traditional role of regulating
insurance that is assumed by the
States in this country?

I submit to my colleagues that the
answer to those questions is no, but
that is exactly what Coburn-Shadegg
will do, allow Federal courts to pre-
empt State law and create a brand-new
Federal tort. Let us create health care
in this country for American citizens.
Let us do not create new torts.

What happened to local control?
What happened to that argument? Do
we not trust our own State courts in
this country? Do we not respect local
government? Do we turn everything
over in this country to the Federal
courts? Is that what we are about?
That is just what this bill does.

I am here to tell my colleagues that,
under Coburn-Shadegg, our State
courts are gagged just like the doctors
are gagged. On the other hand, Nor-
wood-Dingell will not override protec-
tions already provided by State laws,
States such as Texas, New York, Michi-
gan, Iowa all across this great country.
Norwood-Dingell is a common-sense
local approach to these problems. If an
insurer makes a decision, the insurer is
responsible for that decision.

A final matter, the employer is not
responsible for the decisions made by
others. The employer is not responsible
for the decisions made by others. The
employer is not responsible for the de-
cision made by others, period. That is
what the States say.

Let us create medical care. Let us do
not create a new tort.

Mr. GOSS. Mr. Chairman, I yield 3
minutes to the distinguished gen-
tleman from Louisiana (Mr. MCCRERY).

Mr. SHADEGG. Mr. Chairman, will
the gentleman yield briefly?

Mr. MCCRERY. I yield to the gen-
tleman from Arizona.

Mr. SHADEGG. Mr. Chairman, I sim-
ply want to set the record straight on
this issue. Apparently the question of
whether or not State law is preempted
under Coburn-Shadegg has become im-
portant, and I tried to ask the gen-
tleman from Georgia (Mr. NORWOOD)
about that issue.

I want to point out that, in his argu-
ment, he said that it is preempted be-
cause ERISA preempts all State law.
That was his premise, because ERISA
preempts all State law, and our bill
said not otherwise preempted. He said
that is the flaw in our logic.

The problem is he is wrong about
that. ERISA does preempt all benefits
claims, but it does not preempt quality
of care claims. That is precisely what
the Texas Legislature took advantage
of. They wrote a law that says quality
of care is not preempted. Georgia, Lou-
isiana, and other States have followed,
so his premise is simply wrong.

Mr. McCRERY. Mr. Chairman, I
thank the gentleman from Arizona for
his comments.

To the gentleman from Texas (Mr.
SANDLIN) who spoke so fervently about
employers not being liable, I would
simply say that, as a lawyer, he knows,
and I am a lawyer, and I know that
lawyers are not prevented from suing
anybody no matter what the wording
of any statute is.

I can guarantee him that some law-
yers are going to sue employers be-
cause they sue everybody, everybody in
sight that they think might be brought
into court and have a settlement at
hand. Those employers are going to
have to fight that. Even though they
may ultimately win under the wording
of the statute, they are going to have
to spend a lot of money fighting that
lawsuit, and that is part of the prob-
lem.

Let us talk about liability for just a
minute.
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And I understand the American Med-
ical Association is supporting Nor-
wood-Dingell and not supporting
Coburn-Shadegg, which is just beyond
belief to me. The American Medical As-
sociation, as well as some of my col-
leagues who are supporting Norwood-
Dingell, have been fighting for years
for medical malpractice reform, saying
that the liability system is out of con-
trol. And yet, by passing Norwood-Din-
gell, they would impose on health care
plans the same out-of-control liability
system they have been complaining
about for years on doctors. I just do
not get it.

Mr. Chairman, besides the liability
issue, though, which I think is clear,
Norwood-Dingell does impose on health
plans, the same out-of-control liability
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system that we have everywhere else,
Coburn-Shadegg, on the other hand,
puts some reasonable restraints on
that liability system. But let us put
that aside. Let us talk about the rest of
the bill. I think my colleagues, espe-
cially on the free market side of the
aisle, should be very concerned about
the regulatory aspects of Norwood-Din-
gell. Their bill includes language stat-
ing that external appeals panels, for
example, can consider as evidence gov-
ernment-issued practice and treatment
policies and guidelines.

This gives bureaucrats the potential
to outline practice in this country; bu-
reaucrats writing down how health
care will be administered, not doctors.
Unlike the Coburn-Shadegg substitute,
Norwood-Dingell gives unfettered dis-
cretion to Federal bureaucrats to de-
termine if health care workers suffered
from inappropriate retaliation from
their employer.

This bill, the Norwood-Dingell bill, is
too heavily regulatory. Vote against it
and support the Coburn-Shadegg sub-
stitute.

Mr. DINGELL. Mr. Chairman, I yield
30 seconds to the gentleman from Geor-
gia (Mr. NORWOOD).

Mr. NORWOOD. Mr. Chairman, I
would just point out that in our bill we
have limited punitive damages. That is
a step forward. We go to the State
courts because we know that there is a
great deal of tort reform around the
States, 30 States or so have limited
punitives or none, caps on non-
economics.

So I would say that is another good
reason not to set up a new Federal tort
where we just simply do not have any
type of tort reform. And we cannot de-
pend on the States to do the right
thing in an area that they have typi-
cally and historically controlled for
the last 200 years.

Mr. DINGELL. Mr. Chairman, I yield
11⁄2 minutes to the gentleman from
Massachusetts (Mr. FRANK).

Mr. FRANK of Massachusetts. Mr.
Chairman, for those who have con-
tested the theory of evolution, we have
the Republican Party’s position on this
issue. It has been evolving very rap-
idly.

We started out with many saying, no,
there should not be any basis for law-
suits. They have moved. And I give
credit to those who have helped them
move, but they have been held back by
some who still do not like the notion
at all. We now have, apparently, agree-
ment that there should be a right to
sue HMOs. That is a considerable evo-
lution. How wholeheartedly some be-
lieve in what they agree to, I am not
sure. But we do have some agreement.

The question is what kind of law-
suits. And, in fact, what we have are
people who have been grudgingly
brought to the notion that there should
be lawsuits but, because it was grudg-
ing, have designed flawed lawsuits.
They have designed, surprisingly to
me, a Federal supremacy situation
which is premised on the notion that

we cannot trust the States. Indeed,
what we have from some on the other
side is a distrust of two entities with
whom they have previously professed a
lot of solidarity: States and doctors.
They have to say that we cannot allow
the States the freedom to deal with the
lawsuits, and they also show a distrust
of doctors.

I also want to talk about the kind of
lawsuits. Members on the other side
have said, well, how has the AMA
switched their position. These are very
different kinds of malpractice lawsuits.
Whatever we think of the other kinds
of malpractice lawsuits, they are cases
where the doctor who treated the pa-
tient is being sued and other people
who did not treat that patient are com-
ing in.

Here the lawsuits authorized are a
very specific kind. They will require
the cooperation of the doctor who
treated that patient. Here the mal-
practice claim is that the doctor who
actually treated the patient was over-
ruled and interfered with. So the doc-
tor who treated the patient stands as a
gatekeeper to prevent illegitimate law-
suits.

Mr. GOSS. Mr. Chairman, I yield 3
minutes to the distinguished gen-
tleman from California (Mr. THOMAS).

(Mr. THOMAS asked and was given
permission to revise and extend his re-
marks.)

Mr. THOMAS. Mr. Chairman, while
we are talking about evolution, let us
talk about the fact that there are a
number of unions that support the Nor-
wood-Dingell bill. And why in the
world would the American Medical As-
sociation align itself with unions? Per-
haps my colleagues were asleep when
the American Medical Association de-
cided to adopt collective bargaining.

The arguments that we have heard,
no matter how strongly or forcefully
presented about the fact that the coali-
tion bill tramples State law, are simply
wrong. Let us not try to rely on each
other. Let us go to the independent,
professional attorneys that we have re-
lied on since Congress created itself,
the Congressional Research Service.
Those lawyers, totally objective, ana-
lyzing the coalition bill said this:
‘‘This provision would not interfere
with, but would support, a recent hold-
ing in a Federal district court decision
upholding the ordinary care provision
of the Texas law.’’

Now, my friend is a lot of things, but
the gentleman from Georgia (Mr. NOR-
WOOD) is not an attorney. The Congres-
sional Research Service says the coali-
tion bill supports State law.

Now, if we want to meet a trial law-
yer, follow an ambulance. If we want to
know who is supporting this measure,
take a look at their list of supporters.
On the coalition bill we will find that
virtually medical association for med-
ical association they match. But we
cannot stay with them when the unions
endorse their provision and the trial
lawyers support their provision.

Why? Because people whose lives are
on the line, in terms of their economic

survival, say this: ‘‘The Chamber of
Commerce strongly opposes any pro-
posal which permits jury trial lawsuits
for unlimited punitive and compen-
satory damages.’’

Do we believe the trial lawyers? No.
Who will butter their bread? Take a
look at the list of supporters of the co-
alition. We do not have the trial law-
yers. Take a look at Norwood-Dingell.
The trial lawyers and the doctors are
together. Now, talk about evolution.
Not only are they going to be following
an ambulance, but they are going to be
in the ambulance.

This is exactly the wrong approach
to take when employers still have the
ability to say, yes, I will provide health
insurance; or, no, I am not going to run
the risk of unlimited punitive and com-
pensatory damages. That is the risk
that will be run if Norwood-Dingell be-
comes law. And I can assure my col-
leagues that employers will say, at
some point, it is not worth the risk. Do
not feed trial lawyers.

Mr. DINGELL. Mr. Chairman, I yield
15 seconds to the gentleman from Geor-
gia (Mr. NORWOOD).

Mr. NORWOOD. Mr. Chairman, I just
want to point out to the gentleman
from California (Mr. THOMAS) that we
all try to use independent, well-experi-
enced lawyers. The lawyer from CRS
who says that we do not preempt State
law is out of law school for 3 years and
has never practiced ERISA law. We
tried to find some experienced people
to do our ruling.

Mr. DINGELL. Mr. Chairman, I yield
21⁄2 minutes to the gentleman from Mis-
souri (Mr. GEPHARDT), the minority
leader.

(Mr. GEPHARDT asked and was
given permission to revise and extend
his remarks.)

Mr. GEPHARDT. Mr. Chairman, I
rise in opposition to the Coburn-Shad-
egg amendment and to speak for the
Norwood-Dingell bill. And I want to
commend the gentleman from Georgia
(Mr. NORWOOD) and the gentleman from
Iowa (Mr. GANSKE) and all of the Re-
publicans and Democrats who have
worked so hard on this bill and espe-
cially the gentleman from Michigan
(Mr. DINGELL) for all that he has done
to make this happen.

The Coburn-Shadegg amendment, in
my view, does not do what it claims to
do. It fails to hold health care pro-
viders accountable. It lets them off the
hook. It will not go far enough to guar-
antee that American families get the
health care they need. In my view, only
the Norwood-Dingell bill will return
control of medical care back to where
it belongs, to doctors and patients. It
will deliver much-needed patient pro-
tections at a small cost to consumers
and to business. I believe the cost is a
modest price to pay to restore the
much-needed balance in our health
care system.

The health insurance lobby and their
allies are spreading a false message
that the Norwood-Dingell will and
managed care reform will force em-
ployers to drop plans and will cause a
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loss of jobs and blunt economic growth.
This is not reality. All we have to do is
look at the experience in Texas, which
has had a bill much like the Norwood-
Dingell bill. Information filed with the
Texas State Department of Insurance
shows that there has been no unusual
increases in costs in HMOs. In fact, na-
tional HMOs that operate in Texas and
other States have higher cost increases
outside Texas.

A recent study by the Kaiser Family
Foundation found that the premium in-
creases likely to result from a bill like
Norwood-Dingell would be very modest.
In fact, their study showed that it
would result in a premium increase of
less than 1 percent to a typical HMO
policyholder.

Now, let me say to the Members that
if somebody is sick in my own family
and is not getting the care that the
doctor believes they should get, I can
assure my colleagues that paying less
than 1 percent more for a policy that
would give me enforceable rights would
be something that I would leap at, and
I think all my colleagues would leap
at, if someone in their family was dire-
ly sick.

I have said many times that back in
the early 1970s my son was diagnosed
with terminal cancer, given no hope.
The pediatrician said, he is going to be
dead in 6 weeks. Then another doctor
came in the room and said, we got on
the computer last night and we think
we found something that might work.
This was back in 1972. I had good insur-
ance, thank God. He got the therapy. If
that doctor had come in the room and
said, we typed in the computer and we
found a triple drug therapy but the
HMO has refused it, boy, I would have
wanted to pay that extra 1 percent or
half a percent to get the right to have
that happen.

And let me say, with all respect to
my friends who have brought these
other alternatives, the reason that we
want enforceability and accountability
and a right to get to court after a re-
view by physicians is we want pressure
on these HMOs and health insurance
companies to make the decisions in ac-
cordance with what doctors and pa-
tients need.

This is an important moment. This is
the right bill. I urge Members to turn
down these alternatives. I have great
respect for the people who have written
them and their motive and intent; but
with all my heart I say to the Members
of the House of Representatives today,
this Norwood-Dingell bill is the right
bill for the people of this country. If
somebody is sick in your family, you
are going to need this bill. Turn down
these alternatives and vote for this
very, very positive piece of legislation.

b 1400
Mr. GOSS. Mr. Chairman, I yield 5

minutes to the distinguished gen-
tleman from Oklahoma (Mr. COBURN)
who is the principal author of the pa-
tient protection act of this substitute.

Mr. COBURN. Mr. Chairman, I thank
the gentleman for yielding me the
time.

Mr. Chairman, this is an issue that is
very important to many of us. I have
spent 21 years of my life in the medical
field. Myself and one other doctor in
this body goes home and practices
every weekend. We all agree that there
needs to be certain basic things
changed. Everybody that voted on the
last bill all know that all those basic
things need to be changed.

Why? Because there were four Mem-
bers in this body that really wrote
them: The gentleman from Iowa (Mr.
GANSKE), the gentleman from Okla-
homa (Mr. COBURN), the gentleman
from Georgia (Mr. NORWOOD), and the
gentleman from Arizona (Mr. SHAD-
EGG). They constitute the entire base
bill of all the bills that are written. We
all agree on that. What we do not agree
on, however, is what the risks are of
going too far.

I believe that all in this debate are
well-intended. And other than the
statements made by our friend from
Massachusetts, I believe all the mo-
tives are good. He said our motives are
not good, we have been pulled. We have
not been pulled. We care about patients
immensely. The question is do we care
just in the short-run? Are we only
going to solve the problem now and
then have to come back and fix a big-
ger problem?

I am known for my independence in
this body. I have taken the AMA four-
square for their position, which puts
people’s future health care benefit at
risk. And why are they doing it? They
have a persecution complex. They have
been sued out the kazoo. And if it is
good enough for them, it is good
enough for everybody else.

I am a pro-business conservative. I
have had the ‘‘little you know what’’
beat out of me from the people who are
my friends. Why would I position my-
self in the middle of those two? Be-
cause I want to fix health care. Not
just now. I want to fix it down the
road. And I do not want what we are
about to do to end up being the reason
why the Government is going to have
to run health care.

Mr. Chairman, I want to tell my col-
leagues, if they do not believe that is
true, listen to this: The closest the
Health Care Financing Administration
has ever come on any estimate of any
cost with Medicare/Medicaid, they
missed it by 800 percent. So just take .3
or 1 percent, multiply it by 800 percent,
and that is what we are going to see.

There are motivations other than
caring for the patients in this debate,
and they are big business not wanting
to pay the cost of full care. There are
HMOs who oftentimes, too often, the
bottom line is the most important
thing. And there is the trial bar who
will extort, we cannot deny it, they
will extort businesses. And they will
raise costs. And under the claim of a
good purpose but all too often as a law-
suit that is intended to only do one
thing, extort money because it costs
more to defend than it does to settle.

I do not deny that there are serious
problems in our health care delivery

system. I have worked hard with my
friend, the gentleman from Georgia
(Mr. NORWOOD), and the gentleman
from Iowa (Mr. GANSKE) to try to solve
those. But I beg this body to consider
what we do. If we go too far and if we
do not go far enough, we have failed.
And if we fail, everyone in this country
loses.

Government-run health care will kill
the quality and leading nature of this
country’s health care. That is really
what we are talking about. We are not
really talking about lawsuits. We real-
ly are not talking about employer-
based helped care. What we are talking
about is getting over the brink to
where what is going to happen is we
are going to fulfill our obligation with
a Government-run program.

And then talk about costs, talk about
the ability to control care, talk about
meeting our obligations to Social Se-
curity. We cannot even meet our obli-
gations in Medicare now. How are we
ever going to do that?

So as my colleagues consider this
vote, think about why I would place
myself against both sides of my
friends, both sides. Because it is right
and because it is correct. It does not do
everything that the Norwood-Dingell
bill does. We know that. But let us go
here first. Let us hold plans account-
able. There is no denying that we hold
them accountable. The gentleman from
Georgia (Mr. NORWOOD) knows that. It
is how we hold them accountable and
what are the costs associated with
that.

I would beg my colleagues to look
and walk before we leap. Our patients
are worth that much.

Mr. DINGELL. Mr. Chairman, I yield
2 minutes to my good friend the gen-
tleman from Georgia (Mr. NORWOOD).

Mr. NORWOOD. Mr. Chairman, this
is the painful part. It is not any fun
going against our friends. And the gen-
tleman from Oklahoma (Mr. COBURN) is
my friend. Of course, I wish he would
not go against our bill which he
worked so hard on and so long to help
us write.

My colleagues, what this really is all
about is about two very strong Amer-
ican principles. It is about the right to
choose in this country and choose our
own doctor, and it is about the right to
ask people to be responsible for their
actions. We do that all the time, and it
is time that we ask the insurance in-
dustry to be responsible for its actions.

I am going to vote against the
Coburn amendment because all the
good things he has in his bill that he
knows I agree with, he is right, I did
help him write them, but I am going to
vote against him because they really
have gone too far with their liability
part. And yes, they do and will make
insurance companies liable in Federal
court. There is no question that they
will. But the problem is the poor pa-
tient has to jump through so many
hurdles before they can get there.

It is correct for us to not endorse
frivolous lawsuits and extortion that
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happens out there in the legal profes-
sion today. We know that. That is why
we have tried to do our best to protect
the employers.

But I cannot support his bill because
I have to worry about and I am worried
about and I have been for 5 years, to-
morrow, today, it is about that mother
today who took her child to the pedia-
trician and the doctor says her child
needs to be hospitalized and the insur-
ance industry 2,000 miles away says,
no, we cannot do that.

It is about a friend of mine, Bob
Schumacher, who, like me, is a small
businessman and lives in Macon, Geor-
gia. Bob used to be a member in
NFIBE. He used to be a member in the
Chamber of Commerce. But his wife is
dying and the plan that he bought as
the employer will not pay the benefits,
and he basically has no recourse today.
I want him to get recourse and get it
fast, and we think in our bill that is
the best way to do that.

Mr. GOSS. Mr. Chairman, I yield the
balance of my time to the distin-
guished gentleman from Illinois (Mr.
HASTERT), the Speaker of the House.

(Mr. HASTERT asked and was given
permission to revise and extend his re-
marks.)

Mr. HASTERT. Mr. Chairman, I rise
today in strong support of the coalition
substitute.

As many of my colleagues know, I
have been involved in this whole idea
of health care and health care reform
for a long time, probably longer than I
want to remember.

One of the things we have strived for
is to be able to get people into health
care, into the situation where they
need to get treatment, try to get peo-
ple into hospitals’ rooms and doctors’
offices and not necessarily going into
lawyers’ offices and courtrooms before
they can get that treatment.

I have always believed that we have
three goals in health care. It must be
affordable. It must be available. And it
must be accountable. If it is not afford-
able, it is not available. Trying to
change a system and keep a balance so
that we do not change that system too
much that we completely upset it so
patients cannot get the care that they
need is the task before this House, to
try to find balance to try to do those
things that are the right things.

As we debate these bills and these op-
tions before us today, there are a lot of
similarities. People getting the access,
people being able to get into emer-
gency care, getting to their caregiver,
their pediatrician, or their Ob-Gyn so
that they can take care of them. They
are all the same. I have written that
legislation for years. The gentleman
from Georgia (Mr. NORWOOD) helped me
to do it. And this is all the same.

The difference in these bills is to
some a fine line, but the difference in
these bills is how far we go, how far
that we give license to the trial law-
yers, how far that we take the incen-
tive away from corporate and employ-
ers to provide health care for their em-
ployees.

I am pleased that the House passed
an access bill yesterday in a bipartisan
fashion that will help address the prob-
lem of the 44 million uninsured today.
It would be shameful to take up the
important issue of patient protections
without doing something to protect the
uninsured.

As my good friend the gentleman
from Florida (Mr. GOSS) put together a
package that does both, he wrestled
with many issues, how to make sure
that managed care plans come through
on their promises to their patients,
how can we be certain that patients get
the care they need when they need it.

Mr. Chairman, the coalition sub-
stitute developed by the gentleman
from Florida (Mr. GOSS), the gen-
tleman from Oklahoma (Mr. COBURN),
the gentleman from Arizona (Mr. SHAD-
EGG), the gentleman from Pennsylvania
(Mr. GREENWOOD), and the gentleman
from California (Mr. THOMAS) is an ex-
cellent product. It took us a while to
reach this point. Consensus takes time.
But we have got a solid, balanced ap-
proach that I urge my colleagues to
support.

This is what the coalition bill does:
It provides access to binding, inde-
pendent decisions by doctors. For pa-
tients, we enforce their rights in court.
And if they are harmed, they have ac-
cess and rights to go back to court and
get their damages. We protect employ-
ers who offer health care as a vol-
untary benefit. And we do not end fee-
for-service medicine. We protect States
like California and Texas that have al-
ready passed the right to sue legisla-
tion.

Sound reasonable? I think so. What
could possibly be the reason for divi-
sion on such a common-sense ap-
proach? It is very simple. We do not
protect the trial lawyers. We do not
force people to sue their way to get
better health care. We do not provide
windfalls for the trial lawyers. We
want to show them something. We
want to show them a common-sense
way.

I want to also show my colleagues
something else. This is a class list from
the University of Texas Law School. It
is a class list of all kinds of courses on
how to sue an HMO. Probably that is
relevant in Texas. Folks in Texas argue
that the right to sue has not increased
costs and they have not exploded. And
they may be right so far.

But under the Norwood-Dingell legis-
lation, trial lawyers will be given un-
precedented new rights to sue any time
for any reason in any venue. The truth
is no one has any idea what the cost
implications can be when they go too
far. The coalition bill, instead, gives
patients the care they need when they
need it.

My colleagues, we have come to an
important point in this Congress in
this debate. If we want to protect pa-
tients, vote for Goss. I urge support for
the coalition substitute. And when it
passes, I want to urge my colleagues to
vote yes on final passage to move this
legislation forward.

b 1415
Mr. DINGELL. Mr. Chairman, I yield

the balance of my time to the distin-
guished gentleman from Arkansas (Mr.
BERRY).

The CHAIRMAN. The gentleman
from Arkansas is recognized for 21⁄4
minutes.

Mr. BERRY. Mr. Chairman, I rise in
opposition to this amendment and in
support of the bipartisan Norwood-Din-
gell bill. Let me tell my colleagues one
of the reasons why.

Under the Coburn-Shadegg amend-
ment non-economic damages are lim-
ited to the lesser of two times eco-
nomic damages or $500,000. As was al-
ready mentioned, the Cocoran case
that the gentleman from Arizona (Mr.
SHADEGG) talked about, since the vic-
tim was a baby with no earnings, eco-
nomic damages are minor, possibly
only the cost of a funeral. Do my col-
leagues want to tell the Cocorans that
the life of their baby is only worth a
couple of thousand dollars? Under the
Coburn-Shadegg amendment that is all
that they would receive. That is one of
the reasons I am opposed to this
amendment.

Unlike this substitute which creates
a new Federal bureaucratic process,
the Norwood-Dingell legislation would
allow States to determine whether
such liability should be expanded to
self-insured plans.

Let me say this again. The Norwood-
Dingell bill allows States to determine
whether HMOs should be held liable,
and it allows States to determine
which limits to set on damages.

The gentleman from Oklahoma (Mr.
COBURN) says that letting the States
decide goes too far. I disagree. The
State of Texas, which the Speaker just
referred to, has only had three lawsuits
in its experience with a very similar
bill as we are about to pass. Only in
States that allow such suits and only
in cases where a person has gone
through a competitive internal and ex-
ternal review process could a lawsuit
be filed, and if a health insurer or HMO
abided by the review process, it could
not be sued for punitive damages.

Most important, the Norwood-Dingell
bill specifically prohibits lawsuits
against employers, unless an employer
makes a medical decision to deny a
covered benefit and a patient is seri-
ously harmed as a result. Norwood-Din-
gell specifically prohibits the suit to
an employer.

These safeguards virtually ensure
costly trials. Unreasonable verdicts
will not result. At the same time it
will ensure insurance companies and
HMOs provide the benefits that em-
ployers and employees have paid for.

Mr. HUTCHINSON. Mr. Chairman, pres-
ently, this Nation is awash with a sea of dis-
content—a belief, in our Nation, that managed
care has eroded the traditional reliance of pa-
tients on the decisions and recommendations
of the physicians.

Because of the growing discontent of pa-
tients who are subject to managed care agree-
ments, Congress is prepared to step in with
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additional patient protections and rights and to
make sure those rights are enforceable. As we
consider changes to our managed care sys-
tem we need to keep in mind our guiding prin-
ciples:

First, patients should be able to choose their
own doctor—the most basic decision on health
care. This means that a managed care agree-
ment must allow a point of service option al-
lowing patients to pay for procedures and phy-
sicians not covered by their plans; patients
must also be guaranteed access to customary
specialities such as OB/GYNs and pediatri-
cians.

Second, physicians should be free to dis-
cuss all medical options with their patients—
this means a prohibition of gag rules which re-
strict physicians from recommending all med-
ical options with the patient;

Third, members of managed care plans
should have immediate access to an emer-
gency room based on a prudent lay person’s
standard and not be second guessed by an
office clerk reviewing an emergency room bill
thirty days after an emergency.

Finally, the protections and rights for pa-
tients are useless without the means for ac-
countability and liability if those rights are ig-
nored.

When organizations like insurance compa-
nies determine issues of medical necessity,
they need to stand behind those decisions.
However, while I believe there must be ac-
countability, there also must be safeguards for
employers who provide healthcare as a benefit
and do not make medical decisions.
Healthcare insurance is an employer spon-
sored system, and we must be careful that we
maintain that system and encourage it to
grow. Already, we have too many people who
are without insurance, and we do not want to
see those numbers rise because Congress ir-
responsibly passed legislation that drove up
the cost of healthcare in a dramatic fashion.

Mr. Chairman, the bill before us that pro-
tects the patient and follows these guiding
principles is the Goss, Shadegg, Coburn,
Greenwood and Thomas Substitute. This re-
quires group health plans to have a grievance
system as well as an internal and external ap-
peals process.

This would also allow a patient recourse
when there is a denial of coverage if the bene-
fits would exceed a hundred dollars. The legis-
lation requires decisions within 14 days or 48
hours in expedited cases. In addition, for the
first time a patient would be able to take the
responsible party into court to protect their
rights. The purpose of the court access is to
protect rights, recoup damages and not to
punish the healthcare plan if the plan is fol-
lowing the recommendation of the appeals re-
view.

Just as important, employers who provide a
self-funded health insurance plan will not be
held liable unless they directly participate in
the medical decisions of the plan. This pro-
vides adequate balance between patient pro-
tection and avoids astronomical price in-
creases on health insurance premiums.

Mr. Chairman, I ask my colleagues to sup-
port the balanced approach of the patient pro-
tection provisions in Dr. COBURN’s substitute
amendment.

Mr. HILL of Montana, Mr. Chairman, Ameri-
cans enjoy the best quality health care in the
world. However, our system for delivering care
can still be frustrating for patients, providers

and employers. True comprehensive health
care reform in my opinion must include the
three A’s—Accessibility, Affordability and Ac-
countability. Yesterday, the House passed
H.R. 2990 which will improve the accessibility
and affordability in health care that we need
today.

Today, we need to complete the Trifecta
and address the most difficult of the three
A’s—Accountability. During the debate today
we will have an opportunity to vote on four dif-
ferent ways to address the accountability
issue. The main issue that we are debating
when discussing patient protection legislation
is how do we bring about accountability for in-
surance companies without creating a whirl-
wind of frivolous litigation.

Americans want and deserve patient protec-
tions, they do not want more lawsuits. And
they don’t want to fight with their employer,
their doctor, or their insurance provider.

That is why I support the Coburn-Shadegg
substitute to H.R. 2723, the Bipartisan Con-
sensus Managed Care Improvement Act.

There are a number of reasons that I feel
this solution is the best for both patients and
providers. I believe this substitute ensures re-
sponsibility by holding insurance companies
accountable to patients by allowing physicians
to make medical decisions. First, Coburn/
Shadegg allows employers to provide health
insurance to their employees without exposing
them to increased litigation. Under this sub-
stitute, employers can not be held liable for
providing health care coverage, selecting a
plan, selecting a third-party to administer, de-
termining coverage or increasing or reducing
coverage, or intervening on behalf of an em-
ployee. Under H.R. 2723, the employer will be
subject to lawsuits which in turn, I fear, will
cause employers to drop their health plans for
their employees.

Second, Coburn/Shadegg instills reasonable
accountability. The substitute requires an ex-
haustion of administrative remedies required.
Patients are allowed to go through an internal
and external appeals process before going to
court. This gives patients an expedited forum
to air grievances. Most importantly, the ap-
peals are decided by an independent panel of
doctors, not by bureaucrats or insurance
claims adjusters, not by lawyers or judges.

Under this substitute there is no liability for
consequential damages if the plan’s doctor’s
decision is upheld by the independent external
appeals entity. The goal is to encourage care
and the good decision making at the earliest
point in time. We need to avoid a process
such as that created in the Norwood/Dingell
bill that would produce an avalanche of frivo-
lous lawsuits. We can address the very real
concern of patients in managed care plans by
empowering patients, not trial lawyers, and do
so by passing Coburn/Shadegg.

I want patients to get the care they are enti-
tled to when they need it, not allow their heirs
to sue for some large settlement after they
die. In the end, excessive lawsuits will only
take money away from care and put it into the
pockets of attorneys. That is an unacceptable
result.

By adopting the Coburn-Shadegg substitute,
we will be completing the three A’s—Accessi-
bility, Affordability and Accountability. Only
when we have the three A’s, is when we have
a common-sense approach to comprehensive
health care reform that will make health insur-
ance companies more accountable and give
patients more choices.

Mrs. FOWLER. Mr. Chairman, today I rise in
support of the Goss-Coburn-Shadegg sub-
stitute. I, too, have heard of the excesses of
some managed care plans from constituents
and doctors in my district. I agree that these
excesses must be curtailed and that the health
care plans should be held accountable when
they practice bad medicine.

However, I do not believe that the only way
to hold them accountable is to open them up
to lawsuits without limits.

The Norwood-Dingell bill does not distin-
guish between managed care insurance and
traditional fee-for-service insurance. Fee-for-
service plans merely reimburse for care; they
do not engage in the type of medical decision-
making that we seek to address through this
debate. This substitute, on the other hand,
makes the distinction and protects fee-for-
service plans from expanded liability.

This substitute, like the Norwood-Dingell bill,
establishes internal and external review proc-
esses through which doctors make determina-
tions about what care is appropriate for their
patients. But, unlike the Norwood-Dingell bill,
this substitute allows those processes a
chance to work before sending patients to
court.

Mr. Chairman, the ultimate goal we all share
is to ensure that patients get the care that
they need when they need it. An expedited re-
view process like that set up in this substitute
will get patients that care much more quickly
than a lengthy lawsuit.

But should the insurance company defy the
determinations of those independent doctors,
and as a result a patient is injured or dies,
court may be the only option. This substitute
allows for full recovery of economic damages,
but caps the non-economic and punitive dam-
ages that can be won so that they are fair.

Furthermore, Mr. Chairman, this substitute
strikes the appropriate balance between the
rights to patients to seek redress of their griev-
ances and the legitimate concerns of employ-
ers of being subjected to unlimited lawsuits.
Unlike the Norwood-Dingell bill, Mr. Chairman,
this substitute, through very specific language,
will protect employers who do the right thing
and provide health insurance coverage to their
employees.

Without this employer protection, more em-
ployers will be forced to drop their insurance
coverage for their employees. Without these
limits on liability, premiums will rise and more
people will be unable to afford insurance cov-
erage. If these things happen, Mr. Chairman,
then all we’ve done here today and yesterday
will have been for naught.

Mr. CLAY. Mr. Chairman. I rise in opposition
to the Coburn substitute. This substitute is
nothing more than a fig leaf to permit Mem-
bers to say they voted for something on liabil-
ity without giving the American people any real
rights. Under this substitute it is so difficult to
get to court that almost no one will be able to
be redressed in court.

First, under Coburn, individuals may only go
to court after they have exhausted all internal
and external plan appeals. No exception. Even
if injury has already occurred. Or if appealing
would be futile. This is tougher than current
ERISA law which permits individuals to go to
court if the court finds the internal process fu-
tile.

Second, individuals may only bring suit in
federal court. The backlog is far greater in fed-
eral court than in state court. Individuals who
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do not live in big cities will have to travel long
distances if they have been harmed.

Third, Coburn only permits individuals to
sue the ‘‘final decision maker’’. This alone can
be an impossible standard for an individual.
Most individuals do not know who denied their
claim and they certainly don’t know who the
final person was.

Furthermore, Coburn includes an unprece-
dented and likely unconstitutional limitation on
the court’s power to hear the case. Under
Coburn, health plans can contract with private
entities and permit them to determine if an in-
dividual was harmed and whether it was due
to the plan’s failure. If the private contractor
finds for the health plan, then the court must
dismiss the lawsuit unless there is clear and
convincing evidence to the contrary. This is an
unprecedented intrusion on the power of the
courts. A private entity cannot determine
whether there is a case or not. That is for the
courts and the courts alone.

Even worse, Coburn mandates that the
court award losing attorneys’ fees and court
costs if an individual’s case is dismissed. Few
working people can afford to go to court if they
may be forced to pay the health plan’s attor-
neys’ fees if they lose.

Coburn is not a serious liability amendment.
It makes it so difficult for an individual to bring
a suit that almost no one will be able to go to
court. Don’t be fooled by this Trojan Horse.
The American people want real rights and real
reform. Support the Norwood-Dingell com-
promise.

Mr. KOLBE. Mr. Chairman, for the last 10
months, I’ve researched, analyzed, listened,
and questioned, searching for the right answer
to this policy conundrum. I believe there are
four guiding principles that should govern any
response:

(1) Legislation should permit an individual to
sue an HMO as long as the amount of dam-
ages are reasonably related to the economic
loss.

(2) Legislation should permit the right to sue
over covered benefits only.

(3) Legislation should emphasize mediation
over litigation.

(4) Legislation must provide sufficient pro-
tections for the employer—not the HMO—from
lawsuits, unless the employer is actively en-
gaged in making the health care decisions of
the HMO.

In my view, Norwood-Dingell runs counter to
these principles. Specifically, the bill would:

Allow lawsuits by anyone. No actual injury is
required to recover damages under H.R. 2723.

Allow lawsuits at any time. H.R. 2723 does
not require patients to seek administrative
remedies—including internal and external ap-
peals—before proceeding to litigation.

Allow lawsuits over anything. Plaintiffs may
challenge any coverage decision or action by
an HMO they disagree with, even if the proce-
dure or service is not a covered benefit.

Allows lawsuits even when the HMO does
everything right. Under H.R. 2723, an HMO
may be sued even when it made the right de-
cision according to an external medical review
conducted by independent physicians.

Allows lawsuits without limits. This bill would
let a patient sue for unlimited damages, driv-
ing up health care costs.

The Coburn-Shadegg substitute, however,
meets these criteria. The bill:

Provides reasonable, but limited, liability for
HMOs.

Protects employers from harassing litigation
unless they choose to directly participate in
any final decision to deny care.

Requires plaintiffs to complete an internal
and external review process before pro-
ceeding to court.

Restricts lawsuits to covered benefits only,
eliminating judicially mandated benefits.

To my colleagues here today, I say this: the
Coburn-Shadegg substitute borrows the best
of the Norwood-Dingell bill, rejects its worst,
and improves upon the rest. It is a final exam-
ple of pragmatic policy and deserves your
support. It is essential that common sense and
the common good prevail over rhetoric and
political gamesmanship. I urge my colleagues
to support the Coburn-Shadegg substitute.
Americans are in need of a solution to this
problem, not an issue for next year’s elections.

The CHAIRMAN. The question is on
the amendment in the nature of a sub-
stitute offered by the gentleman from
Florida (Mr. GOSS).

The question was taken; and the
Chairman announced that the noes ap-
peared to have it.

RECORDED VOTE

Mr. GOSS. Mr. Chairman, I demand a
recorded vote.

A recorded vote was ordered.
The vote was taken by electronic de-

vice, and there were—ayes 193, noes 238,
not voting 3, as follows:

[Roll No. 488]

AYES—193

Aderholt
Archer
Armey
Baker
Ballenger
Barrett (NE)
Bartlett
Barton
Bass
Bateman
Bereuter
Biggert
Bilirakis
Bliley
Blunt
Bono
Brady (TX)
Bryant
Burr
Burton
Buyer
Callahan
Calvert
Camp
Canady
Cannon
Castle
Chabot
Chambliss
Chenoweth-Hage
Coble
Coburn
Collins
Combest
Cooksey
Crane
Cubin
Cunningham
Davis (VA)
Deal
DeLay
DeMint
Diaz-Balart
Dickey
Doolittle
Dreier
Duncan
Dunn
Ehlers
Ehrlich
Emerson
English
Everett

Ewing
Fletcher
Fossella
Fowler
Gallegly
Gekas
Gibbons
Gilchrest
Gillmor
Goode
Goodlatte
Goodling
Goss
Graham
Granger
Green (WI)
Greenwood
Gutknecht
Hansen
Hastert
Hastings (WA)
Hayes
Hayworth
Hefley
Herger
Hill (MT)
Hilleary
Hobson
Hoekstra
Houghton
Hulshof
Hunter
Hutchinson
Hyde
Isakson
Istook
Jenkins
Johnson (CT)
Johnson, Sam
Jones (NC)
Kasich
Kelly
Kingston
Knollenberg
Kolbe
Kuykendall
LaHood
Largent
Latham
LaTourette
Lazio
Lewis (CA)
Lewis (KY)

Linder
Lucas (KY)
Lucas (OK)
Manzullo
McCrery
McHugh
McInnis
McKeon
Metcalf
Mica
Miller (FL)
Miller, Gary
Moran (KS)
Myrick
Nethercutt
Ney
Northup
Nussle
Ose
Oxley
Packard
Pease
Peterson (PA)
Petri
Pickering
Pitts
Pombo
Porter
Portman
Pryce (OH)
Radanovich
Ramstad
Regula
Reynolds
Riley
Rogan
Rogers
Rohrabacher
Ros-Lehtinen
Royce
Ryan (WI)
Ryun (KS)
Salmon
Schaffer
Sensenbrenner
Sessions
Shadegg
Shaw
Shays
Sherwood
Shimkus
Shuster
Simpson

Skeen
Smith (MI)
Smith (TX)
Souder
Spence
Stearns
Stump
Sununu
Sweeney
Talent
Tancredo
Tauzin

Taylor (NC)
Thomas
Thornberry
Thune
Tiahrt
Toomey
Upton
Vitter
Walden
Walsh
Wamp
Watkins

Watts (OK)
Weldon (FL)
Weldon (PA)
Weller
Whitfield
Wicker
Wilson
Wolf
Young (AK)
Young (FL)

NOES—238

Abercrombie
Ackerman
Allen
Andrews
Bachus
Baird
Baldacci
Baldwin
Barcia
Barr
Barrett (WI)
Becerra
Bentsen
Berkley
Berman
Berry
Bilbray
Bishop
Blagojevich
Blumenauer
Boehlert
Boehner
Bonilla
Bonior
Borski
Boswell
Boucher
Boyd
Brady (PA)
Brown (FL)
Brown (OH)
Campbell
Capps
Capuano
Cardin
Carson
Clay
Clayton
Clement
Clyburn
Condit
Conyers
Cook
Costello
Coyne
Cramer
Crowley
Cummings
Danner
Davis (FL)
Davis (IL)
DeFazio
DeGette
Delahunt
DeLauro
Deutsch
Dicks
Dingell
Dixon
Doggett
Dooley
Doyle
Edwards
Engel
Eshoo
Etheridge
Evans
Farr
Fattah
Filner
Foley
Forbes
Ford
Frank (MA)
Franks (NJ)
Frelinghuysen
Frost
Ganske
Gejdenson
Gephardt

Gilman
Gonzalez
Gordon
Green (TX)
Gutierrez
Hall (OH)
Hall (TX)
Hastings (FL)
Hill (IN)
Hilliard
Hinchey
Hinojosa
Hoeffel
Holden
Holt
Hooley
Horn
Hostettler
Hoyer
Inslee
Jackson (IL)
Jackson-Lee

(TX)
Jefferson
John
Johnson, E. B.
Jones (OH)
Kanjorski
Kennedy
Kildee
Kilpatrick
Kind (WI)
King (NY)
Kleczka
Klink
Kucinich
LaFalce
Lampson
Lantos
Larson
Leach
Lee
Levin
Lewis (GA)
Lipinski
LoBiondo
Lofgren
Lowey
Luther
Maloney (CT)
Maloney (NY)
Markey
Martinez
Mascara
Matsui
McCarthy (MO)
McCarthy (NY)
McCollum
McDermott
McGovern
McIntosh
McIntyre
McKinney
McNulty
Meehan
Meek (FL)
Meeks (NY)
Menendez
Millender-

McDonald
Miller, George
Minge
Mink
Moakley
Mollohan
Moore
Moran (VA)
Morella
Murtha
Nadler

Napolitano
Neal
Norwood
Oberstar
Obey
Olver
Ortiz
Owens
Pallone
Pascrell
Pastor
Paul
Payne
Pelosi
Peterson (MN)
Phelps
Pickett
Pomeroy
Price (NC)
Quinn
Rahall
Rangel
Reyes
Rivers
Rodriguez
Roemer
Rothman
Roukema
Roybal-Allard
Rush
Sabo
Sanchez
Sanders
Sandlin
Sanford
Sawyer
Saxton
Schakowsky
Scott
Serrano
Sherman
Shows
Sisisky
Skelton
Slaughter
Smith (NJ)
Smith (WA)
Snyder
Spratt
Stabenow
Stark
Stenholm
Strickland
Stupak
Tanner
Tauscher
Taylor (MS)
Terry
Thompson (CA)
Thompson (MS)
Thurman
Tierney
Towns
Traficant
Turner
Udall (CO)
Udall (NM)
Velazquez
Vento
Visclosky
Waters
Watt (NC)
Waxman
Weiner
Wexler
Weygand
Wise
Woolsey
Wu
Wynn

NOT VOTING—3

Cox Kaptur Scarborough
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Mr. WALSH changed his vote from
‘‘no’’ to ‘‘aye.’’

So the amendment in the nature of a
substitute was rejected.

The result of the vote was announced
as above recorded.

AMENDMENT NO. 3 IN THE NATURE OF A
SUBSTITUTE OFFERED BY MR. HOUGHTON

Mr. HOUGHTON. Mr. Chairman, I
offer an amendment in the nature of a
substitute.

The CHAIRMAN. The Clerk will des-
ignate the amendment in the nature of
a substitute.

The text of the amendment in the na-
ture of a substitute is as follows:

Amendment No. 3 in the nature of a sub-
stitute offered by Mr. HOUGHTON:

Strike out all after the enacting clause and
insert the following:
SECTION 1. SHORT TITLE; TABLE OF CONTENTS.

(a) SHORT TITLE.—This Act may be cited as
the ‘‘Bipartisan Consensus Managed Care Im-
provement Act of 1999’’.

(b) TABLE OF CONTENTS.—The table of con-
tents of this Act is as follows:

Sec. 1. Short title; table of contents.

TITLE I—IMPROVING MANAGED CARE

Subtitle A—Grievances and Appeals

Sec. 101. Utilization review activities.
Sec. 102. Internal appeals procedures.
Sec. 103. External appeals procedures.
Sec. 104. Establishment of a grievance proc-

ess.

Subtitle B—Access to Care

Sec. 111. Consumer choice option.
Sec. 112. Choice of health care professional.
Sec. 113. Access to emergency care.
Sec. 114. Access to specialty care.
Sec. 115. Access to obstetrical and gyneco-

logical care.
Sec. 116. Access to pediatric care.
Sec. 117. Continuity of care.
Sec. 118. Access to needed prescription

drugs.
Sec. 119. Coverage for individuals partici-

pating in approved clinical
trials.

Subtitle C—Access to Information

Sec. 121. Patient access to information.

Subtitle D—Protecting the Doctor-Patient
Relationship

Sec. 131. Prohibition of interference with
certain medical communica-
tions.

Sec. 132. Prohibition of discrimination
against providers based on li-
censure.

Sec. 133. Prohibition against improper in-
centive arrangements.

Sec. 134. Payment of claims.
Sec. 135. Protection for patient advocacy.

Subtitle E—Definitions

Sec. 151. Definitions.
Sec. 152. Preemption; State flexibility; con-

struction.
Sec. 153. Exclusions.
Sec. 154. Coverage of limited scope plans.
Sec. 155. Regulations.

TITLE II—APPLICATION OF QUALITY
STANDARDS TO GROUP HEALTH PLANS
AND HEALTH INSURANCE COVERAGE
UNDER THE PUBLIC HEALTH SERVICE
ACT

Sec. 201. Application to group health plans
and group health insurance cov-
erage.

Sec. 202. Application to individual health in-
surance coverage.

TITLE III—AMENDMENTS TO THE EM-
PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

Sec. 301. Application of patient protection
standards to group health plans
and group health insurance cov-
erage under the Employee Re-
tirement Income Security Act
of 1974.

Sec. 302. Additional judicial remedies.
Sec. 303. Availability of binding arbitration.
TITLE IV—APPLICATION TO GROUP

HEALTH PLANS UNDER THE INTERNAL
REVENUE CODE OF 1986

Sec. 401. Amendments to the Internal Rev-
enue Code of 1986.

TITLE V—EFFECTIVE DATES;
COORDINATION IN IMPLEMENTATION

Sec. 501. Effective dates.
Sec. 502. Coordination in implementation.

TITLE VI—HEALTH CARE PAPERWORK
SIMPLIFICATION

Sec. 601. Health care paperwork simplifica-
tion.

TITLE I—IMPROVING MANAGED CARE
Subtitle A—Grievance and Appeals

SEC. 101. UTILIZATION REVIEW ACTIVITIES.
(a) COMPLIANCE WITH REQUIREMENTS.—
(1) IN GENERAL.—A group health plan, and

a health insurance issuer that provides
health insurance coverage, shall conduct uti-
lization review activities in connection with
the provision of benefits under such plan or
coverage only in accordance with a utiliza-
tion review program that meets the require-
ments of this section.

(2) USE OF OUTSIDE AGENTS.—Nothing in
this section shall be construed as preventing
a group health plan or health insurance
issuer from arranging through a contract or
otherwise for persons or entities to conduct
utilization review activities on behalf of the
plan or issuer, so long as such activities are
conducted in accordance with a utilization
review program that meets the requirements
of this section.

(3) UTILIZATION REVIEW DEFINED.—For pur-
poses of this section, the terms ‘‘utilization
review’’ and ‘‘utilization review activities’’
mean procedures used to monitor or evaluate
the use or coverage, clinical necessity, ap-
propriateness, efficacy, or efficiency of
health care services, procedures or settings,
and includes prospective review, concurrent
review, second opinions, case management,
discharge planning, or retrospective review.

(b) WRITTEN POLICIES AND CRITERIA.—
(1) WRITTEN POLICIES.—A utilization review

program shall be conducted consistent with
written policies and procedures that govern
all aspects of the program.

(2) USE OF WRITTEN CRITERIA.—
(A) IN GENERAL.—Such a program shall uti-

lize written clinical review criteria devel-
oped with input from a range of appropriate
actively practicing health care professionals,
as determined by the plan, pursuant to the
program. Such criteria shall include written
clinical review criteria that are based on
valid clinical evidence where available and
that are directed specifically at meeting the
needs of at-risk populations and covered in-
dividuals with chronic conditions or severe
illnesses, including gender-specific criteria
and pediatric-specific criteria where avail-
able and appropriate.

(B) CONTINUING USE OF STANDARDS IN RET-
ROSPECTIVE REVIEW.—If a health care service
has been specifically pre-authorized or ap-
proved for an enrollee under such a program,
the program shall not, pursuant to retro-
spective review, revise or modify the specific
standards, criteria, or procedures used for
the utilization review for procedures, treat-
ment, and services delivered to the enrollee
during the same course of treatment.

(C) REVIEW OF SAMPLE OF CLAIMS DENIALS.—
Such a program shall provide for an evalua-
tion of the clinical appropriateness of at
least a sample of denials of claims for bene-
fits.

(c) CONDUCT OF PROGRAM ACTIVITIES.—
(1) ADMINISTRATION BY HEALTH CARE PRO-

FESSIONALS.—A utilization review program
shall be administered by qualified health
care professionals who shall oversee review
decisions.

(2) USE OF QUALIFIED, INDEPENDENT PER-
SONNEL.—

(A) IN GENERAL.—A utilization review pro-
gram shall provide for the conduct of utiliza-
tion review activities only through personnel
who are qualified and have received appro-
priate training in the conduct of such activi-
ties under the program.

(B) PROHIBITION OF CONTINGENT COMPENSA-
TION ARRANGEMENTS.—Such a program shall
not, with respect to utilization review activi-
ties, permit or provide compensation or any-
thing of value to its employees, agents, or
contractors in a manner that encourages de-
nials of claims for benefits.

(C) PROHIBITION OF CONFLICTS.—Such a pro-
gram shall not permit a health care profes-
sional who is providing health care services
to an individual to perform utilization re-
view activities in connection with the health
care services being provided to the indi-
vidual.

(3) ACCESSIBILITY OF REVIEW.—Such a pro-
gram shall provide that appropriate per-
sonnel performing utilization review activi-
ties under the program, including the utili-
zation review administrator, are reasonably
accessible by toll-free telephone during nor-
mal business hours to discuss patient care
and allow response to telephone requests,
and that appropriate provision is made to re-
ceive and respond promptly to calls received
during other hours.

(4) LIMITS ON FREQUENCY.—Such a program
shall not provide for the performance of uti-
lization review activities with respect to a
class of services furnished to an individual
more frequently than is reasonably required
to assess whether the services under review
are medically necessary or appropriate.

(d) DEADLINE FOR DETERMINATIONS.—
(1) PRIOR AUTHORIZATION SERVICES.—
(A) IN GENERAL.—Except as provided in

paragraph (2), in the case of a utilization re-
view activity involving the prior authoriza-
tion of health care items and services for an
individual, the utilization review program
shall make a determination concerning such
authorization, and provide notice of the de-
termination to the individual or the individ-
ual’s designee and the individual’s health
care provider by telephone and in printed
form, as soon as possible in accordance with
the medical exigencies of the case, and in no
event later than the deadline specified in
subparagraph (B).

(B) DEADLINE.—
(i) IN GENERAL.—Subject to clauses (ii) and

(iii), the deadline specified in this subpara-
graph is 14 days after the date of receipt of
the request for prior authorization.

(ii) EXTENSION PERMITTED WHERE NOTICE OF
ADDITIONAL INFORMATION REQUIRED.—If a uti-
lization review program—

(I) receives a request for a prior authoriza-
tion,

(II) determines that additional information
is necessary to complete the review and
make the determination on the request, and

(III) notifies the requester, not later than 5
business days after the date of receiving the
request, of the need for such specified addi-
tional information,

the deadline specified in this subparagraph is
14 days after the date the program receives
the specified additional information, but in
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no case later than 28 days after the date of
receipt of the request for the prior authoriza-
tion. This clause shall not apply if the dead-
line is specified in clause (iii).

(iii) EXPEDITED CASES.—In the case of a sit-
uation described in section 102(c)(1)(A), the
deadline specified in this subparagraph is 72
hours after the time of the request for prior
authorization.

(2) ONGOING CARE.—
(A) CONCURRENT REVIEW.—
(i) IN GENERAL.—Subject to subparagraph

(B), in the case of a concurrent review of on-
going care (including hospitalization), which
results in a termination or reduction of such
care, the plan must provide by telephone and
in printed form notice of the concurrent re-
view determination to the individual or the
individual’s designee and the individual’s
health care provider as soon as possible in
accordance with the medical exigencies of
the case, with sufficient time prior to the
termination or reduction to allow for an ap-
peal under section 102(c)(1)(A) to be com-
pleted before the termination or reduction
takes effect.

(ii) CONTENTS OF NOTICE.—Such notice shall
include, with respect to ongoing health care
items and services, the number of ongoing
services approved, the new total of approved
services, the date of onset of services, and
the next review date, if any, as well as a
statement of the individual’s rights to fur-
ther appeal.

(B) EXCEPTION.—Subparagraph (A) shall
not be interpreted as requiring plans or
issuers to provide coverage of care that
would exceed the coverage limitations for
such care.

(3) PREVIOUSLY PROVIDED SERVICES.—In the
case of a utilization review activity involv-
ing retrospective review of health care serv-
ices previously provided for an individual,
the utilization review program shall make a
determination concerning such services, and
provide notice of the determination to the
individual or the individual’s designee and
the individual’s health care provider by tele-
phone and in printed form, within 30 days of
the date of receipt of information that is rea-
sonably necessary to make such determina-
tion, but in no case later than 60 days after
the date of receipt of the claim for benefits.

(4) FAILURE TO MEET DEADLINE.—In a case
in which a group health plan or health insur-
ance issuer fails to make a determination on
a claim for benefit under paragraph (1),
(2)(A), or (3) by the applicable deadline estab-
lished under the respective paragraph, the
failure shall be treated under this subtitle as
a denial of the claim as of the date of the
deadline.

(5) REFERENCE TO SPECIAL RULES FOR EMER-
GENCY SERVICES, MAINTENANCE CARE, AND
POST-STABILIZATION CARE.—For waiver of
prior authorization requirements in certain
cases involving emergency services and
maintenance care and post-stabilization
care, see subsections (a)(1) and (b) of section
113, respectively.

(e) NOTICE OF DENIALS OF CLAIMS FOR BENE-
FITS.—

(1) IN GENERAL.—Notice of a denial of
claims for benefits under a utilization review
program shall be provided in printed form
and written in a manner calculated to be un-
derstood by the participant, beneficiary, or
enrollee and shall include—

(A) the reasons for the denial (including
the clinical rationale);

(B) instructions on how to initiate an ap-
peal under section 102; and

(C) notice of the availability, upon request
of the individual (or the individual’s des-
ignee) of the clinical review criteria relied
upon to make such denial.

(2) SPECIFICATION OF ANY ADDITIONAL INFOR-
MATION.—Such a notice shall also specify

what (if any) additional necessary informa-
tion must be provided to, or obtained by, the
person making the denial in order to make a
decision on such an appeal.

(f) CLAIM FOR BENEFITS AND DENIAL OF
CLAIM FOR BENEFITS DEFINED.—For purposes
of this subtitle:

(1) CLAIM FOR BENEFITS.—The term ‘‘claim
for benefits’’ means any request for coverage
(including authorization of coverage), for eli-
gibility, or for payment in whole or in part,
for an item or service under a group health
plan or health insurance coverage.

(2) DENIAL OF CLAIM FOR BENEFITS.—The
term ‘‘denial’’ means, with respect to a
claim for benefits, means a denial, or a fail-
ure to act on a timely basis upon, in whole
or in part, the claim for benefits and in-
cludes a failure to provide benefits (includ-
ing items and services) required to be pro-
vided under this title.
SEC. 102. INTERNAL APPEALS PROCEDURES.

(a) RIGHT OF REVIEW.—
(1) IN GENERAL.—Each group health plan,

and each health insurance issuer offering
health insurance coverage—

(A) shall provide adequate notice in writ-
ing to any participant or beneficiary under
such plan, or enrollee under such coverage,
whose claim for benefits under the plan or
coverage has been denied (within the mean-
ing of section 101(f)(2)), setting forth the spe-
cific reasons for such denial of claim for ben-
efits and rights to any further review or ap-
peal, written in a manner calculated to be
understood by the participant, beneficiary,
or enrollee; and

(B) shall afford such a participant, bene-
ficiary, or enrollee (and any provider or
other person acting on behalf of such an indi-
vidual with the individual’s consent or with-
out such consent if the individual is medi-
cally unable to provide such consent) who is
dissatisfied with such a denial of claim for
benefits a reasonable opportunity (of not less
than 180 days) to request and obtain a full
and fair review by a named fiduciary (with
respect to such plan) or named appropriate
individual (with respect to such coverage) of
the decision denying the claim.

(2) TREATMENT OF ORAL REQUESTS.—The re-
quest for review under paragraph (1)(B) may
be made orally, but, in the case of an oral re-
quest, shall be followed by a request in writ-
ing.

(b) INTERNAL REVIEW PROCESS.—
(1) CONDUCT OF REVIEW.—
(A) IN GENERAL.—A review of a denial of

claim under this section shall be made by an
individual who—

(i) in a case involving medical judgment,
shall be a physician or, in the case of limited
scope coverage (as defined in subparagraph
(B), shall be an appropriate specialist;

(ii) has been selected by the plan or issuer;
and

(iii) did not make the initial denial in the
internally appealable decision.

(B) LIMITED SCOPE COVERAGE DEFINED.—For
purposes of subparagraph (A), the term ‘‘lim-
ited scope coverage’’ means a group health
plan or health insurance coverage the only
benefits under which are for benefits de-
scribed in section 2791(c)(2)(A) of the Public
Health Service Act (42 U.S.C. 300gg–91(c)(2)).

(2) TIME LIMITS FOR INTERNAL REVIEWS.—
(A) IN GENERAL.—Having received such a

request for review of a denial of claim, the
plan or issuer shall, in accordance with the
medical exigencies of the case but not later
than the deadline specified in subparagraph
(B), complete the review on the denial and
transmit to the participant, beneficiary, en-
rollee, or other person involved a decision
that affirms, reverses, or modifies the denial.
If the decision does not reverse the denial,
the plan or issuer shall transmit, in printed

form, a notice that sets forth the grounds for
such decision and that includes a description
of rights to any further appeal. Such deci-
sion shall be treated as the final decision of
the plan. Failure to issue such a decision by
such deadline shall be treated as a final deci-
sion affirming the denial of claim.

(B) DEADLINE.—
(i) IN GENERAL.—Subject to clauses (ii) and

(iii), the deadline specified in this subpara-
graph is 14 days after the date of receipt of
the request for internal review.

(ii) EXTENSION PERMITTED WHERE NOTICE OF
ADDITIONAL INFORMATION REQUIRED.—If a
group health plan or health insurance
issuer—

(I) receives a request for internal review,
(II) determines that additional information

is necessary to complete the review and
make the determination on the request, and

(III) notifies the requester, not later than 5
business days after the date of receiving the
request, of the need for such specified addi-
tional information,

the deadline specified in this subparagraph is
14 days after the date the plan or issuer re-
ceives the specified additional information,
but in no case later than 28 days after the
date of receipt of the request for the internal
review. This clause shall not apply if the
deadline is specified in clause (iii).

(iii) EXPEDITED CASES.—In the case of a sit-
uation described in subsection (c)(1)(A), the
deadline specified in this subparagraph is 72
hours after the time of the request for re-
view.

(c) EXPEDITED REVIEW PROCESS.—
(1) IN GENERAL.—A group health plan, and

a health insurance issuer, shall establish
procedures in writing for the expedited con-
sideration of requests for review under sub-
section (b) in situations—

(A) in which, as determined by the plan or
issuer or as certified in writing by a treating
health care professional, the application of
the normal timeframe for making a deter-
mination could seriously jeopardize the life
or health of the participant, beneficiary, or
enrollee or such an individual’s ability to re-
gain maximum function; or

(B) described in section 101(d)(2) (relating
to requests for continuation of ongoing care
which would otherwise be reduced or termi-
nated).

(2) PROCESS.—Under such procedures—
(A) the request for expedited review may

be submitted orally or in writing by an indi-
vidual or provider who is otherwise entitled
to request the review;

(B) all necessary information, including
the plan’s or issuer’s decision, shall be trans-
mitted between the plan or issuer and the re-
quester by telephone, facsimile, or other
similarly expeditious available method; and

(C) the plan or issuer shall expedite the re-
view in the case of any of the situations de-
scribed in subparagraph (A) or (B) of para-
graph (1).

(3) DEADLINE FOR DECISION.—The decision
on the expedited review must be made and
communicated to the parties as soon as pos-
sible in accordance with the medical exigen-
cies of the case, and in no event later than 72
hours after the time of receipt of the request
for expedited review, except that in a case
described in paragraph (1)(B), the decision
must be made before the end of the approved
period of care.

(d) WAIVER OF PROCESS.—A plan or issuer
may waive its rights for an internal review
under subsection (b). In such case the partic-
ipant, beneficiary, or enrollee involved (and
any designee or provider involved) shall be
relieved of any obligation to complete the
review involved and may, at the option of
such participant, beneficiary, enrollee, des-
ignee, or provider, proceed directly to seek
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further appeal through any applicable exter-
nal appeals process.
SEC. 103. EXTERNAL APPEALS PROCEDURES.

(a) RIGHT TO EXTERNAL APPEAL.—
(1) IN GENERAL.—A group health plan, and

a health insurance issuer offering health in-
surance coverage, shall provide for an exter-
nal appeals process that meets the require-
ments of this section in the case of an exter-
nally appealable decision described in para-
graph (2), for which an appeal is made, with-
in 180 days after completion of the plan’s in-
ternal appeals process under section 102, ei-
ther by the plan or issuer or by the partici-
pant, beneficiary, or enrollee (and any pro-
vider or other person acting on behalf of
such an individual with the individual’s con-
sent or without such consent if such an indi-
vidual is medically unable to provide such
consent). The appropriate Secretary shall es-
tablish standards to carry out such require-
ments.

(2) EXTERNALLY APPEALABLE DECISION DE-
FINED.—

(A) IN GENERAL.—For purposes of this sec-
tion, the term ‘‘externally appealable deci-
sion’’ means a denial of claim for benefits (as
defined in section 101(f)(2))—

(i) that is based in whole or in part on a de-
cision that the item or service is not medi-
cally necessary or appropriate or is inves-
tigational or experimental; or

(ii) in which the decision as to whether a
benefit is covered involves a medical judg-
ment.

(B) INCLUSION.—Such term also includes a
failure to meet an applicable deadline for in-
ternal review under section 102.

(C) EXCLUSIONS.—Such term does not
include—

(i) specific exclusions or express limita-
tions on the amount, duration, or scope of
coverage that do not involve medical judg-
ment; or

(ii) a decision regarding whether an indi-
vidual is a participant, beneficiary, or en-
rollee under the plan or coverage.

(3) EXHAUSTION OF INTERNAL REVIEW PROC-
ESS.—Except as provided under section
102(d), a plan or issuer may condition the use
of an external appeal process in the case of
an externally appealable decision upon a
final decision in an internal review under
section 102, but only if the decision is made
in a timely basis consistent with the dead-
lines provided under this subtitle.

(4) FILING FEE REQUIREMENT.—
(A) IN GENERAL.—Subject to subparagraph

(B), a plan or issuer may condition the use of
an external appeal process upon payment to
the plan or issuer of a filing fee that does not
exceed $25.

(B) EXCEPTION FOR INDIGENCY.—The plan or
issuer may not require payment of the filing
fee in the case of an individual participant,
beneficiary, or enrollee who certifies (in a
form and manner specified in guidelines es-
tablished by the Secretary of Health and
Human Services) that the individual is indi-
gent (as defined in such guidelines).

(C) REFUNDING FEE IN CASE OF SUCCESSFUL
APPEALS.—The plan or issuer shall refund
payment of the filing fee under this para-
graph if the recommendation of the external
appeal entity is to reverse or modify the de-
nial of a claim for benefits which is the sub-
ject of the appeal.

(b) GENERAL ELEMENTS OF EXTERNAL AP-
PEALS PROCESS.—

(1) CONTRACT WITH QUALIFIED EXTERNAL AP-
PEAL ENTITY.—

(A) CONTRACT REQUIREMENT.—Except as
provided in subparagraph (D), the external
appeal process under this section of a plan or
issuer shall be conducted under a contract
between the plan or issuer and one or more
qualified external appeal entities (as defined
in subsection (c)).

(B) LIMITATION ON PLAN OR ISSUER SELEC-
TION.—The applicable authority shall imple-
ment procedures—

(i) to assure that the selection process
among qualified external appeal entities will
not create any incentives for external appeal
entities to make a decision in a biased man-
ner, and

(ii) for auditing a sample of decisions by
such entities to assure that no such deci-
sions are made in a biased manner.

(C) OTHER TERMS AND CONDITIONS.—The
terms and conditions of a contract under
this paragraph shall be consistent with the
standards the appropriate Secretary shall es-
tablish to assure there is no real or apparent
conflict of interest in the conduct of external
appeal activities. Such contract shall pro-
vide that all costs of the process (except
those incurred by the participant, bene-
ficiary, enrollee, or treating professional in
support of the appeal) shall be paid by the
plan or issuer, and not by the participant,
beneficiary, or enrollee. The previous sen-
tence shall not be construed as applying to
the imposition of a filing fee under sub-
section (a)(4).

(D) STATE AUTHORITY WITH RESPECT QUALI-
FIED EXTERNAL APPEAL ENTITY FOR HEALTH
INSURANCE ISSUERS.—With respect to health
insurance issuers offering health insurance
coverage in a State, the State may provide
for external review activities to be con-
ducted by a qualified external appeal entity
that is designated by the State or that is se-
lected by the State in a manner determined
by the State to assure an unbiased deter-
mination.

(2) ELEMENTS OF PROCESS.—An external ap-
peal process shall be conducted consistent
with standards established by the appro-
priate Secretary that include at least the
following:

(A) FAIR AND DE NOVO DETERMINATION.—The
process shall provide for a fair, de novo de-
termination. However, nothing in this para-
graph shall be construed as providing for
coverage of items and services for which ben-
efits are specifically excluded under the plan
or coverage.

(B) STANDARD OF REVIEW.—An external ap-
peal entity shall determine whether the
plan’s or issuer’s decision is in accordance
with the medical needs of the patient in-
volved (as determined by the entity) taking
into account, as of the time of the entity’s
determination, the patient’s medical condi-
tion and any relevant and reliable evidence
the entity obtains under subparagraph (D). If
the entity determines the decision is in ac-
cordance with such needs, the entity shall
affirm the decision and to the extent that
the entity determines the decision is not in
accordance with such needs, the entity shall
reverse or modify the decision.

(C) CONSIDERATION OF PLAN OR COVERAGE
DEFINITIONS.—In making such determination,
the external appeal entity shall consider (but
not be bound by) any language in the plan or
coverage document relating to the defini-
tions of the terms medical necessity, medi-
cally necessary or appropriate, or experi-
mental, investigational, or related terms.

(D) EVIDENCE.—
(i) IN GENERAL.—An external appeal entity

shall include, among the evidence taken into
consideration—

(I) the decision made by the plan or issuer
upon internal review under section 102 and
any guidelines or standards used by the plan
or issuer in reaching such decision;

(II) any personal health and medical infor-
mation supplied with respect to the indi-
vidual whose denial of claim for benefits has
been appealed; and

(III) the opinion of the individual’s treat-
ing physician or health care professional.

(ii) ADDITIONAL EVIDENCE.—Such entity
may also take into consideration but not be
limited to the following evidence (to the ex-
tent available):

(I) The results of studies that meet profes-
sionally recognized standards of validity and
replicability or that have been published in
peer-reviewed journals.

(II) The results of professional consensus
conferences conducted or financed in whole
or in part by one or more government agen-
cies.

(III) Practice and treatment guidelines
prepared or financed in whole or in part by
government agencies.

(IV) Government-issued coverage and
treatment policies.

(V) Community standard of care and gen-
erally accepted principles of professional
medical practice.

(VI) To the extent that the entity deter-
mines it to be free of any conflict of interest,
the opinions of individuals who are qualified
as experts in one or more fields of health
care which are directly related to the mat-
ters under appeal.

(VII) To the extent that the entity deter-
mines it to be free of any conflict of interest,
the results of peer reviews conducted by the
plan or issuer involved.

(E) DETERMINATION CONCERNING EXTER-
NALLY APPEALABLE DECISIONS.—A qualified
external appeal entity shall determine—

(i) whether a denial of claim for benefits is
an externally appealable decision (within the
meaning of subsection (a)(2));

(ii) whether an externally appealable deci-
sion involves an expedited appeal; and

(iii) for purposes of initiating an external
review, whether the internal review process
has been completed.

(F) OPPORTUNITY TO SUBMIT EVIDENCE.—
Each party to an externally appealable deci-
sion may submit evidence related to the
issues in dispute.

(G) PROVISION OF INFORMATION.—The plan
or issuer involved shall provide timely ac-
cess to the external appeal entity to infor-
mation and to provisions of the plan or
health insurance coverage relating to the
matter of the externally appealable decision,
as determined by the entity.

(H) TIMELY DECISIONS.—A determination by
the external appeal entity on the decision
shall—

(i) be made orally or in writing and, if it is
made orally, shall be supplied to the parties
in writing as soon as possible;

(ii) be made in accordance with the med-
ical exigencies of the case involved, but in no
event later than 21 days after the date (or, in
the case of an expedited appeal, 72 hours
after the time) of requesting an external ap-
peal of the decision;

(iii) state, in layperson’s language, the
basis for the determination, including, if rel-
evant, any basis in the terms or conditions
of the plan or coverage; and

(iv) inform the participant, beneficiary, or
enrollee of the individual’s rights (including
any limitation on such rights) to seek fur-
ther review by the courts (or other process)
of the external appeal determination.

(I) COMPLIANCE WITH DETERMINATION.—If
the external appeal entity reverses or modi-
fies the denial of a claim for benefits, the
plan or issuer shall—

(i) upon the receipt of the determination,
authorize benefits in accordance with such
determination;

(ii) take such actions as may be necessary
to provide benefits (including items or serv-
ices) in a timely manner consistent with
such determination; and

(iii) submit information to the entity docu-
menting compliance with the entity’s deter-
mination and this subparagraph.
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(c) QUALIFICATIONS OF EXTERNAL APPEAL

ENTITIES.—
(1) IN GENERAL.—For purposes of this sec-

tion, the term ‘‘qualified external appeal en-
tity’’ means, in relation to a plan or issuer,
an entity that is certified under paragraph
(2) as meeting the following requirements:

(A) The entity meets the independence re-
quirements of paragraph (3).

(B) The entity conducts external appeal ac-
tivities through a panel of not fewer than 3
clinical peers.

(C) The entity has sufficient medical,
legal, and other expertise and sufficient
staffing to conduct external appeal activities
for the plan or issuer on a timely basis con-
sistent with subsection (b)(2)(G).

(D) The entity meets such other require-
ments as the appropriate Secretary may im-
pose.

(2) INITIAL CERTIFICATION OF EXTERNAL AP-
PEAL ENTITIES.—

(A) IN GENERAL.—In order to be treated as
a qualified external appeal entity with re-
spect to—

(i) a group health plan, the entity must be
certified (and, in accordance with subpara-
graph (B), periodically recertified) as meet-
ing the requirements of paragraph (1)—

(I) by the Secretary of Labor;
(II) under a process recognized or approved

by the Secretary of Labor; or
(III) to the extent provided in subpara-

graph (C)(i), by a qualified private standard-
setting organization (certified under such
subparagraph); or

(ii) a health insurance issuer operating in a
State, the entity must be certified (and, in
accordance with subparagraph (B), periodi-
cally recertified) as meeting such
requirements—

(I) by the applicable State authority (or
under a process recognized or approved by
such authority); or

(II) if the State has not established a cer-
tification and recertification process for
such entities, by the Secretary of Health and
Human Services, under a process recognized
or approved by such Secretary, or to the ex-
tent provided in subparagraph (C)(ii), by a
qualified private standard-setting organiza-
tion (certified under such subparagraph).

(B) RECERTIFICATION PROCESS.—The appro-
priate Secretary shall develop standards for
the recertification of external appeal enti-
ties. Such standards shall include a review
of—

(i) the number of cases reviewed;
(ii) a summary of the disposition of those

cases;
(iii) the length of time in making deter-

minations on those cases;
(iv) updated information of what was re-

quired to be submitted as a condition of cer-
tification for the entity’s performance of ex-
ternal appeal activities; and

(v) such information as may be necessary
to assure the independence of the entity
from the plans or issuers for which external
appeal activities are being conducted.

(C) CERTIFICATION OF QUALIFIED PRIVATE
STANDARD-SETTING ORGANIZATIONS.—

(i) FOR EXTERNAL REVIEWS UNDER GROUP
HEALTH PLANS.—For purposes of subpara-
graph (A)(i)(III), the Secretary of Labor may
provide for a process for certification (and
periodic recertification) of qualified private
standard-setting organizations which provide
for certification of external review entities.
Such an organization shall only be certified
if the organization does not certify an exter-
nal review entity unless it meets standards
required for certification of such an entity
by such Secretary under subparagraph
(A)(i)(I).

(ii) FOR EXTERNAL REVIEWS OF HEALTH IN-
SURANCE ISSUERS.—For purposes of subpara-
graph (A)(ii)(II), the Secretary of Health and

Human Services may provide for a process
for certification (and periodic recertifi-
cation) of qualified private standard-setting
organizations which provide for certification
of external review entities. Such an organi-
zation shall only be certified if the organiza-
tion does not certify an external review enti-
ty unless it meets standards required for cer-
tification of such an entity by such Sec-
retary under subparagraph (A)(ii)(II).

(3) INDEPENDENCE REQUIREMENTS.—
(A) IN GENERAL.—A clinical peer or other

entity meets the independence requirements
of this paragraph if—

(i) the peer or entity does not have a famil-
ial, financial, or professional relationship
with any related party;

(ii) any compensation received by such
peer or entity in connection with the exter-
nal review is reasonable and not contingent
on any decision rendered by the peer or enti-
ty;

(iii) except as provided in paragraph (4),
the plan and the issuer have no recourse
against the peer or entity in connection with
the external review; and

(iv) the peer or entity does not otherwise
have a conflict of interest with a related
party as determined under any regulations
which the Secretary may prescribe.

(B) RELATED PARTY.—For purposes of this
paragraph, the term ‘‘related party’’ means—

(i) with respect to—
(I) a group health plan or health insurance

coverage offered in connection with such a
plan, the plan or the health insurance issuer
offering such coverage, or

(II) individual health insurance coverage,
the health insurance issuer offering such
coverage,

or any plan sponsor, fiduciary, officer, direc-
tor, or management employee of such plan or
issuer;

(ii) the health care professional that pro-
vided the health care involved in the cov-
erage decision;

(iii) the institution at which the health
care involved in the coverage decision is pro-
vided;

(iv) the manufacturer of any drug or other
item that was included in the health care in-
volved in the coverage decision; or

(v) any other party determined under any
regulations which the Secretary may pre-
scribe to have a substantial interest in the
coverage decision.

(4) LIMITATION ON LIABILITY OF REVIEW-
ERS.—No qualified external appeal entity
having a contract with a plan or issuer under
this part and no person who is employed by
any such entity or who furnishes profes-
sional services to such entity, shall be held
by reason of the performance of any duty,
function, or activity required or authorized
pursuant to this section, to have violated
any criminal law, or to be civilly liable
under any law of the United States or of any
State (or political subdivision thereof) if due
care was exercised in the performance of
such duty, function, or activity and there
was no actual malice or gross misconduct in
the performance of such duty, function, or
activity.

(d) EXTERNAL APPEAL DETERMINATION
BINDING ON PLAN.—The determination by an
external appeal entity under this section is
binding on the plan and issuer involved in
the determination.

(e) PENALTIES AGAINST AUTHORIZED OFFI-
CIALS FOR REFUSING TO AUTHORIZE THE DE-
TERMINATION OF AN EXTERNAL REVIEW ENTI-
TY.—

(1) MONETARY PENALTIES.—In any case in
which the determination of an external re-
view entity is not followed by a group health
plan, or by a health insurance issuer offering
health insurance coverage, any person who,

acting in the capacity of authorizing the
benefit, causes such refusal may, in the dis-
cretion in a court of competent jurisdiction,
be liable to an aggrieved participant, bene-
ficiary, or enrollee for a civil penalty in an
amount of up to $1,000 a day from the date on
which the determination was transmitted to
the plan or issuer by the external review en-
tity until the date the refusal to provide the
benefit is corrected.

(2) CEASE AND DESIST ORDER AND ORDER OF
ATTORNEY’S FEES.—In any action described in
paragraph (1) brought by a participant, bene-
ficiary, or enrollee with respect to a group
health plan, or a health insurance issuer of-
fering health insurance coverage, in which a
plaintiff alleges that a person referred to in
such paragraph has taken an action result-
ing in a refusal of a benefit determined by an
external appeal entity in violation of such
terms of the plan, coverage, or this subtitle,
or has failed to take an action for which
such person is responsible under the plan,
coverage, or this title and which is necessary
under the plan or coverage for authorizing a
benefit, the court shall cause to be served on
the defendant an order requiring the
defendant—

(A) to cease and desist from the alleged ac-
tion or failure to act; and

(B) to pay to the plaintiff a reasonable at-
torney’s fee and other reasonable costs relat-
ing to the prosecution of the action on the
charges on which the plaintiff prevails.

(3) ADDITIONAL CIVIL PENALTIES.—
(A) IN GENERAL.—In addition to any pen-

alty imposed under paragraph (1) or (2), the
appropriate Secretary may assess a civil
penalty against a person acting in the capac-
ity of authorizing a benefit determined by an
external review entity for one or more group
health plans, or health insurance issuers of-
fering health insurance coverage, for—

(i) any pattern or practice of repeated re-
fusal to authorize a benefit determined by an
external appeal entity in violation of the
terms of such a plan, coverage, or this title;
or

(ii) any pattern or practice of repeated vio-
lations of the requirements of this section
with respect to such plan or plans or cov-
erage.

(B) STANDARD OF PROOF AND AMOUNT OF
PENALTY.—Such penalty shall be payable
only upon proof by clear and convincing evi-
dence of such pattern or practice and shall
be in an amount not to exceed the lesser of—

(i) 25 percent of the aggregate value of ben-
efits shown by the appropriate Secretary to
have not been provided, or unlawfully de-
layed, in violation of this section under such
pattern or practice, or

(ii) $500,000.
(4) REMOVAL AND DISQUALIFICATION.—Any

person acting in the capacity of authorizing
benefits who has engaged in any such pat-
tern or practice described in paragraph (3)(A)
with respect to a plan or coverage, upon the
petition of the appropriate Secretary, may
be removed by the court from such position,
and from any other involvement, with re-
spect to such a plan or coverage, and may be
precluded from returning to any such posi-
tion or involvement for a period determined
by the court.

(f) PROTECTION OF LEGAL RIGHTS.—Nothing
in this subtitle shall be construed as altering
or eliminating any cause of action or legal
rights or remedies of participants, bene-
ficiaries, enrollees, and others under State or
Federal law (including sections 502 and 503 of
the Employee Retirement Income Security
Act of 1974), including the right to file judi-
cial actions to enforce actions.
SEC. 104. ESTABLISHMENT OF A GRIEVANCE

PROCESS.
(a) ESTABLISHMENT OF GRIEVANCE SYS-

TEM.—
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(1) IN GENERAL.—A group health plan, and

a health insurance issuer in connection with
the provision of health insurance coverage,
shall establish and maintain a system to pro-
vide for the presentation and resolution of
oral and written grievances brought by indi-
viduals who are participants, beneficiaries,
or enrollees, or health care providers or
other individuals acting on behalf of an indi-
vidual and with the individual’s consent or
without such consent if the individual is
medically unable to provide such consent,
regarding any aspect of the plan’s or issuer’s
services.

(2) GRIEVANCE DEFINED.—In this section,
the term ‘‘grievance’’ means any question,
complaint, or concern brought by a partici-
pant, beneficiary or enrollee that is not a
claim for benefits (as defined in section
101(f)(1)).

(b) GRIEVANCE SYSTEM.—Such system shall
include the following components with re-
spect to individuals who are participants,
beneficiaries, or enrollees:

(1) Written notification to all such individ-
uals and providers of the telephone numbers
and business addresses of the plan or issuer
personnel responsible for resolution of griev-
ances and appeals.

(2) A system to record and document, over
a period of at least 3 previous years, all
grievances and appeals made and their sta-
tus.

(3) A process providing for timely proc-
essing and resolution of grievances.

(4) Procedures for follow-up action, includ-
ing the methods to inform the person mak-
ing the grievance of the resolution of the
grievance.
Grievances are not subject to appeal under
the previous provisions of this subtitle.

Subtitle B—Access to Care
SEC. 111. CONSUMER CHOICE OPTION.

(a) IN GENERAL.—If a health insurance
issuer offers to enrollees health insurance
coverage in connection with a group health
plan which provides for coverage of services
only if such services are furnished through
health care professionals and providers who
are members of a network of health care pro-
fessionals and providers who have entered
into a contract with the issuer to provide
such services, the issuer shall also offer to
such enrollees (at the time of enrollment and
during an annual open season as provided
under subsection (c)) the option of health in-
surance coverage which provides for cov-
erage of such services which are not fur-
nished through health care professionals and
providers who are members of such a net-
work unless enrollees are offered such non-
network coverage through another group
health plan or through another health insur-
ance issuer in the group market.

(b) ADDITIONAL COSTS.—The amount of any
additional premium charged by the health
insurance issuer for the additional cost of
the creation and maintenance of the option
described in subsection (a) and the amount of
any additional cost sharing imposed under
such option shall be borne by the enrollee
unless it is paid by the health plan sponsor
through agreement with the health insur-
ance issuer.

(c) OPEN SEASON.—An enrollee may change
to the offering provided under this section
only during a time period determined by the
health insurance issuer. Such time period
shall occur at least annually.
SEC. 112. CHOICE OF HEALTH CARE PROFES-

SIONAL.
(a) PRIMARY CARE.—If a group health plan,

or a health insurance issuer that offers
health insurance coverage, requires or pro-
vides for designation by a participant, bene-
ficiary, or enrollee of a participating pri-
mary care provider, then the plan or issuer

shall permit each participant, beneficiary,
and enrollee to designate any participating
primary care provider who is available to ac-
cept such individual.

(b) SPECIALISTS.—
(1) IN GENERAL.—Subject to paragraph (2), a

group health plan and a health insurance
issuer that offers health insurance coverage
shall permit each participant, beneficiary, or
enrollee to receive medically necessary or
appropriate specialty care, pursuant to ap-
propriate referral procedures, from any
qualified participating health care profes-
sional who is available to accept such indi-
vidual for such care.

(2) LIMITATION.—Paragraph (1) shall not
apply to specialty care if the plan or issuer
clearly informs participants, beneficiaries,
and enrollees of the limitations on choice of
participating health care professionals with
respect to such care.
SEC. 113. ACCESS TO EMERGENCY CARE.

(a) COVERAGE OF EMERGENCY SERVICES.—
(1) IN GENERAL.—If a group health plan, or

health insurance coverage offered by a
health insurance issuer, provides any bene-
fits with respect to services in an emergency
department of a hospital, the plan or issuer
shall cover emergency services (as defined in
paragraph (2)(B))—

(A) without the need for any prior author-
ization determination;

(B) whether or not the health care provider
furnishing such services is a participating
provider with respect to such services;

(C) in a manner so that, if such services are
provided to a participant, beneficiary, or
enrollee—

(i) by a nonparticipating health care pro-
vider with or without prior authorization, or

(ii) by a participating health care provider
without prior authorization,

the participant, beneficiary, or enrollee is
not liable for amounts that exceed the
amounts of liability that would be incurred
if the services were provided by a partici-
pating health care provider with prior au-
thorization; and

(D) without regard to any other term or
condition of such coverage (other than exclu-
sion or coordination of benefits, or an affili-
ation or waiting period, permitted under sec-
tion 2701 of the Public Health Service Act,
section 701 of the Employee Retirement In-
come Security Act of 1974, or section 9801 of
the Internal Revenue Code of 1986, and other
than applicable cost-sharing).

(2) DEFINITIONS.—In this section:
(A) EMERGENCY MEDICAL CONDITION BASED

ON PRUDENT LAYPERSON STANDARD.—The term
‘‘emergency medical condition’’ means a
medical condition manifesting itself by
acute symptoms of sufficient severity (in-
cluding severe pain) such that a prudent
layperson, who possesses an average knowl-
edge of health and medicine, could reason-
ably expect the absence of immediate med-
ical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act.

(B) EMERGENCY SERVICES.—The term
‘‘emergency services’’ means—

(i) a medical screening examination (as re-
quired under section 1867 of the Social Secu-
rity Act) that is within the capability of the
emergency department of a hospital, includ-
ing ancillary services routinely available to
the emergency department to evaluate an
emergency medical condition (as defined in
subparagraph (A)), and

(ii) within the capabilities of the staff and
facilities available at the hospital, such fur-
ther medical examination and treatment as
are required under section 1867 of such Act to
stabilize the patient.

(C) STABILIZE.—The term ‘‘to stabilize’’
means, with respect to an emergency med-

ical condition, to provide such medical treat-
ment of the condition as may be necessary to
assure, within reasonable medical prob-
ability, that no material deterioration of the
condition is likely to result from or occur
during the transfer of the individual from a
facility.

(b) REIMBURSEMENT FOR MAINTENANCE CARE
AND POST-STABILIZATION CARE.—If benefits
are available under a group health plan, or
under health insurance coverage offered by a
health insurance issuer, with respect to
maintenance care or post-stabilization care
covered under the guidelines established
under section 1852(d)(2) of the Social Secu-
rity Act, the plan or issuer shall provide for
reimbursement with respect to such services
provided to a participant, beneficiary, or en-
rollee other than through a participating
health care provider in a manner consistent
with subsection (a)(1)(C) (and shall otherwise
comply with such guidelines).
SEC. 114. ACCESS TO SPECIALTY CARE.

(a) SPECIALTY CARE FOR COVERED SERV-
ICES.—

(1) IN GENERAL.—If—
(A) an individual is a participant or bene-

ficiary under a group health plan or an en-
rollee who is covered under health insurance
coverage offered by a health insurance
issuer,

(B) the individual has a condition or dis-
ease of sufficient seriousness and complexity
to require treatment by a specialist, and

(C) benefits for such treatment are pro-
vided under the plan or coverage,
the plan or issuer shall make or provide for
a referral to a specialist who is available and
accessible to provide the treatment for such
condition or disease.

(2) SPECIALIST DEFINED.—For purposes of
this subsection, the term ‘‘specialist’’ means,
with respect to a condition, a health care
practitioner, facility, or center that has ade-
quate expertise through appropriate training
and experience (including, in the case of a
child, appropriate pediatric expertise) to pro-
vide high quality care in treating the condi-
tion.

(3) CARE UNDER REFERRAL.—A group health
plan or health insurance issuer may require
that the care provided to an individual pur-
suant to such referral under paragraph (1)
be—

(A) pursuant to a treatment plan, only if
the treatment plan is developed by the spe-
cialist and approved by the plan or issuer, in
consultation with the designated primary
care provider or specialist and the individual
(or the individual’s designee), and

(B) in accordance with applicable quality
assurance and utilization review standards of
the plan or issuer.
Nothing in this subsection shall be construed
as preventing such a treatment plan for an
individual from requiring a specialist to pro-
vide the primary care provider with regular
updates on the specialty care provided, as
well as all necessary medical information.

(4) REFERRALS TO PARTICIPATING PRO-
VIDERS.—A group health plan or health in-
surance issuer is not required under para-
graph (1) to provide for a referral to a spe-
cialist that is not a participating provider,
unless the plan or issuer does not have an ap-
propriate specialist that is available and ac-
cessible to treat the individual’s condition
and that is a participating provider with re-
spect to such treatment.

(5) TREATMENT OF NONPARTICIPATING PRO-
VIDERS.—If a plan or issuer refers an indi-
vidual to a nonparticipating specialist pursu-
ant to paragraph (1), services provided pursu-
ant to the approved treatment plan (if any)
shall be provided at no additional cost to the
individual beyond what the individual would
otherwise pay for services received by such a
specialist that is a participating provider.
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(b) SPECIALISTS AS GATEKEEPER FOR TREAT-

MENT OF ONGOING SPECIAL CONDITIONS.—
(1) IN GENERAL.—A group health plan, or a

health insurance issuer, in connection with
the provision of health insurance coverage,
shall have a procedure by which an indi-
vidual who is a participant, beneficiary, or
enrollee and who has an ongoing special con-
dition (as defined in paragraph (3)) may re-
quest and receive a referral to a specialist
for such condition who shall be responsible
for and capable of providing and coordi-
nating the individual’s care with respect to
the condition. Under such procedures if such
an individual’s care would most appro-
priately be coordinated by such a specialist,
such plan or issuer shall refer the individual
to such specialist.

(2) TREATMENT FOR RELATED REFERRALS.—
Such specialists shall be permitted to treat
the individual without a referral from the in-
dividual’s primary care provider and may au-
thorize such referrals, procedures, tests, and
other medical services as the individual’s
primary care provider would otherwise be
permitted to provide or authorize, subject to
the terms of the treatment (referred to in
subsection (a)(3)(A)) with respect to the on-
going special condition.

(3) ONGOING SPECIAL CONDITION DEFINED.—In
this subsection, the term ‘‘ongoing special
condition’’ means a condition or disease
that—

(A) is life-threatening, degenerative, or
disabling, and

(B) requires specialized medical care over a
prolonged period of time.

(4) TERMS OF REFERRAL.—The provisions of
paragraphs (3) through (5) of subsection (a)
apply with respect to referrals under para-
graph (1) of this subsection in the same man-
ner as they apply to referrals under sub-
section (a)(1).

(c) STANDING REFERRALS.—
(1) IN GENERAL.—A group health plan, and

a health insurance issuer in connection with
the provision of health insurance coverage,
shall have a procedure by which an indi-
vidual who is a participant, beneficiary, or
enrollee and who has a condition that re-
quires ongoing care from a specialist may re-
ceive a standing referral to such specialist
for treatment of such condition. If the plan
or issuer, or if the primary care provider in
consultation with the medical director of the
plan or issuer and the specialist (if any), de-
termines that such a standing referral is ap-
propriate, the plan or issuer shall make such
a referral to such a specialist if the indi-
vidual so desires.

(2) TERMS OF REFERRAL.—The provisions of
paragraphs (3) through (5) of subsection (a)
apply with respect to referrals under para-
graph (1) of this subsection in the same man-
ner as they apply to referrals under sub-
section (a)(1).
SEC. 115. ACCESS TO OBSTETRICAL AND GYNECO-

LOGICAL CARE.
(a) IN GENERAL.—If a group health plan, or

a health insurance issuer in connection with
the provision of health insurance coverage,
requires or provides for a participant, bene-
ficiary, or enrollee to designate a partici-
pating primary care health care professional,
the plan or issuer—

(1) may not require authorization or a re-
ferral by the individual’s primary care
health care professional or otherwise for cov-
erage of gynecological care (including pre-
ventive women’s health examinations) and
pregnancy-related services provided by a
participating health care professional, in-
cluding a physician, who specializes in ob-
stetrics and gynecology to the extent such
care is otherwise covered, and

(2) shall treat the ordering of other obstet-
rical or gynecological care by such a partici-
pating professional as the authorization of

the primary care health care professional
with respect to such care under the plan or
coverage.

(b) CONSTRUCTION.—Nothing in subsection
(a) shall be construed to—

(1) waive any exclusions of coverage under
the terms of the plan or health insurance
coverage with respect to coverage of obstet-
rical or gynecological care; or

(2) preclude the group health plan or
health insurance issuer involved from requir-
ing that the obstetrical or gynecological pro-
vider notify the primary care health care
professional or the plan or issuer of treat-
ment decisions.
SEC. 116. ACCESS TO PEDIATRIC CARE.

(a) PEDIATRIC CARE.—If a group health
plan, or a health insurance issuer in connec-
tion with the provision of health insurance
coverage, requires or provides for an enrollee
to designate a participating primary care
provider for a child of such enrollee, the plan
or issuer shall permit the enrollee to des-
ignate a physician who specializes in pediat-
rics as the child’s primary care provider.

(b) CONSTRUCTION.—Nothing in subsection
(a) shall be construed to waive any exclu-
sions of coverage under the terms of the plan
or health insurance coverage with respect to
coverage of pediatric care.
SEC. 117. CONTINUITY OF CARE.

(a) IN GENERAL.—
(1) TERMINATION OF PROVIDER.—If a con-

tract between a group health plan, or a
health insurance issuer in connection with
the provision of health insurance coverage,
and a health care provider is terminated (as
defined in paragraph (3)(B)), or benefits or
coverage provided by a health care provider
are terminated because of a change in the
terms of provider participation in a group
health plan, and an individual who is a par-
ticipant, beneficiary, or enrollee in the plan
or coverage is undergoing treatment from
the provider for an ongoing special condition
(as defined in paragraph (3)(A)) at the time of
such termination, the plan or issuer shall—

(A) notify the individual on a timely basis
of such termination and of the right to elect
continuation of coverage of treatment by the
provider under this section; and

(B) subject to subsection (c), permit the in-
dividual to elect to continue to be covered
with respect to treatment by the provider of
such condition during a transitional period
(provided under subsection (b)).

(2) TREATMENT OF TERMINATION OF CON-
TRACT WITH HEALTH INSURANCE ISSUER.—If a
contract for the provision of health insur-
ance coverage between a group health plan
and a health insurance issuer is terminated
and, as a result of such termination, cov-
erage of services of a health care provider is
terminated with respect to an individual, the
provisions of paragraph (1) (and the suc-
ceeding provisions of this section) shall
apply under the plan in the same manner as
if there had been a contract between the plan
and the provider that had been terminated,
but only with respect to benefits that are
covered under the plan after the contract
termination.

(3) DEFINITIONS.—For purposes of this sec-
tion:

(A) ONGOING SPECIAL CONDITION.—The term
‘‘ongoing special condition’’ has the meaning
given such term in section 114(b)(3), and also
includes pregnancy.

(B) TERMINATION.—The term ‘‘terminated’’
includes, with respect to a contract, the ex-
piration or nonrenewal of the contract, but
does not include a termination of the con-
tract by the plan or issuer for failure to meet
applicable quality standards or for fraud.

(b) TRANSITIONAL PERIOD.—
(1) IN GENERAL.—Except as provided in

paragraphs (2) through (4), the transitional

period under this subsection shall extend up
to 90 days (as determined by the treating
health care professional) after the date of
the notice described in subsection (a)(1)(A) of
the provider’s termination.

(2) SCHEDULED SURGERY AND ORGAN TRANS-
PLANTATION.—If surgery or organ transplan-
tation was scheduled for an individual before
the date of the announcement of the termi-
nation of the provider status under sub-
section (a)(1)(A) or if the individual on such
date was on an established waiting list or
otherwise scheduled to have such surgery or
transplantation, the transitional period
under this subsection with respect to the
surgery or transplantation shall extend be-
yond the period under paragraph (1) and
until the date of discharge of the individual
after completion of the surgery or transplan-
tation.

(3) PREGNANCY.—If—
(A) a participant, beneficiary, or enrollee

was determined to be pregnant at the time of
a provider’s termination of participation,
and

(B) the provider was treating the preg-
nancy before date of the termination,

the transitional period under this subsection
with respect to provider’s treatment of the
pregnancy shall extend through the provi-
sion of post-partum care directly related to
the delivery.

(4) TERMINAL ILLNESS.—If—
(A) a participant, beneficiary, or enrollee

was determined to be terminally ill (as de-
termined under section 1861(dd)(3)(A) of the
Social Security Act) at the time of a pro-
vider’s termination of participation, and

(B) the provider was treating the terminal
illness before the date of termination,

the transitional period under this subsection
shall extend for the remainder of the individ-
ual’s life for care directly related to the
treatment of the terminal illness or its med-
ical manifestations.

(c) PERMISSIBLE TERMS AND CONDITIONS.—A
group health plan or health insurance issuer
may condition coverage of continued treat-
ment by a provider under subsection (a)(1)(B)
upon the individual notifying the plan of the
election of continued coverage and upon the
provider agreeing to the following terms and
conditions:

(1) The provider agrees to accept reim-
bursement from the plan or issuer and indi-
vidual involved (with respect to cost-shar-
ing) at the rates applicable prior to the start
of the transitional period as payment in full
(or, in the case described in subsection (a)(2),
at the rates applicable under the replace-
ment plan or issuer after the date of the ter-
mination of the contract with the health in-
surance issuer) and not to impose cost-shar-
ing with respect to the individual in an
amount that would exceed the cost-sharing
that could have been imposed if the contract
referred to in subsection (a)(1) had not been
terminated.

(2) The provider agrees to adhere to the
quality assurance standards of the plan or
issuer responsible for payment under para-
graph (1) and to provide to such plan or
issuer necessary medical information related
to the care provided.

(3) The provider agrees otherwise to adhere
to such plan’s or issuer’s policies and proce-
dures, including procedures regarding refer-
rals and obtaining prior authorization and
providing services pursuant to a treatment
plan (if any) approved by the plan or issuer.

(d) CONSTRUCTION.—Nothing in this section
shall be construed to require the coverage of
benefits which would not have been covered
if the provider involved remained a partici-
pating provider.
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SEC. 118. ACCESS TO NEEDED PRESCRIPTION

DRUGS.
If a group health plan, or health insurance

issuer that offers health insurance coverage,
provides benefits with respect to prescription
drugs but the coverage limits such benefits
to drugs included in a formulary, the plan or
issuer shall—

(1) ensure participation of participating
physicians and pharmacists in the develop-
ment of the formulary;

(2) disclose to providers and, disclose upon
request under section 121(c)(5) to partici-
pants, beneficiaries, and enrollees, the na-
ture of the formulary restrictions; and

(3) consistent with the standards for a uti-
lization review program under section 101,
provide for exceptions from the formulary
limitation when a non-formulary alternative
is medically indicated.
SEC. 119. COVERAGE FOR INDIVIDUALS PARTICI-

PATING IN APPROVED CLINICAL
TRIALS.

(a) COVERAGE.—
(1) IN GENERAL.—If a group health plan, or

health insurance issuer that is providing
health insurance coverage, provides coverage
to a qualified individual (as defined in sub-
section (b)), the plan or issuer—

(A) may not deny the individual participa-
tion in the clinical trial referred to in sub-
section (b)(2);

(B) subject to subsection (c), may not deny
(or limit or impose additional conditions on)
the coverage of routine patient costs for
items and services furnished in connection
with participation in the trial; and

(C) may not discriminate against the indi-
vidual on the basis of the enrollee’s partici-
pation in such trial.

(2) EXCLUSION OF CERTAIN COSTS.—For pur-
poses of paragraph (1)(B), routine patient
costs do not include the cost of the tests or
measurements conducted primarily for the
purpose of the clinical trial involved.

(3) USE OF IN-NETWORK PROVIDERS.—If one
or more participating providers is partici-
pating in a clinical trial, nothing in para-
graph (1) shall be construed as preventing a
plan or issuer from requiring that a qualified
individual participate in the trial through
such a participating provider if the provider
will accept the individual as a participant in
the trial.

(b) QUALIFIED INDIVIDUAL DEFINED.—For
purposes of subsection (a), the term ‘‘quali-
fied individual’’ means an individual who is a
participant or beneficiary in a group health
plan, or who is an enrollee under health in-
surance coverage, and who meets the fol-
lowing conditions:

(1)(A) The individual has a life-threatening
or serious illness for which no standard
treatment is effective.

(B) The individual is eligible to participate
in an approved clinical trial according to the
trial protocol with respect to treatment of
such illness.

(C) The individual’s participation in the
trial offers meaningful potential for signifi-
cant clinical benefit for the individual.

(2) Either—
(A) the referring physician is a partici-

pating health care professional and has con-
cluded that the individual’s participation in
such trial would be appropriate based upon
the individual meeting the conditions de-
scribed in paragraph (1); or

(B) the participant, beneficiary, or enrollee
provides medical and scientific information
establishing that the individual’s participa-
tion in such trial would be appropriate based
upon the individual meeting the conditions
described in paragraph (1).

(c) PAYMENT.—
(1) IN GENERAL.—Under this section a group

health plan or health insurance issuer shall
provide for payment for routine patient costs

described in subsection (a)(2) but is not re-
quired to pay for costs of items and services
that are reasonably expected (as determined
by the Secretary) to be paid for by the spon-
sors of an approved clinical trial.

(2) PAYMENT RATE.—In the case of covered
items and services provided by—

(A) a participating provider, the payment
rate shall be at the agreed upon rate, or

(B) a nonparticipating provider, the pay-
ment rate shall be at the rate the plan or
issuer would normally pay for comparable
services under subparagraph (A).

(d) APPROVED CLINICAL TRIAL DEFINED.—
(1) IN GENERAL.—In this section, the term

‘‘approved clinical trial’’ means a clinical re-
search study or clinical investigation ap-
proved and funded (which may include fund-
ing through in-kind contributions) by one or
more of the following:

(A) The National Institutes of Health.
(B) A cooperative group or center of the

National Institutes of Health.
(C) Either of the following if the conditions

described in paragraph (2) are met:
(i) The Department of Veterans Affairs.
(ii) The Department of Defense.
(2) CONDITIONS FOR DEPARTMENTS.—The

conditions described in this paragraph, for a
study or investigation conducted by a De-
partment, are that the study or investiga-
tion has been reviewed and approved through
a system of peer review that the Secretary
determines—

(A) to be comparable to the system of peer
review of studies and investigations used by
the National Institutes of Health, and

(B) assures unbiased review of the highest
scientific standards by qualified individuals
who have no interest in the outcome of the
review.

(e) CONSTRUCTION.—Nothing in this section
shall be construed to limit a plan’s or
issuer’s coverage with respect to clinical
trials.

Subtitle C—Access to Information
SEC. 121. PATIENT ACCESS TO INFORMATION.

(a) DISCLOSURE REQUIREMENT.—
(1) GROUP HEALTH PLANS.—A group health

plan shall—
(A) provide to participants and bene-

ficiaries at the time of initial coverage under
the plan (or the effective date of this section,
in the case of individuals who are partici-
pants or beneficiaries as of such date), and at
least annually thereafter, the information
described in subsection (b) in printed form;

(B) provide to participants and bene-
ficiaries, within a reasonable period (as spec-
ified by the appropriate Secretary) before or
after the date of significant changes in the
information described in subsection (b), in-
formation in printed form on such signifi-
cant changes; and

(C) upon request, make available to par-
ticipants and beneficiaries, the applicable
authority, and prospective participants and
beneficiaries, the information described in
subsection (b) or (c) in printed form.

(2) HEALTH INSURANCE ISSUERS.—A health
insurance issuer in connection with the pro-
vision of health insurance coverage shall—

(A) provide to individuals enrolled under
such coverage at the time of enrollment, and
at least annually thereafter, the information
described in subsection (b) in printed form;

(B) provide to enrollees, within a reason-
able period (as specified by the appropriate
Secretary) before or after the date of signifi-
cant changes in the information described in
subsection (b), information in printed form
on such significant changes; and

(C) upon request, make available to the ap-
plicable authority, to individuals who are
prospective enrollees, and to the public the
information described in subsection (b) or (c)
in printed form.

(b) INFORMATION PROVIDED.—The informa-
tion described in this subsection with respect
to a group health plan or health insurance
coverage offered by a health insurance issuer
includes the following:

(1) SERVICE AREA.—The service area of the
plan or issuer.

(2) BENEFITS.—Benefits offered under the
plan or coverage, including—

(A) covered benefits, including benefit lim-
its and coverage exclusions;

(B) cost sharing, such as deductibles, coin-
surance, and copayment amounts, including
any liability for balance billing, any max-
imum limitations on out of pocket expenses,
and the maximum out of pocket costs for
services that are provided by nonpartici-
pating providers or that are furnished with-
out meeting the applicable utilization review
requirements;

(C) the extent to which benefits may be ob-
tained from nonparticipating providers;

(D) the extent to which a participant, ben-
eficiary, or enrollee may select from among
participating providers and the types of pro-
viders participating in the plan or issuer net-
work;

(E) process for determining experimental
coverage; and

(F) use of a prescription drug formulary.
(3) ACCESS.—A description of the following:
(A) The number, mix, and distribution of

providers under the plan or coverage.
(B) Out-of-network coverage (if any) pro-

vided by the plan or coverage.
(C) Any point-of-service option (including

any supplemental premium or cost-sharing
for such option).

(D) The procedures for participants, bene-
ficiaries, and enrollees to select, access, and
change participating primary and specialty
providers.

(E) The rights and procedures for obtaining
referrals (including standing referrals) to
participating and nonparticipating pro-
viders.

(F) The name, address, and telephone num-
ber of participating health care providers
and an indication of whether each such pro-
vider is available to accept new patients.

(G) Any limitations imposed on the selec-
tion of qualifying participating health care
providers, including any limitations imposed
under section 112(b)(2).

(H) How the plan or issuer addresses the
needs of participants, beneficiaries, and en-
rollees and others who do not speak English
or who have other special communications
needs in accessing providers under the plan
or coverage, including the provision of infor-
mation described in this subsection and sub-
section (c) to such individuals.

(4) OUT-OF-AREA COVERAGE.—Out-of-area
coverage provided by the plan or issuer.

(5) EMERGENCY COVERAGE.—Coverage of
emergency services, including—

(A) the appropriate use of emergency serv-
ices, including use of the 911 telephone sys-
tem or its local equivalent in emergency sit-
uations and an explanation of what con-
stitutes an emergency situation;

(B) the process and procedures of the plan
or issuer for obtaining emergency services;
and

(C) the locations of (i) emergency depart-
ments, and (ii) other settings, in which plan
physicians and hospitals provide emergency
services and post-stabilization care.

(6) PERCENTAGE OF PREMIUMS USED FOR BEN-
EFITS (LOSS-RATIOS).—In the case of health
insurance coverage only (and not with re-
spect to group health plans that do not pro-
vide coverage through health insurance cov-
erage), a description of the overall loss-ratio
for the coverage (as defined in accordance
with rules established or recognized by the
Secretary of Health and Human Services).
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(7) PRIOR AUTHORIZATION RULES.—Rules re-

garding prior authorization or other review
requirements that could result in noncov-
erage or nonpayment.

(8) GRIEVANCE AND APPEALS PROCEDURES.—
All appeal or grievance rights and procedures
under the plan or coverage, including the
method for filing grievances and the time
frames and circumstances for acting on
grievances and appeals, who is the applicable
authority with respect to the plan or issuer.

(9) QUALITY ASSURANCE.—Any information
made public by an accrediting organization
in the process of accreditation of the plan or
issuer or any additional quality indicators
the plan or issuer makes available.

(10) INFORMATION ON ISSUER.—Notice of ap-
propriate mailing addresses and telephone
numbers to be used by participants, bene-
ficiaries, and enrollees in seeking informa-
tion or authorization for treatment.

(11) NOTICE OF REQUIREMENTS.—Notice of
the requirements of this title.

(12) AVAILABILITY OF INFORMATION ON RE-
QUEST.—Notice that the information de-
scribed in subsection (c) is available upon re-
quest.

(c) INFORMATION MADE AVAILABLE UPON
REQUEST.—The information described in this
subsection is the following:

(1) UTILIZATION REVIEW ACTIVITIES.—A de-
scription of procedures used and require-
ments (including circumstances, time
frames, and appeal rights) under any utiliza-
tion review program under section 101, in-
cluding under any drug formulary program
under section 118.

(2) GRIEVANCE AND APPEALS INFORMATION.—
Information on the number of grievances and
appeals and on the disposition in the aggre-
gate of such matters.

(3) METHOD OF PHYSICIAN COMPENSATION.—A
general description by category (including
salary, fee-for-service, capitation, and such
other categories as may be specified in regu-
lations of the Secretary) of the applicable
method by which a specified prospective or
treating health care professional is (or would
be) compensated in connection with the pro-
vision of health care under the plan or cov-
erage.

(4) SPECIFIC INFORMATION ON CREDENTIALS
OF PARTICIPATING PROVIDERS.—In the case of
each participating provider, a description of
the credentials of the provider.

(5) FORMULARY RESTRICTIONS.—A descrip-
tion of the nature of any drug formula re-
strictions.

(6) PARTICIPATING PROVIDER LIST.—A list of
current participating health care providers.

(d) CONSTRUCTION.—Nothing in this section
shall be construed as requiring public disclo-
sure of individual contracts or financial ar-
rangements between a group health plan or
health insurance issuer and any provider.

Subtitle D—Protecting the Doctor-Patient
Relationship

SEC. 131. PROHIBITION OF INTERFERENCE WITH
CERTAIN MEDICAL COMMUNICA-
TIONS.

(a) GENERAL RULE.—The provisions of any
contract or agreement, or the operation of
any contract or agreement, between a group
health plan or health insurance issuer in re-
lation to health insurance coverage (includ-
ing any partnership, association, or other or-
ganization that enters into or administers
such a contract or agreement) and a health
care provider (or group of health care pro-
viders) shall not prohibit or otherwise re-
strict a health care professional from advis-
ing such a participant, beneficiary, or en-
rollee who is a patient of the professional
about the health status of the individual or
medical care or treatment for the individ-
ual’s condition or disease, regardless of
whether benefits for such care or treatment

are provided under the plan or coverage, if
the professional is acting within the lawful
scope of practice.

(b) NULLIFICATION.—Any contract provision
or agreement that restricts or prohibits med-
ical communications in violation of sub-
section (a) shall be null and void.
SEC. 132. PROHIBITION OF DISCRIMINATION

AGAINST PROVIDERS BASED ON LI-
CENSURE.

(a) IN GENERAL.—A group health plan and a
health insurance issuer offering health insur-
ance coverage shall not discriminate with re-
spect to participation or indemnification as
to any provider who is acting within the
scope of the provider’s license or certifi-
cation under applicable State law, solely on
the basis of such license or certification.

(b) CONSTRUCTION.—Subsection (a) shall
not be construed—

(1) as requiring the coverage under a group
health plan or health insurance coverage of
particular benefits or services or to prohibit
a plan or issuer from including providers
only to the extent necessary to meet the
needs of the plan’s or issuer’s participants,
beneficiaries, or enrollees or from estab-
lishing any measure designed to maintain
quality and control costs consistent with the
responsibilities of the plan or issuer;

(2) to override any State licensure or
scope-of-practice law; or

(3) as requiring a plan or issuer that offers
network coverage to include for participa-
tion every willing provider who meets the
terms and conditions of the plan or issuer.
SEC. 133. PROHIBITION AGAINST IMPROPER IN-

CENTIVE ARRANGEMENTS.
(a) IN GENERAL.—A group health plan and a

health insurance issuer offering health insur-
ance coverage may not operate any physi-
cian incentive plan (as defined in subpara-
graph (B) of section 1876(i)(8) of the Social
Security Act) unless the requirements de-
scribed in clauses (i), (ii)(I), and (iii) of sub-
paragraph (A) of such section are met with
respect to such a plan.

(b) APPLICATION.—For purposes of carrying
out paragraph (1), any reference in section
1876(i)(8) of the Social Security Act to the
Secretary, an eligible organization, or an in-
dividual enrolled with the organization shall
be treated as a reference to the applicable
authority, a group health plan or health in-
surance issuer, respectively, and a partici-
pant, beneficiary, or enrollee with the plan
or organization, respectively.

(c) CONSTRUCTION.—Nothing in this section
shall be construed as prohibiting all capita-
tion and similar arrangements or all pro-
vider discount arrangements.
SEC. 134. PAYMENT OF CLAIMS.

A group health plan, and a health insur-
ance issuer offering group health insurance
coverage, shall provide for prompt payment
of claims submitted for health care services
or supplies furnished to a participant, bene-
ficiary, or enrollee with respect to benefits
covered by the plan or issuer, in a manner
consistent with the provisions of sections
1816(c)(2) and 1842(c)(2) of the Social Security
Act (42 U.S.C. 1395h(c)(2) and 42 U.S.C.
1395u(c)(2)), except that for purposes of this
section, subparagraph (C) of section 1816(c)(2)
of the Social Security Act shall be treated as
applying to claims received from a partici-
pant, beneficiary, or enrollee as well as
claims referred to in such subparagraph.
SEC. 135. PROTECTION FOR PATIENT ADVOCACY.

(a) PROTECTION FOR USE OF UTILIZATION RE-
VIEW AND GRIEVANCE PROCESS.—A group
health plan, and a health insurance issuer
with respect to the provision of health insur-
ance coverage, may not retaliate against a
participant, beneficiary, enrollee, or health
care provider based on the participant’s,
beneficiary’s, enrollee’s or provider’s use of,

or participation in, a utilization review proc-
ess or a grievance process of the plan or
issuer (including an internal or external re-
view or appeal process) under this title.

(b) PROTECTION FOR QUALITY ADVOCACY BY
HEALTH CARE PROFESSIONALS.—

(1) IN GENERAL.—A group health plan or
health insurance issuer may not retaliate or
discriminate against a protected health care
professional because the professional in good
faith—

(A) discloses information relating to the
care, services, or conditions affecting one or
more participants, beneficiaries, or enrollees
of the plan or issuer to an appropriate public
regulatory agency, an appropriate private
accreditation body, or appropriate manage-
ment personnel of the plan or issuer; or

(B) initiates, cooperates, or otherwise par-
ticipates in an investigation or proceeding
by such an agency with respect to such care,
services, or conditions.
If an institutional health care provider is a
participating provider with such a plan or
issuer or otherwise receives payments for
benefits provided by such a plan or issuer,
the provisions of the previous sentence shall
apply to the provider in relation to care,
services, or conditions affecting one or more
patients within an institutional health care
provider in the same manner as they apply
to the plan or issuer in relation to care, serv-
ices, or conditions provided to one or more
participants, beneficiaries, or enrollees; and
for purposes of applying this sentence, any
reference to a plan or issuer is deemed a ref-
erence to the institutional health care pro-
vider.

(2) GOOD FAITH ACTION.—For purposes of
paragraph (1), a protected health care profes-
sional is considered to be acting in good
faith with respect to disclosure of informa-
tion or participation if, with respect to the
information disclosed as part of the action—

(A) the disclosure is made on the basis of
personal knowledge and is consistent with
that degree of learning and skill ordinarily
possessed by health care professionals with
the same licensure or certification and the
same experience;

(B) the professional reasonably believes
the information to be true;

(C) the information evidences either a vio-
lation of a law, rule, or regulation, of an ap-
plicable accreditation standard, or of a gen-
erally recognized professional or clinical
standard or that a patient is in imminent
hazard of loss of life or serious injury; and

(D) subject to subparagraphs (B) and (C) of
paragraph (3), the professional has followed
reasonable internal procedures of the plan,
issuer, or institutional health care provider
established for the purpose of addressing
quality concerns before making the disclo-
sure.

(3) EXCEPTION AND SPECIAL RULE.—
(A) GENERAL EXCEPTION.—Paragraph (1)

does not protect disclosures that would vio-
late Federal or State law or diminish or im-
pair the rights of any person to the contin-
ued protection of confidentiality of commu-
nications provided by such law.

(B) NOTICE OF INTERNAL PROCEDURES.—Sub-
paragraph (D) of paragraph (2) shall not
apply unless the internal procedures in-
volved are reasonably expected to be known
to the health care professional involved. For
purposes of this subparagraph, a health care
professional is reasonably expected to know
of internal procedures if those procedures
have been made available to the professional
through distribution or posting.

(C) INTERNAL PROCEDURE EXCEPTION.—Sub-
paragraph (D) of paragraph (2) also shall not
apply if—

(i) the disclosure relates to an imminent
hazard of loss of life or serious injury to a
patient;
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(ii) the disclosure is made to an appro-

priate private accreditation body pursuant
to disclosure procedures established by the
body; or

(iii) the disclosure is in response to an in-
quiry made in an investigation or proceeding
of an appropriate public regulatory agency
and the information disclosed is limited to
the scope of the investigation or proceeding.

(4) ADDITIONAL CONSIDERATIONS.—It shall
not be a violation of paragraph (1) to take an
adverse action against a protected health
care professional if the plan, issuer, or pro-
vider taking the adverse action involved
demonstrates that it would have taken the
same adverse action even in the absence of
the activities protected under such para-
graph.

(5) NOTICE.—A group health plan, health in-
surance issuer, and institutional health care
provider shall post a notice, to be provided
or approved by the Secretary of Labor, set-
ting forth excerpts from, or summaries of,
the pertinent provisions of this subsection
and information pertaining to enforcement
of such provisions.

(6) CONSTRUCTIONS.—
(A) DETERMINATIONS OF COVERAGE.—Noth-

ing in this subsection shall be construed to
prohibit a plan or issuer from making a de-
termination not to pay for a particular med-
ical treatment or service or the services of a
type of health care professional.

(B) ENFORCEMENT OF PEER REVIEW PROTO-
COLS AND INTERNAL PROCEDURES.—Nothing in
this subsection shall be construed to prohibit
a plan, issuer, or provider from establishing
and enforcing reasonable peer review or uti-
lization review protocols or determining
whether a protected health care professional
has complied with those protocols or from
establishing and enforcing internal proce-
dures for the purpose of addressing quality
concerns.

(C) RELATION TO OTHER RIGHTS.—Nothing in
this subsection shall be construed to abridge
rights of participants, beneficiaries, enroll-
ees, and protected health care professionals
under other applicable Federal or State laws.

(7) PROTECTED HEALTH CARE PROFESSIONAL
DEFINED.—For purposes of this subsection,
the term ‘‘protected health care profes-
sional’’ means an individual who is a li-
censed or certified health care professional
and who—

(A) with respect to a group health plan or
health insurance issuer, is an employee of
the plan or issuer or has a contract with the
plan or issuer for provision of services for
which benefits are available under the plan
or issuer; or

(B) with respect to an institutional health
care provider, is an employee of the provider
or has a contract or other arrangement with
the provider respecting the provision of
health care services.

Subtitle E—Definitions
SEC. 151. DEFINITIONS.

(a) INCORPORATION OF GENERAL DEFINI-
TIONS.—Except as otherwise provided, the
provisions of section 2791 of the Public
Health Service Act shall apply for purposes
of this title in the same manner as they
apply for purposes of title XXVII of such
Act.

(b) SECRETARY.—Except as otherwise pro-
vided, the term ‘‘Secretary’’ means the Sec-
retary of Health and Human Services, in con-
sultation with the Secretary of Labor and
the term ‘‘appropriate Secretary’’ means the
Secretary of Health and Human Services in
relation to carrying out this title under sec-
tions 2706 and 2751 of the Public Health Serv-
ice Act and the Secretary of Labor in rela-
tion to carrying out this title under section
713 of the Employee Retirement Income Se-
curity Act of 1974.

(c) ADDITIONAL DEFINITIONS.—For purposes
of this title:

(1) ACTIVELY PRACTICING.—The term ‘‘ac-
tively practicing’’ means, with respect to a
physician or other health care professional,
such a physician or professional who pro-
vides professional services to individual pa-
tients on average at least two full days per
week.

(2) APPLICABLE AUTHORITY.—The term ‘‘ap-
plicable authority’’ means—

(A) in the case of a group health plan, the
Secretary of Health and Human Services and
the Secretary of Labor; and

(B) in the case of a health insurance issuer
with respect to a specific provision of this
title, the applicable State authority (as de-
fined in section 2791(d) of the Public Health
Service Act), or the Secretary of Health and
Human Services, if such Secretary is enforc-
ing such provision under section 2722(a)(2) or
2761(a)(2) of the Public Health Service Act.

(3) CLINICAL PEER.—The term ‘‘clinical
peer’’ means, with respect to a review or ap-
peal, an actively practicing physician
(allopathic or osteopathic) or other actively
practicing health care professional who holds
a nonrestricted license, and who is appro-
priately credentialed in the same or similar
specialty or subspecialty (as appropriate) as
typically handles the medical condition, pro-
cedure, or treatment under review or appeal
and includes a pediatric specialist where ap-
propriate; except that only a physician
(allopathic or osteopathic) may be a clinical
peer with respect to the review or appeal of
treatment recommended or rendered by a
physician.

(4) ENROLLEE.—The term ‘‘enrollee’’
means, with respect to health insurance cov-
erage offered by a health insurance issuer, an
individual enrolled with the issuer to receive
such coverage.

(5) GROUP HEALTH PLAN.—The term ‘‘group
health plan’’ has the meaning given such
term in section 733(a) of the Employee Re-
tirement Income Security Act of 1974 and in
section 2791(a)(1) of the Public Health Serv-
ice Act.

(6) HEALTH CARE PROFESSIONAL.—The term
‘‘health care professional’’ means an indi-
vidual who is licensed, accredited, or cer-
tified under State law to provide specified
health care services and who is operating
within the scope of such licensure, accredita-
tion, or certification.

(7) HEALTH CARE PROVIDER.—The term
‘‘health care provider’’ includes a physician
or other health care professional, as well as
an institutional or other facility or agency
that provides health care services and that is
licensed, accredited, or certified to provide
health care items and services under applica-
ble State law.

(8) NETWORK.—The term ‘‘network’’ means,
with respect to a group health plan or health
insurance issuer offering health insurance
coverage, the participating health care pro-
fessionals and providers through whom the
plan or issuer provides health care items and
services to participants, beneficiaries, or en-
rollees.

(9) NONPARTICIPATING.—The term ‘‘non-
participating’’ means, with respect to a
health care provider that provides health
care items and services to a participant, ben-
eficiary, or enrollee under group health plan
or health insurance coverage, a health care
provider that is not a participating health
care provider with respect to such items and
services.

(10) PARTICIPATING.—The term ‘‘partici-
pating’’ means, with respect to a health care
provider that provides health care items and
services to a participant, beneficiary, or en-
rollee under group health plan or health in-
surance coverage offered by a health insur-
ance issuer, a health care provider that fur-

nishes such items and services under a con-
tract or other arrangement with the plan or
issuer.

(11) PRIOR AUTHORIZATION.—The term
‘‘prior authorization’’ means the process of
obtaining prior approval from a health insur-
ance issuer or group health plan for the pro-
vision or coverage of medical services.

SEC. 152. PREEMPTION; STATE FLEXIBILITY; CON-
STRUCTION.

(a) CONTINUED APPLICABILITY OF STATE
LAW WITH RESPECT TO HEALTH INSURANCE
ISSUERS.—

(1) IN GENERAL.—Subject to paragraph (2),
this title shall not be construed to supersede
any provision of State law which establishes,
implements, or continues in effect any
standard or requirement solely relating to
health insurance issuers (in connection with
group health insurance coverage or other-
wise) except to the extent that such standard
or requirement prevents the application of a
requirement of this title.

(2) CONTINUED PREEMPTION WITH RESPECT TO
GROUP HEALTH PLANS.—Nothing in this title
shall be construed to affect or modify the
provisions of section 514 of the Employee Re-
tirement Income Security Act of 1974 with
respect to group health plans.

(b) DEFINITIONS.—For purposes of this sec-
tion:

(1) STATE LAW.—The term ‘‘State law’’ in-
cludes all laws, decisions, rules, regulations,
or other State action having the effect of
law, of any State. A law of the United States
applicable only to the District of Columbia
shall be treated as a State law rather than a
law of the United States.

(2) STATE.—The term ‘‘State’’ includes a
State, the District of Columbia, Puerto Rico,
the Virgin Islands, Guam, American Samoa,
the Northern Mariana Islands, any political
subdivisions of such, or any agency or in-
strumentality of such.

SEC. 153. EXCLUSIONS.

(a) NO BENEFIT REQUIREMENTS.—Nothing in
this title shall be construed to require a
group health plan or a health insurance
issuer offering health insurance coverage to
include specific items and services (including
abortions) under the terms of such plan or
coverage, other than those provided under
the terms of such plan or coverage.

(b) EXCLUSION FROM ACCESS TO CARE MAN-
AGED CARE PROVISIONS FOR FEE-FOR-SERVICE
COVERAGE.—

(1) IN GENERAL.—The provisions of sections
111 through 117 shall not apply to a group
health plan or health insurance coverage if
the only coverage offered under the plan or
coverage is fee-for-service coverage (as de-
fined in paragraph (2)).

(2) FEE-FOR-SERVICE COVERAGE DEFINED.—
For purposes of this subsection, the term
‘‘fee-for-service coverage’’ means coverage
under a group health plan or health insur-
ance coverage that—

(A) reimburses hospitals, health profes-
sionals, and other providers on the basis of a
rate determined by the plan or issuer on a
fee-for-service basis without placing the pro-
vider at financial risk;

(B) does not vary reimbursement for such a
provider based on an agreement to contract
terms and conditions or the utilization of
health care items or services relating to such
provider;

(C) does not restrict the selection of pro-
viders among those who are lawfully author-
ized to provide the covered services and
agree to accept the terms and conditions of
payment established under the plan or by
the issuer; and

(D) for which the plan or issuer does not
require prior authorization before providing
coverage for any services.
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SEC. 154. COVERAGE OF LIMITED SCOPE PLANS.

Only for purposes of applying the require-
ments of this title under sections 2707 and
2753 of the Public Health Service Act and
section 714 of the Employee Retirement In-
come Security Act of 1974, section
2791(c)(2)(A), and section 733(c)(2)(A) of the
Employee Retirement Income Security Act
of 1974 shall be deemed not to apply.
SEC. 155. REGULATIONS.

The Secretaries of Health and Human
Services and Labor shall issue such regula-
tions as may be necessary or appropriate to
carry out this title. Such regulations shall
be issued consistent with section 104 of
Health Insurance Portability and Account-
ability Act of 1996. Such Secretaries may
promulgate any interim final rules as the
Secretaries determine are appropriate to
carry out this title.
TITLE II—APPLICATION OF QUALITY

CARE STANDARDS TO GROUP HEALTH
PLANS AND HEALTH INSURANCE COV-
ERAGE UNDER THE PUBLIC HEALTH
SERVICE ACT

SEC. 201. APPLICATION TO GROUP HEALTH
PLANS AND GROUP HEALTH INSUR-
ANCE COVERAGE.

(a) IN GENERAL.—Subpart 2 of part A of
title XXVII of the Public Health Service Act
is amended by adding at the end the fol-
lowing new section:
‘‘SEC. 2707. PATIENT PROTECTION STANDARDS.

‘‘(a) IN GENERAL.—Each group health plan
shall comply with patient protection re-
quirements under title I of the Bipartisan
Consensus Managed Care Improvement Act
of 1999, and each health insurance issuer
shall comply with patient protection re-
quirements under such title with respect to
group health insurance coverage it offers,
and such requirements shall be deemed to be
incorporated into this subsection.

‘‘(b) NOTICE.—A group health plan shall
comply with the notice requirement under
section 711(d) of the Employee Retirement
Income Security Act of 1974 with respect to
the requirements referred to in subsection
(a) and a health insurance issuer shall com-
ply with such notice requirement as if such
section applied to such issuer and such issuer
were a group health plan.’’.

(b) CONFORMING AMENDMENT.—Section
2721(b)(2)(A) of such Act (42 U.S.C. 300gg–
21(b)(2)(A)) is amended by inserting ‘‘(other
than section 2707)’’ after ‘‘requirements of
such subparts’’.
SEC. 202. APPLICATION TO INDIVIDUAL HEALTH

INSURANCE COVERAGE.
Part B of title XXVII of the Public Health

Service Act is amended by inserting after
section 2752 the following new section:
‘‘SEC. 2753. PATIENT PROTECTION STANDARDS.

‘‘(a) IN GENERAL.—Each health insurance
issuer shall comply with patient protection
requirements under title I of the Bipartisan
Consensus Managed Care Improvement Act
of 1999 with respect to individual health in-
surance coverage it offers, and such require-
ments shall be deemed to be incorporated
into this subsection.

‘‘(b) NOTICE.—A health insurance issuer
under this part shall comply with the notice
requirement under section 711(d) of the Em-
ployee Retirement Income Security Act of
1974 with respect to the requirements of such
title as if such section applied to such issuer
and such issuer were a group health plan.’’.
TITLE III—AMENDMENTS TO THE EM-

PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

SEC. 301. APPLICATION OF PATIENT PROTECTION
STANDARDS TO GROUP HEALTH
PLANS AND GROUP HEALTH INSUR-
ANCE COVERAGE UNDER THE EM-
PLOYEE RETIREMENT INCOME SE-
CURITY ACT OF 1974.

Subpart B of part 7 of subtitle B of title I
of the Employee Retirement Income Secu-

rity Act of 1974 is amended by adding at the
end the following new section:
‘‘SEC. 714. PATIENT PROTECTION STANDARDS.

‘‘(a) IN GENERAL.—Subject to subsection
(b), a group health plan (and a health insur-
ance issuer offering group health insurance
coverage in connection with such a plan)
shall comply with the requirements of title I
of the Bipartisan Consensus Managed Care
Improvement Act of 1999 (as in effect as of
the date of the enactment of such Act), and
such requirements shall be deemed to be in-
corporated into this subsection.

‘‘(b) PLAN SATISFACTION OF CERTAIN RE-
QUIREMENTS.—

‘‘(1) SATISFACTION OF CERTAIN REQUIRE-
MENTS THROUGH INSURANCE.—For purposes of
subsection (a), insofar as a group health plan
provides benefits in the form of health insur-
ance coverage through a health insurance
issuer, the plan shall be treated as meeting
the following requirements of title I of the
Bipartisan Consensus Managed Care Im-
provement Act of 1999 with respect to such
benefits and not be considered as failing to
meet such requirements because of a failure
of the issuer to meet such requirements so
long as the plan sponsor or its representa-
tives did not cause such failure by the issuer:

‘‘(A) Section 112 (relating to choice of pro-
viders).

‘‘(B) Section 113 (relating to access to
emergency care).

‘‘(C) Section 114 (relating to access to spe-
cialty care).

‘‘(D) Section 115 (relating to access to ob-
stetrical and gynecological care).

‘‘(E) Section 116 (relating to access to pedi-
atric care).

‘‘(F) Section 117(a)(1) (relating to con-
tinuity in case of termination of provider
contract) and section 117(a)(2) (relating to
continuity in case of termination of issuer
contract), but only insofar as a replacement
issuer assumes the obligation for continuity
of care.

‘‘(G) Section 118 (relating to access to
needed prescription drugs).

‘‘(H) Section 119 (relating to coverage for
individuals participating in approved clinical
trials.)

‘‘(I) Section 134 (relating to payment of
claims).

‘‘(2) INFORMATION.—With respect to infor-
mation required to be provided or made
available under section 121, in the case of a
group health plan that provides benefits in
the form of health insurance coverage
through a health insurance issuer, the Sec-
retary shall determine the circumstances
under which the plan is not required to pro-
vide or make available the information (and
is not liable for the issuer’s failure to pro-
vide or make available the information), if
the issuer is obligated to provide and make
available (or provides and makes available)
such information.

‘‘(3) GRIEVANCE AND INTERNAL APPEALS.—
With respect to the internal appeals process
and the grievance system required to be es-
tablished under sections 102 and 104, in the
case of a group health plan that provides
benefits in the form of health insurance cov-
erage through a health insurance issuer, the
Secretary shall determine the circumstances
under which the plan is not required to pro-
vide for such process and system (and is not
liable for the issuer’s failure to provide for
such process and system), if the issuer is ob-
ligated to provide for (and provides for) such
process and system.

‘‘(4) EXTERNAL APPEALS.—Pursuant to rules
of the Secretary, insofar as a group health
plan enters into a contract with a qualified
external appeal entity for the conduct of ex-
ternal appeal activities in accordance with
section 103, the plan shall be treated as

meeting the requirement of such section and
is not liable for the entity’s failure to meet
any requirements under such section.

‘‘(5) APPLICATION TO PROHIBITIONS.—Pursu-
ant to rules of the Secretary, if a health in-
surance issuer offers health insurance cov-
erage in connection with a group health plan
and takes an action in violation of any of the
following sections, the group health plan
shall not be liable for such violation unless
the plan caused such violation:

‘‘(A) Section 131 (relating to prohibition of
interference with certain medical commu-
nications).

‘‘(B) Section 132 (relating to prohibition of
discrimination against providers based on li-
censure).

‘‘(C) Section 133 (relating to prohibition
against improper incentive arrangements).

‘‘(D) Section 135 (relating to protection for
patient advocacy).

‘‘(6) CONSTRUCTION.—Nothing in this sub-
section shall be construed to affect or modify
the responsibilities of the fiduciaries of a
group health plan under part 4 of subtitle B.

‘‘(7) APPLICATION TO CERTAIN PROHIBITIONS
AGAINST RETALIATION.—With respect to com-
pliance with the requirements of section
135(b)(1) of the Bipartisan Consensus Man-
aged Care Improvement Act of 1999, for pur-
poses of this subtitle the term ‘group health
plan’ is deemed to include a reference to an
institutional health care provider.

‘‘(c) ENFORCEMENT OF CERTAIN REQUIRE-
MENTS.—

‘‘(1) COMPLAINTS.—Any protected health
care professional who believes that the pro-
fessional has been retaliated or discrimi-
nated against in violation of section 135(b)(1)
of the Bipartisan Consensus Managed Care
Improvement Act of 1999 may file with the
Secretary a complaint within 180 days of the
date of the alleged retaliation or discrimina-
tion.

‘‘(2) INVESTIGATION.—The Secretary shall
investigate such complaints and shall deter-
mine if a violation of such section has oc-
curred and, if so, shall issue an order to en-
sure that the protected health care profes-
sional does not suffer any loss of position,
pay, or benefits in relation to the plan,
issuer, or provider involved, as a result of
the violation found by the Secretary.

‘‘(d) CONFORMING REGULATIONS.—The Sec-
retary may issue regulations to coordinate
the requirements on group health plans
under this section with the requirements im-
posed under the other provisions of this
title.’’.

(b) SATISFACTION OF ERISA CLAIMS PROCE-
DURE REQUIREMENT.—Section 503 of such Act
(29 U.S.C. 1133) is amended by inserting ‘‘(a)’’
after ‘‘SEC. 503.’’ and by adding at the end
the following new subsection:

‘‘(b) In the case of a group health plan (as
defined in section 733) compliance with the
requirements of subtitle A of title I of the
Bipartisan Consensus Managed Care Im-
provement Act of 1999 in the case of a claims
denial shall be deemed compliance with sub-
section (a) with respect to such claims de-
nial.’’.

(c) CONFORMING AMENDMENTS.—(1) Section
732(a) of such Act (29 U.S.C. 1185(a)) is
amended by striking ‘‘section 711’’ and in-
serting ‘‘sections 711 and 714’’.

(2) The table of contents in section 1 of
such Act is amended by inserting after the
item relating to section 713 the following
new item:
‘‘Sec. 714. Patient protection standards.’’.

(3) Section 502(b)(3) of such Act (29 U.S.C.
1132(b)(3)) is amended by inserting ‘‘(other
than section 135(b))’’ after ‘‘part 7’’.
SEC. 302. ADDITIONAL JUDICIAL REMEDIES.

(a) CAUSE OF ACTION RELATING TO DENIAL
OF HEALTH BENEFITS.—Section 502(a) of the
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Employee Retirement Income Security Act
of 1974 (29 U.S.C. 1132(a)) is amended—

(1) by striking ‘‘or’’ at the end of paragraph
(8);

(2) by striking ‘‘amounts.’’ at the end of
paragraph (9) and inserting ‘‘amounts; or’’;
and

(3) by adding at the end the following new
paragraph:

‘‘(10) by a participant or beneficiary of a
group health plan (or the estate of such a
participant or beneficiary), for relief de-
scribed in subsection (n), against a person
who—

‘‘(A) is a fiduciary of such plan, a health
insurance issuer offering health insurance
coverage in connection with such plan, or an
agent of such plan or the plan sponsor,

‘‘(B) under such plan, has authority to
make the sole final decision described in sub-
section (n)(2) regarding claims for benefits,
and

‘‘(C) has exercised such authority in mak-
ing such final decision denying such a claim
by such participant or beneficiary in viola-
tion of the terms of the plan or this title
and, in making such final decision, failed to
exercise ordinary care in making an incor-
rect determination in the case of such par-
ticipant or beneficiary that an item or serv-
ice is excluded from coverage under the
terms of the plan,

if the denial is the proximate cause of per-
sonal injury to, or the wrongful death of,
such participant or beneficiary.’’.

(b) JUDICIAL REMEDIES FOR DENIAL OF
HEALTH BENEFITS.—Section 502 of such Act
(29 U.S.C. 1132) is amended by adding at the
end the following new subsections:

‘‘(n) ADDITIONAL REMEDIES FOR DENIAL OF
HEALTH BENEFITS.—

‘‘(1) IN GENERAL.—In an action commenced
under paragraph (10) of subsection (a) by a
participant or beneficiary of a group health
plan (or by the estate of such a participant
or beneficiary) against a person described in
subparagraphs (A), (B), and (C) of such para-
graph, the court may award, in addition to
other appropriate equitable relief under this
section, monetary compensatory relief which
may include both economic and non-
economic damages (but which shall exclude
punitive damages). The amount of any such
noneconomic damages awarded as monetary
compensatory relief—

‘‘(A) in a case in which 2 times the amount
of the economic damages awarded as mone-
tary compensatory relief is less than or
equal to $250,000, may not exceed the greater
of—

‘‘(i) 2 times the amount of such economic
damages so awarded, or

‘‘(ii) $250,000; and
‘‘(B) in a case in which 2 times the amount

of the economic damages awarded as mone-
tary compensatory relief is greater than
$250,000, may not exceed $500,000.

‘‘(2) APPLICATION TO DECISIONS INVOLVING
MEDICAL NECESSITY AND MEDICAL JUDGMENT.—
This subsection and subsection (a)(10) apply
only with respect to final decisions described
in section 103(a)(2) of the Bipartisan Con-
sensus Managed Care Improvement Act of
1999.

‘‘(3) DEFINITIONS.—For purposes of this sub-
section and subsection (a)(10)—

‘‘(A) GROUP HEALTH PLAN; HEALTH INSUR-
ANCE ISSUER; HEALTH INSURANCE COVERAGE.—
The terms ‘group health plan’, ‘health insur-
ance issuer’, and ‘health insurance coverage’
shall have the meanings provided such terms
under section 733, respectively.

‘‘(B) FINAL DECISION.—The term ‘final deci-
sion’ means, with respect to a group health
plan, the final decision of the plan under sec-
tion 102 of the Bipartisan Consensus Man-
aged Care Improvement Act of 1999.

‘‘(C) PERSONAL INJURY.—The term ‘per-
sonal injury’ means loss of life, loss or sig-
nificant impairment of limb or bodily func-
tion, significant disfigurement, or severe and
chronic physical pain, and includes a phys-
ical injury arising out of a failure to treat a
mental illness or disease.

‘‘(D) CLAIM FOR BENEFITS.—The term ‘claim
for benefits’ has the meaning provided in sec-
tion 101(f)(1) of the Bipartisan Consensus
Managed Care Improvement Act of 1999.

‘‘(E) FAILURE TO EXERCISE ORDINARY
CARE.—The term ‘failure to exercise ordinary
care’ means a negligent failure to provide—

‘‘(i) the consideration of appropriate med-
ical evidence, or

‘‘(ii) the regard for the health and safety of
the participant or beneficiary,
that a prudent individual acting in a like ca-
pacity and familiar with such matters would
use in the conduct of an enterprise of a like
character and with same or similar cir-
cumstances.

‘‘(4) EXCEPTION FOR DENIALS IN ACCORDANCE
WITH RECOMMENDATION OF EXTERNAL APPEAL
ENTITY.—No person shall be liable under sub-
section (a)(10) for additional monetary com-
pensatory relief described in paragraph (1) in
any case in which the denial referred to in
subsection (a)(10) is upheld by the rec-
ommendation of an external appeal entity
issued with respect to such denial under sec-
tion 103 of the Bipartisan Consensus Man-
aged Care Improvement Act of 1999.

‘‘(5) EXCEPTION FOR EMPLOYERS AND OTHER
PLAN SPONSORS.—

‘‘(A) IN GENERAL.—Subject to subparagraph
(B), subsection (a)(10) does not authorize—

‘‘(i) any cause of action against an em-
ployer or other plan sponsor maintaining a
group health plan (or against an employee of
such an employer or sponsor acting within
the scope of employment), or

‘‘(ii) a right of recovery or indemnity by a
person against such an employer or sponsor
(or such an employee) for relief assessed
against the person pursuant to a cause of ac-
tion under subsection (a)(10).

‘‘(B) SPECIAL RULE.—Subparagraph (A)
shall not preclude any cause of action under
subsection (a)(10) commenced against an em-
ployer or other plan sponsor (or against an
employee of such an employer or sponsor
acting within the scope of employment), if—

‘‘(i) such action is based on the direct par-
ticipation of the employer or sponsor (or em-
ployee) in the sole final decision of the plan
referred to in paragraph (2) with respect to a
specific participant or beneficiary on a claim
for benefits covered under the plan or health
insurance coverage in the case at issue; and

‘‘(ii) the decision on the claim resulted in
personal injury to, or the wrongful death of,
such participant or beneficiary.

‘‘(C) DIRECT PARTICIPATION.—For purposes
of this subsection, in determining whether
an employer or other plan sponsor (or em-
ployee of an employer or other plan sponsor)
is engaged in direct participation in the sole
final decision of the plan on a claim under
section 102 of the Bipartisan Consensus Man-
aged Care Improvement Act of 1999, the em-
ployer or plan sponsor (or employee) shall
not be construed to be engaged in such direct
participation solely because of any form of
decisionmaking or conduct, whether or not
fiduciary in nature, that does not involve the
final decision with respect to a specific claim
for benefits by a specific participant or bene-
ficiary, including (but not limited to) any
participation in a decision relating to:

‘‘(i) the selection or retention of the group
health plan or health insurance coverage in-
volved or the third party administrator or
other agent, including any related cost-ben-
efit analysis undertaken in connection with
the selection of, or continued maintenance
of, the plan or coverage involved;

‘‘(ii) the creation, continuation, modifica-
tion, or termination of the plan or of any
coverage, benefit, or item or service covered
by the plan affecting a cross-section of the
plan participants and beneficiaries;

‘‘(iii) the design of any coverage, benefit,
or item or service covered by the plan, in-
cluding the amount of copayments and lim-
its connected with such coverage, and the
specification of protocols, procedures, or
policies for determining whether any such
coverage, benefit, or item or service is medi-
cally necessary and appropriate or is experi-
mental or investigational;

‘‘(iv) any action by an agent of the em-
ployer or plan sponsor (other than an em-
ployee of the employer or plan sponsor) in
making such a final decision on behalf of
such employer or plan sponsor;

‘‘(v) any decision by an employer or plan
sponsor (or employee) or agent acting on be-
half of an employer or plan sponsor either to
authorize coverage for, or to intercede or not
to intercede as an advocate for or on behalf
of, any specific participant or beneficiary (or
group of participants or beneficiaries) under
the plan; or

‘‘(vi) any other form of decisionmaking or
other conduct performed by the employer or
plan sponsor (or employee) in connection
with the plan or coverage involved, unless
the employer makes the sole final decision of
the plan consisting of a failure described in
paragraph (1)(A) as to specific participants
or beneficiaries who suffer personal injury or
wrongful death as a proximate cause of such
decision.

‘‘(6) REQUIRED DEMONSTRATION OF DIRECT
PARTICIPATION.—An action under subsection
(a)(10) against an employer or plan sponsor
(or employee thereof) for remedies described
in paragraph (1) shall be immediately
dismissed—

‘‘(A) in the absence of an evidentiary dem-
onstration in the complaint of direct partici-
pation by the employer or plan sponsor (or
employee) in the sole final decision of the
plan with respect to a specific participant or
beneficiary who suffers personal injury or
wrongful death,

‘‘(B) upon a demonstration to the court
that such employer or plan sponsor (or em-
ployee) did not directly participate in the
final decision of the plan, or

‘‘(C) in the absence of an evidentiary dem-
onstration that a personal injury to, or
wrongful death of, the participant or bene-
ficiary resulted.

‘‘(7) TREATMENT OF THIRD-PARTY PROVIDERS
OF NONDISCRETIONARY ADMINISTRATIVE SERV-
ICES.—Subsection (a)(10) does not authorize
any action against any person providing non-
discretionary administrative services to em-
ployers or other plan sponsors.

‘‘(8) REQUIREMENT OF EXHAUSTION OF ADMIN-
ISTRATIVE REMEDIES.—

‘‘(A) IN GENERAL.—Subsection (a)(10) ap-
plies in the case of any cause of action only
if all remedies under section 503 (including
remedies under sections 102 and 103 of the Bi-
partisan Consensus Managed Care Improve-
ment Act of 1999 made applicable under sec-
tion 714) with respect to such cause of action
have been exhausted.

‘‘(B) EXTERNAL REVIEW REQUIRED.—For pur-
poses of subparagraph (A), administrative
remedies under section 503 shall not be
deemed exhausted until available remedies
under section 103 of the Bipartisan Con-
sensus Managed Care Improvement Act of
1999 have been elected and are exhausted.

‘‘(C) CONSIDERATION OF ADMINISTRATIVE DE-
TERMINATIONS.—Any determinations under
section 102 or 103 of the Bipartisan Consensus
Managed Care Improvement Act of 1999 made
while an action under subsection (a)(10) is
pending shall be given due consideration by
the court in such action.
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‘‘(9) SUBSTANTIAL WEIGHT GIVEN TO EXTER-

NAL REVIEW DECISIONS.—In the case of any ac-
tion under subsection (a)(10) for remedies de-
scribed in paragraph (1), the external review
decision under section 103 shall be given sub-
stantial weight when considered along with
other available evidence.

‘‘(10) LIMITATION OF ACTION.—Subsection
(a)(10) shall not apply in connection with any
action commenced after the later of—

‘‘(A) 1 year after (i) the date of the last ac-
tion which constituted a part of the failure,
or (ii) in the case of an omission, the latest
date on which the fiduciary could have cured
the failure, or

‘‘(B) 1 year after the earliest date on which
the plaintiff first knew, or reasonably should
have known, of the personal injury or wrong-
ful death resulting from the failure.

‘‘(11) COORDINATION WITH FIDUCIARY RE-
QUIREMENTS.—A fiduciary shall not be treat-
ed as failing to meet any requirement of part
4 solely by reason of any action taken by the
fiduciary which consists of full compliance
with the reversal under section 103 of the Bi-
partisan Consensus Managed Care Improve-
ment Act of 1999 of a denial of a claim for
benefits.

‘‘(12) CONSTRUCTION.—Nothing in this sub-
section or subsection (a)(10) shall be con-
strued as authorizing an action—

‘‘(A) for the failure to provide an item or
service which is not covered under the group
health plan involved, or

‘‘(B) for any action taken by a fiduciary
which consists of compliance with the rever-
sal or modification under section 103 of the
Bipartisan Consensus Managed Care Im-
provement Act of 1999 of a final decision
under section 102 of such Act.

‘‘(13) PROTECTION OF MEDICAL MALPRACTICE
UNDER STATE LAW.—This subsection and sub-
section (a)(10) shall not be construed to pre-
clude any action under State law not other-
wise preempted under this section or section
503 or 514 with respect to the exercise of a
specified professional standard of care in the
provision of medical services.

‘‘(14) REFERENCES TO THE BIPARTISAN CON-
SENSUS MANAGED CARE IMPROVEMENT ACT OF
1999.—Any reference in this subsection to any
provision of the Bipartisan Consensus Man-
aged Care Improvement Act of 1999 shall be
deemed a reference to such provision as in
effect on the date of the enactment of such
Act.

‘‘(o) EXPEDITED COURT REVIEW.—In any
case in which exhaustion of administrative
remedies in accordance with section 102 or
103 of the Bipartisan Consensus Managed
Care Improvement Act of 1999 otherwise nec-
essary for an action for injunctive relief
under paragraph (1)(B) or (3) of subsection (a)
has not been obtained and it is demonstrated
to the court by clear and convincing evi-
dence that such exhaustion is not reasonably
attainable under the facts and circumstances
without any further undue risk of irrep-
arable harm to the health of the participant
or beneficiary, a civil action may be brought
by a participant or beneficiary to obtain
such relief. Any determinations which al-
ready have been made under section 102 or
103 in such case, or which are made in such
case while an action under this paragraph is
pending, shall be given due consideration by
the court in any action under this subsection
in such case.’’.

(c) EFFECTIVE DATE.—The amendments
made by this section shall apply to acts and
omissions (from which a cause of action
arises) occurring on or after the date of the
enactment of this Act.
SEC. 304. AVAILABILITY OF BINDING ARBITRA-

TION.
(a) IN GENERAL.—Section 502 of the Em-

ployee Retirement Income Security Act of
1974 (as amended by the preceding provisions

of this Act) is amended further by adding at
the end the following new subsection:

‘‘(p) BINDING ARBITRATION PERMITTED AS
ALTERNATIVE MEANS OF DISPUTE RESOLU-
TION.—

‘‘(1) IN GENERAL.—This subsection shall
apply with respect to any adverse coverage
decision rendered under a group health plan
under section 102 or 103, if—

‘‘(A) all administrative remedies under sec-
tion 503 required for an action in court under
this section have been exhausted,

‘‘(B) under the terms of the plan, the ag-
grieved participant or beneficiary may elect
to resolve the dispute by means of a proce-
dure of binding arbitration which is avail-
able with respect to all similarly situated
participants and beneficiaries (or which is
available under the plan pursuant to a bona
fide collective bargaining agreement pursu-
ant to which the plan is established and
maintained), and which meets the require-
ments of paragraph (3), and

‘‘(C) the participant or beneficiary has
elected such procedure in accordance with
the terms of the plan.

‘‘(2) EFFECT OF ELECTION.—In the case of an
election by a participant or beneficiary pur-
suant to paragraph (1)—

‘‘(A) decisions rendered under the proce-
dure of binding arbitration shall be binding
on all parties to the procedure and shall be
enforceable under the preceding subsections
of this section as if the terms of the decision
were the terms of the plan, except that the
court in an action brought under this section
may vacate any award made pursuant to the
arbitration for any cause described in para-
graph (1), (2), (3), (4), or (5) of section 10(a) of
title 9, United States Code, and

‘‘(B) subject to subparagraph (A), such par-
ticipant or beneficiary shall be treated as
having effectively waived any right to fur-
ther review of the decision by a court under
the preceding subsections of this section.

‘‘(3) ADDITIONAL REQUIREMENTS.—The re-
quirements of this paragraph consist of the
following:

‘‘(A) ARBITRATION PANEL.—The arbitration
shall be conducted by an arbitration panel
meeting the requirements of paragraph (4).

‘‘(B) FAIR PROCESS; DE NOVO DETERMINA-
TION.—The procedure shall provide for a fair,
de novo determination.

‘‘(C) OPPORTUNITY TO SUBMIT EVIDENCE,
HAVE REPRESENTATION, AND MAKE ORAL PRES-
ENTATION.—Each party to the arbitration
procedure—

‘‘(i) may submit and review evidence re-
lated to the issues in dispute;

‘‘(ii) may use the assistance or representa-
tion of one or more individuals (any of whom
may be an attorney); and

‘‘(iii) may make an oral presentation.
‘‘(D) PROVISION OF INFORMATION.—The plan

shall provide timely access to all its records
relating to the matters under arbitration
and to all provisions of the plan relating to
such matters.

‘‘(E) TIMELY DECISIONS.—A determination
by the arbitration panel on the decision
shall—

‘‘(i) be made in writing;
‘‘(ii) be binding on the parties; and
‘‘(iii) be made in accordance with the med-

ical exigencies of the case involved.
‘‘(4) ARBITRATION PANEL.—
‘‘(A) IN GENERAL.—Arbitrations com-

menced pursuant to this subsection shall be
conducted by a panel of arbitrators selected
by the parties made up of 3 individuals, in-
cluding at least one physician and one attor-
ney.

‘‘(B) QUALIFICATIONS.—Any individual who
is a member of an arbitration panel shall
meet the following requirements:

‘‘(i) There is no real or apparent conflict of
interest that would impede the individual

conducting arbitration independent of the
plan and meets the independence require-
ments of subparagraph (C).

‘‘(ii) The individual has sufficient medical
or legal expertise to conduct the arbitration
for the plan on a timely basis.

‘‘(iii) The individual has appropriate cre-
dentials and has attained recognized exper-
tise in the applicable medical or legal field.

‘‘(iv) The individual was not involved in
the initial adverse coverage decision or any
other review thereof.

‘‘(C) INDEPENDENCE REQUIREMENTS.—An in-
dividual described in subparagraph (B) meets
the independence requirements of this sub-
paragraph if—

‘‘(i) the individual is not affiliated with
any related party,

‘‘(ii) any compensation received by such
individual in connection with the binding ar-
bitration procedure is reasonable and not
contingent on any decision rendered by the
individual,

‘‘(iii) under the terms of the plan, the plan
has no recourse against the individual or en-
tity in connection with the binding arbitra-
tion procedure, and

‘‘(iv) the individual does not otherwise
have a conflict of interest with a related
party as determined under such regulations
as the Secretary may prescribe.

‘‘(D) RELATED PARTY.—For purposes of sub-
paragraph (C), the term ‘related party’
means—

‘‘(i) the plan or any health insurance issuer
offering health insurance coverage in con-
nection with the plan (or any officer, direc-
tor, or management employee of such plan or
issuer),

‘‘(ii) the physician or other medical care
provider that provided the medical care in-
volved in the coverage decision,

‘‘(iii) the institution at which the medical
care involved in the coverage decision is pro-
vided,

‘‘(iv) the manufacturer of any drug or
other item that was included in the medical
care involved in the coverage decision, or

‘‘(v) any other party determined under
such regulations as the Secretary may pre-
scribe to have a substantial interest in the
coverage decision .

‘‘(E) AFFILIATED.—For purposes of subpara-
graph (C), the term ‘affiliated’ means, in
connection with any entity, having a famil-
ial, financial, or professional relationship
with, or interest in, such entity.

‘‘(5) ALLOWABLE REMEDIES.—The remedies
which may be implemented by the arbitra-
tion panel shall consist of those remedies
which would be available in an action timely
commenced by a participant or beneficiary
under section 502, taking into account the
administrative remedies exhausted by the
participant or beneficiary under section
503.’’.

(b) EFFECTIVE DATE.—The amendment
made by this section shall apply to adverse
coverage decisions initially rendered by
group health plans on or after the date of the
enactment of this Act.

TITLE IV—APPLICATION TO GROUP
HEALTH PLANS UNDER THE INTERNAL
REVENUE CODE OF 1986

SEC. 401. AMENDMENTS TO THE INTERNAL REV-
ENUE CODE OF 1986.

Subchapter B of chapter 100 of the Internal
Revenue Code of 1986 is amended—

(1) in the table of sections, by inserting
after the item relating to section 9812 the
following new item:
‘‘Sec. 9813. Standard relating to patient free-

dom of choice.’’;

and
(2) by inserting after section 9812 the fol-

lowing:
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‘‘SEC. 9813. STANDARD RELATING TO PATIENTS’

BILL OF RIGHTS.
‘‘A group health plan shall comply with

the requirements of title I of the Bipartisan
Consensus Managed Care Improvement Act
of 1999 (as in effect as of the date of the en-
actment of such Act), and such requirements
shall be deemed to be incorporated into this
section.’’.

TITLE V—EFFECTIVE DATES;
COORDINATION IN IMPLEMENTATION

SEC. 501. EFFECTIVE DATES.
(a) GROUP HEALTH COVERAGE.—
(1) IN GENERAL.—Subject to paragraph (2),

the amendments made by sections 201(a), 301,
and 401 (and title I insofar as it relates to
such sections) shall apply with respect to
group health plans, and health insurance
coverage offered in connection with group
health plans, for plan years beginning on or
after January 1, 2000 (in this section referred
to as the ‘‘general effective date’’) and also
shall apply to portions of plan years occur-
ring on and after such date.

(2) TREATMENT OF COLLECTIVE BARGAINING
AGREEMENTS.—In the case of a group health
plan maintained pursuant to 1 or more col-
lective bargaining agreements between em-
ployee representatives and 1 or more em-
ployers ratified before the date of enactment
of this Act, the amendments made by sec-
tions 201(a), 301, and 401 (and title I insofar as
it relates to such sections) shall not apply to
plan years beginning before the later of—

(A) the date on which the last collective
bargaining agreements relating to the plan
terminates (determined without regard to
any extension thereof agreed to after the
date of enactment of this Act), or

(B) the general effective date.

For purposes of subparagraph (A), any plan
amendment made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this Act shall not
be treated as a termination of such collec-
tive bargaining agreement.

(b) INDIVIDUAL HEALTH INSURANCE COV-
ERAGE.—The amendments made by section
202 shall apply with respect to individual
health insurance coverage offered, sold,
issued, renewed, in effect, or operated in the
individual market on or after the general ef-
fective date.
SEC. 502. COORDINATION IN IMPLEMENTATION.

The Secretary of Labor, the Secretary of
Health and Human Services, and the Sec-
retary of the Treasury shall ensure, through
the execution of an interagency memo-
randum of understanding among such Secre-
taries, that—

(1) regulations, rulings, and interpreta-
tions issued by such Secretaries relating to
the same matter over which such Secretaries
have responsibility under the provisions of
this Act (and the amendments made thereby)
are administered so as to have the same ef-
fect at all times; and

(2) coordination of policies relating to en-
forcing the same requirements through such
Secretaries in order to have a coordinated
enforcement strategy that avoids duplica-
tion of enforcement efforts and assigns prior-
ities in enforcement.

TITLE VI—HEALTH CARE PAPERWORK
SIMPLIFICATION

SEC. 601. HEALTH CARE PAPERWORK SIM-
PLIFICATION.

(a) ESTABLISHMENT OF PANEL.—
(1) ESTABLISHMENT.—There is established a

panel to be known as the Health Care Panel
to Devise a Uniform Explanation of Benefits
(in this section referred to as the ‘‘Panel’’).

(2) DUTIES OF PANEL.—
(A) IN GENERAL.—The Panel shall devise a

single form for use by third-party health

care payers for the remittance of claims to
providers.

(B) DEFINITION.—For purposes of this sec-
tion, the term ‘‘third-party health care
payer’’ means any entity that contractually
pays health care bills for an individual.

(3) MEMBERSHIP.—
(A) SIZE AND COMPOSITION.—The Secretary

of Health and Human Services shall deter-
mine the number of members and the com-
position of the Panel. Such Panel shall in-
clude equal numbers of representatives of
private insurance organizations, consumer
groups, State insurance commissioners,
State medical societies, State hospital asso-
ciations, and State medical specialty soci-
eties.

(B) TERMS OF APPOINTMENT.—The members
of the Panel shall serve for the life of the
Panel.

(C) VACANCIES.—A vacancy in the Panel
shall not affect the power of the remaining
members to execute the duties of the Panel,
but any such vacancy shall be filled in the
same manner in which the original appoint-
ment was made.

(4) PROCEDURES.—
(A) MEETINGS.—The Panel shall meet at

the call of a majority of its members.
(B) FIRST MEETING.—The Panel shall con-

vene not later than 60 days after the date of
the enactment of the Bipartisan Consensus
Managed Care Improvement Act of 1999.

(C) QUORUM.—A quorum shall consist of a
majority of the members of the Panel.

(D) HEARINGS.—For the purpose of carrying
out its duties, the Panel may hold such hear-
ings and undertake such other activities as
the Panel determines to be necessary to
carry out its duties.

(5) ADMINISTRATION.—
(A) COMPENSATION.—Except as provided in

subparagraph (B), members of the Panel
shall receive no additional pay, allowances,
or benefits by reason of their service on the
Panel.

(B) TRAVEL EXPENSES AND PER DIEM.—Each
member of the Panel who is not an officer or
employee of the Federal Government shall
receive travel expenses and per diem in lieu
of subsistence in accordance with sections
5702 and 5703 of title 5, United States Code.

(C) CONTRACT AUTHORITY.—The Panel may
contract with and compensate government
and private agencies or persons for items and
services, without regard to section 3709 of
the Revised Statutes (41 U.S.C. 5).

(D) USE OF MAILS.—The Panel may use the
United States mails in the same manner and
under the same conditions as Federal agen-
cies and shall, for purposes of the frank, be
considered a commission of Congress as de-
scribed in section 3215 of title 39, United
States Code.

(E) ADMINISTRATIVE SUPPORT SERVICES.—
Upon the request of the Panel, the Secretary
of Health and Human Services shall provide
to the Panel on a reimbursable basis such ad-
ministrative support services as the Panel
may request.

(6) SUBMISSION OF FORM.—Not later than 2
years after the first meeting, the Panel shall
submit a form to the Secretary of Health and
Human Services for use by third-party
health care payers.

(7) TERMINATION.—The Panel shall termi-
nate on the day after submitting the form
under paragraph (6).

(b) REQUIREMENT FOR USE OF FORM BY
THIRD-PARTY CARE PAYERS.—A third-party
health care payer shall be required to use the
form devised under subsection (a) for plan
years beginning on or after 5 years following
the date of the enactment of this Act.

The CHAIRMAN. Pursuant to House
Resolution 323, the gentleman from
New York (Mr. HOUGHTON) and the gen-

tleman from Michigan (Mr. DINGELL)
will each control 30 minutes.

The Chair recognizes the gentleman
from New York (Mr. HOUGHTON).

Mr. HOUGHTON. Mr. Chairman, I
yield myself such time as I may con-
sume.

Mr. Chairman, I, together with my
colleagues the gentleman from South
Carolina (Mr. GRAHAM), the gentleman
from Tennessee (Mr. HILLEARY) and the
gentleman from Nevada (Mr. GIBBONS)
rise to offer an amendment in the na-
ture of a substitute to the Norwood-
Dingell bill, and I will make this really
quite short, this introduction of mine.
I am an original cosponsor of the Nor-
wood-Dingell bill.
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I absolutely support what it is trying
to do. It is thoughtful; it corrects a
wrong which has been around since the
beginning of the health maintenance
organizations. And all three gentlemen
who are supporting this and promoting
it are superb legislators and believers
in health care reform.

But I have only one problem with the
bill in that what it does, it slides over
another very, very important issue.
What it does, frankly, is to open a huge
gap for those who are simply providing
the money to fund these plans.

So while supporting the concept and
the aim of the Norwood-Dingell bill,
because of this huge void in funding,
we almost surely will, in effect, be
hurting the people we are trying to
help. And I say this autobiographically
from my experience in the business
field.

So I think it is irresponsible for us to
ignore this issue in this great wave of
enthusiasm for this bill. Despite the
emotions of the day, if we do not do
something, and I feel that it will be ap-
propriate through our amendment, it
will come back to haunt us.

Mr. Chairman, I reserve the balance
of my time.

Mr. BROWN of Ohio. Mr. Chairman, I
yield 2 minutes to the gentleman from
New Jersey (Mr. ANDREWS).

(Mr. ANDREWS asked and was given
permission to revise and extend his re-
marks.)

Mr. ANDREWS. Mr. Chairman, I rise
in opposition to this well-intentioned
but, I think, flawed substitute. There
are three deficiencies in the substitute
which I believe compel its rejection
and the adoption of the underlying
Norwood-Dingell-Ganske bill.

First is that this substitute usurps
States’ rights and States’ causes of ac-
tion with respect to tort law. One of
the pieces of wisdom of the regulatory
system in the United States is that dif-
ferent States have the authority to set
different standards of care and dif-
ferent causes of action according to
their State law. Each of our several
States is very different. There are dif-
ferent needs of the people, there are
different legal problems, and we recog-
nize this by recognizing the fact that
tort law causes of action typically, and
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sometimes exclusively, come from
State law.

This substitute creates one single
Federal cause of action, and I believe
that one-size-fits-all approach is inap-
propriate to solving the problem that
is before us.

The second defect is that this sub-
stitute does not provide full relief for
people who are wronged. The limita-
tion on damages is a very meaningful
limitation on damages. For example,
by tying the limitation to a multiple of
economic damages, what about the
case of a person who is a stay-at-home
parent who does not have a job that
pays in remuneration, but pays in psy-
chic rewards, and that person is se-
verely harmed by the actions of a man-
aged care company. The damages that
person would be able to recover would
be significantly limited by this amend-
ment, and I believe that is another rea-
son for its rejection.

Finally, the cause of action has some
technical flaws in it which could ex-
clude some managed care decision-
makers from accountability. By cre-
ating the requirement that the deci-
sion-maker both have the authority to
make the final decision and exercise
that authority, there are certain deci-
sion-makers and certain decisions
which would be exempt from account-
ability under this process.

So although I congratulate the au-
thor for frankly offering a substitute
that moves much closer in the direc-
tion of the underlying bill, I believe for
these three reasons it should be re-
jected; and I urge the defeat of the sub-
stitute.

ANNOUNCEMENT BY THE CHAIRMAN

The CHAIRMAN. The Chair would
ask Members to refrain from using cell
phones and other telecommunications
devices on the floor of the House.

Mr. HOUGHTON. Mr. Chairman, I
yield 5 minutes to the gentleman from
South Carolina (Mr. GRAHAM), my
great friend.

Mr. GRAHAM. Mr. Chairman, I thank
the gentleman for yielding me this
time. I would like to say I have thor-
oughly enjoyed working with the gen-
tleman from New York (Mr. HOUGHTON)
and the other two Members who are
Norwood-Dingell cosponsors on trying
to bring some common sense reform to
a very important issue.

Where are the American people? The
American people, whether one is Re-
publican or Democrat alike, believe
HMOs should be sued when they hurt
people. The American people believe
one should be able to choose one’s own
doctor even if one has to pay more
money out of their own pocket. The
American people believe that one
should not have to call the insurance
company before one can take a kid to
the emergency room, and they should
not be able to deny treatment and pay-
ment because one did not call them.

The American people are very much
for a lot of the reforms in this bill. The

American people are also for limiting
our tort system in a way that keeps
people in business. The American peo-
ple are very much for common sense
legal reform. That is what this bill
does.

Here is the question of the 29 Repub-
licans who have voted ‘‘no,’’ and here is
the question to the Democratic Party:
What if we kept the health care in Nor-
wood-Dingell the same? What if we did
not change it one word? What if we
gave all of the patient protections that
Norwood-Dingell give the American
people? What would my colleagues do if
we asked them to move a little bit to-
ward the American business commu-
nity by giving them a chance to keep
their employees with health care in the
area of liability?

My question is, can we tear down the
legal wall that unfairly protects HMOs
from liability and keep people in the
health care business? Yes, we can, if
people will work together. The answer
will be no if we continue on this
confrontational track.

What do we do differently? We do
nothing different in health care. Here
is what we do in liability. I address my
friend, the gentleman from New Jersey
(Mr. ANDREWS), and his comments. We
keep it at the Federal level. Do my col-
leagues know why we keep it at the
Federal level? Because uniformity is
helpful in controlling costs.

ERISA is a Federal law that protects
employees’ retirement benefits. If one
has a claim under ERISA for one’s re-
tirement, one does not go to 50 dif-
ferent States. We do not let 50 different
States write 401K plans. One goes to
Federal court, and one has their day in
Federal court because it is a Federal
law that is uniform to make sure em-
ployers who do business in more than
one State can have one set of rules to
live by so that they know the rules of
the road. We give a uniform forum to
the people who may be aggrieved, and
we give them a fair day in Federal
court.

Mr. Chairman, I say to my col-
leagues, if Norwood-Dingell passes the
way it is today, here is what is going to
happen in corporate America. If one
can be sued as a multi-State business
in 50 different States with 50 different
legal theories of holding people ac-
countable in the health care industry,
we are going to have lawyers meet with
the corporate board and say, you are
going to be chasing jury verdicts all
over this country. Get out of this busi-
ness. This is voluntary on your part;
you do not have to do it.

You are going to spend more time in
State court on lawyer fees than you
are going to spend on health care. If we
allow 50 different theories of being
sued, we are going to not only tumble
down the liability wall, we are going to
tumble down the benefits that go to
the people who need it the most, and
that is the employees.

What do we do in this bill? We limit
damages in two areas. Economic dam-
ages are fully recovered.

Let me say this to the gentleman
from New Jersey (Mr. ANDREWS). I have
represented housewives, people who do
not have the traditional job. Let me
tell my colleague, if we put down what
it cost to run a family, we can add up
some serious damages, because people
who stay at home and take care of fam-
ilies have a job, and we can turn that
into money as a lawyer, because I have
done it. One can get one’s full range of
damages under this bill, but we are not
going to let people make up numbers
called pain and suffering beyond a half
a million dollars to keep people in
business.

Punitive damages are taken off the
table. If we leave that as a form of
damages, the cost of premiums are
going to go through the roof. Punitive
damages helps no one have a better
quality of life except the lawyer who
puts the money in their pocket, and I
have been a lawyer seeking punitive
damages.

Mr. Chairman, we can have common
sense legal reform that gives people a
fair day in court, that allows busi-
nesses to be sued, but in a uniform
manner with a national standard so
that they do not get out of this busi-
ness chasing 50 different juries.

If we want to help patients keep the
health care the same, if we want to
help business, give them a chance to
understand the rules of the road no
matter where they do business; give
them some commonsense legal protec-
tion so that they do not get sued to
death.

Mr. Chairman, this bill as currently
written is going nowhere. With some
common sense changes, it can become
the law of the land and people can have
the health care they deserve and paid
for; they can have their day in court,
and people like the gentleman from
New York (Mr. HOUGHTON) who have
been in business and offered employee
benefits can continue to do that if we
will work together.

Mr. BROWN of Ohio. Mr. Chairman, I
yield 4 minutes to the gentleman from
Georgia (Mr. NORWOOD).

Mr. NORWOOD. Mr. Chairman, I in-
deed thank the gentleman for yielding
me this time, and I would like to take
a moment to talk about the gentleman
from New York (Mr. HOUGHTON) and
the gentleman from South Carolina
(Mr. GRAHAM), not only two good
friends, but two cosponsors of our bill,
and I want both of them to know how
much I appreciate the work they have
done with us. The gentleman from New
York (Mr. HOUGHTON) knows that we
have spent many hours trying to, with-
in our bill, reach accommodation with
him.

I will just submit for the RECORD a
CRS report that agrees that the
changes that he has worked so hard to
get in our bill we were able to do that
and accommodate him.
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1 Footnotes at the end of article.

CONGRESSIONAL RESEARCH SERVICE,
LIBRARY OF CONGRESS,

Washington, DC, October 5, 1999.
To: Hon. Charlie Norwood, Attention: Rod-

ney Whitlock.
From: Kimberly D. Jones, Legislative Attor-

ney, American Law Division.
Subject: Legal Analysis of Whether the

Amendment in the Nature of a Sub-
stitute To H.R. 2723 offered by Represent-
atives Norwood, Dingell, Ganske and
Berry Addresses Concern Raised by Rep-
resentative Houghton.

This memorandum is in response to your
request for a legal opinion whether concerns
raised in regard to H.R. 2723 by Representa-
tive Houghton in a document provided by
your office have been addressed by a sub-
stitute amendment being offered by Rep-
resentatives Norwood, Dingell, Ganske and
Berry (Substitute Amendment). H.R. 2723
would amend Section 514 of ERISA to pre-
vent ERISA’s preemption provision from
interfering with a state law that seeks to re-
cover damages for personal injury or wrong-
ful death resulting from acts connected to or
arising out of an arrangement regarding
‘‘the provision of insurance, administrative
services, or medical services’’ by a group
health plan. In addition, the bill establishes
standards of internal review and creates an
external review process. Under the bill, no
punitive damages may be awarded if the de-
fendant complied with external review in a
timely manner, as defined under the bill. It
bars from review those decisions denying
coverage for items specifically excluded from
the plan.

In a document provided by your office,
Representative Houghton raises a number of
concerns with H.R. 2723. The first concern is
that the liability clause in Section 302(a)(1)
of H.R. 2723 shows ‘‘no connection between
wrongdoing and who is sued.’’ Section
302(a)(1) states:

(1) NON-PREEMPTION OF CERTAIN CAUSES OF
ACTION.—

(A) IN GENERAL.—Except as provided in this
subsection, nothing in this title shall be con-
strued to invalidate, impair, or supersede
any cause of action by a participant or bene-
ficiary (or the estate of a participant or ben-
eficiary) under State law to recover damages
resulting from personal injury or for wrong-
ful death against any person—

(i) in connection with the provision of in-
surance, administrative services, or medical
services by such person to or for a group
health plan . . ., or

(ii) that arises out of the arrangement by
such person for the provision of such insur-
ance, administrative services, or medical
services by other persons.

Specifically, Representative Houghton’s
letter expresses concern about the poten-
tially broad definition of the term ‘‘any per-
son’’ and the potential activities that could
be grounds for a cause of action under the
bill. Representative Houghton also expresses
concern about the bill permitting a suit
based on any act of the plan, whether ‘‘good
or bad.’’

The language of section 302(a)(1) is the
same in both H.R. 2723 and the substitute
amendment. Therefore, both would allow
claims under state law. The potential parties
to a suit and the basis of a suit would be de-
termined by state law. Ultimately, the par-
ticipant or beneficiary would have to satisfy
the elements of a state law claim and meet
the standard of proof required to prevail
under state law.

Another concern raised by Representative
Houghton is that state law may not provide
an adequate remedy. Currently, many states
have laws that allow only a ‘‘natural person’’
to be licensed as a doctor or to practice med-
icine. As a result, many states prohibit a

corporation or similar professional entity
from giving medical advice or practicing
medicine.1 In states where these corporate
practice of medicine laws exist, HMOs (and
other managed care plans) are legally pro-
hibited from and are not considered to be
practicing medicine or making medical deci-
sions, even if they contract with licensed
physicians to perform services on their be-
half and/or make benefit decisions that af-
fect the doctor’s treatment. These laws could
present an obstacle to HMO enrollees who
seek to sue their HMO for medical mal-
practice or negligence. However, other state
claims that do not address the standards for
practicing medicine could be brought, i.e.,
negligent processing of a benefit, or ‘‘bad
faith’’ denials. It should also be noted that
some states have acted to remove the shield
that managed care plans have against state
medical malpractice claims. Texas, Cali-
fornia and Missouri have enacted laws that
would give patients the right to sue their
managed care plan for injuries resulting
from acts of the plan.

Another issue raised by Representative
Houghton is that H.R. 2723 would allow an
individual to go to court without exhausting
internal and external review. H.R. 2723
states:

(3) FUTILITY OF EXHAUSTION.—An individual
bringing an action under this subsection is
not required to exhaust administrative proc-
esses [internal and external review] . . .
where the injury to or death of such indi-
vidual has occurred before completion of
such processes.

The language of the substitute amendment
states:

(e) FUTILITY OF EXHAUSTION.—An indi-
vidual bringing an action under this sub-
section is required to exhaust administrative
processes [internal and external review] . . .,
unless the injury to or death of such indi-
vidual has occurred before the completion of
such processes.

The substitute amendment clarifies the
language of H.R. 2723 to require a participant
or beneficiary to exhaust internal and exter-
nal review before commencing an action
under state law, unless the injury or death
has already occurred.

The final concern raised in the letter is the
possibility that an employer may be liable
for under H.R. 2723 for ‘‘any exercise of dis-
cretionary authority including hiring the in-
surance company.’’ Under H.R. 2723, no cause
of action may be brought against an em-
ployer or plan sponsor (or its employees)
which provides a group health plan. This pro-
vision also expressly prohibits a person from
seeking indemnification from the employer
or plan sponsor (or its employees) for dam-
ages awarded under the Act. However, the
bill also includes an exception to these pro-
visions where the employer or plan sponsor
(or its employees) exercised its discretionary
authority to make a benefits decision and
the decision resulted in harm. The exercise
of discretionary authority does not include
the decision to include or exclude certain
benefits from the plan, to provide extra-con-
tractual benefits, or a decision not to pro-
vide a benefit while internal or external re-
view is being conducted. The bill does not
permit a cause of action under state law for
failing to provide a benefit or service that is
not covered by the plan.

Under H.R. 2723, it is possible that an em-
ployer who has a self-insured plan could be
liable under a state cause of action. If the
employer in the administration of the plan
or the provision of benefits uses discre-
tionary authority to make a benefits deci-
sion, it would fall under the exception to the

employer protection provision of the bill.
This is more likely to happen if the employer
chooses to administer the plan itself. If the
employer contracts with an insurance com-
pany to provide these benefits, the bill could
be used to protect the employer if it did not
exercise discretionary authority on a claims
decision. It is less likely than an employer
would be directly involved if the administra-
tion of the plan has been contracted to an in-
surance company. However, if the employer
becomes involved in a claims decision it
would be liable. Also, it could be argued
that, although the insurance company made
the decision, the company is an agent of the
employer and acting on the employer’s be-
half. As the employer’s agent, the argument
could be made that the actions of the insur-
ance company could be imputed to the em-
ployer. It is not clear if this argument would
be successful.

The language of the employer provision in
the substitute amendment is similar to H.R.
2723, except the term ‘‘group health plan’’ is
included in the category of parties that may
not be sued under this Act. The provision
states, [Section 302(a)] ‘‘does not authorize—
(i) any cause of action against a group health
plan or an employer or other plan sponsor
maintaining the plan, or (i) a right to recov-
ery, indemnity, or contribution by a person
against a group health plan or an employer
or other plan sponsor (or such an employee)
for damages assessed against the person pur-
suant to a cause of action under [Section
302(a)(1)]. The term ‘‘group health plan’’ is
also included in the exception to the em-
ployer provision which states:

Subparagraph (A) shall not preclude any
cause of action described in [Section 302(a)]
against [a] group health plan or an employer
or other plan sponsor (or against an em-
ployee of such a plan, employer, or sponsor
acting within the scope of employment) if—
(i) such action is based on the exercise by the
plan, employer, or sponsor (or employee of
discretionary authority to make a decision
on a claim for benefits covered under the
plan or health insurance coverage in the case
at issue; and (ii) the exercise by the plan,
employer, or sponsor (or employee) of such
authority resulted in personal injury or
wrongful death.

The inclusion of the term ‘‘group health
plan’’ would clarify the bill’s application to
fully-insured plans. The term ‘‘group health
plan’’ is defined under ERISA as ‘‘an em-
ployee welfare benefit plan to the extent
that the plan provides medical care . . . to
employees or their dependents . . . directly
or through insurance, reimbursement, or
otherwise.’’ 2 Therefore the employer provi-
sion would protect a group health plan from
liability, unless it exercised discretionary
authority to make a decision on a claim for
benefits covered under the plan or health in-
surance coverage in the case at issue.

In a fully-insured plan, a company will
contract with an insurance company to pro-
vide coverage for its employees. This com-
pany is known as a ‘‘health insurance issuer’’
under ERISA. The term ‘‘health insurance
issuer’’ is defined under ERISA as ‘‘an insur-
ance company, insurance service, or insur-
ance organization 9including a health main-
tenance organization . . .) which is licensed
to engage in the business of insurance in a
State and which is subject to State law
which regulates insurance. . . . Such term
does not include a group health plan.’’ 3 In
essence, in the case of a fully-insuredd plan,
the plan and the health insurance issuer are
two distinct entities. By including group
health plans in the employer exception and
special rule provisions of the substitute
amendment, it is unlikely that the actions of
the health insurance issuer will be imputed
to the plan. However, a fully-insured plan
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could face liability if it exercises discre-
tionary authority to make a decision on a
claim for benefits covered under the plan or
health insurance coverage in the case at
issue.

In the case of a self-insured plan, the result
is the same under both H.R. 2723 and under
the substitute amendment. Where the em-
ployer assumes the risk of providing health
insurance to its employees, the employer and
the plan are for practical purposes the same.
As such the acts of a self-insured plan could
subject the employer to liability due to the
high probability that the employer will have
and use discretionary authority to make a
decision on a claim for benefits covered
under the plan or coverage in the case at
issue.

KIMBERLY D. JONES,
Legislative Attorney.

FOOTNOTES

1 D. Cameron Dobbins, Survey of State Laws Relating
to the Corporate Practice of Medicine, 9 Health Lawyer
18 (1997). Approximately 15 states have corporate
practice of medicine laws.

2 29 U.S.C.A. § 1191b(a) (West Supp. 1999).
3 29 U.S.C.A. § 1191b(b)(2).

The Houghton amendment would
make insurers liable in Federal court
rather than State court. That is sort of
the bottom line. H.R. 2723 and every
bill, incidentally, I have introduced on
liability ensures we want them to face
State liability.

I would just like my colleagues to
consider a thought, consider this quote
from Chief Justice William Rehnquist,
and he says, and I quote, ‘‘Congress
should commit itself to conserving the
Federal courts as a distinctive judicial
forum of limited jurisdiction in our
system of Federalism. Civil and crimi-
nal jurisdictions should be assigned to
the Federal courts only to further
clearly define and justify national in-
terests, leaving to the State courts the
responsibility for adjudicating all
other matters.’’

Should HMO liability be considered a
national interest warranting Federal
jurisdiction?

In the Federal courts today, there
are 65 vacancies and the courts antici-
pate another 16 vacancies forthcoming.
Twenty-two courts are considered to be
emergency status, under emergency
status. They do not have appropriate
coverage from the bench to consider
the cases before them. To this situa-
tion we are going to add a new Federal
tort?

The Speedy Trial Act of 1974 requires
the Federal bench to give priority to
criminal cases over civil cases. In 1998,
criminal case filings were up 15 per-
cent. A single mother whose child
needs constant care because of a deci-
sion made by an HMO will have to
stand in line behind all of the drug
dealers before she can try to hold the
HMO liable for its action.

State courts are easier for patients
to access. Almost every town in Amer-
ica has a State court. Federal courts
are few and far between. States like
Texas and Georgia and California al-
ready have moved to make insurers ac-
countable for their actions. State
courts are a more appropriate and ac-
cessible venue for personal injury and
wrongful death.

Considering the problems that pa-
tients will have in accessing Federal
court, it is hard to imagine that HMO
liability meets the Chief Justice’s defi-
nition of a national interest. It cer-
tainly does not meet the single moth-
er’s definition.

Like all politics, all health care real-
ly is local. H.R. 2723 holds insurers lia-
ble for their decisions that harm or kill
someone in the most appropriate
venue: State courts.

b 1500
My dear friend, and I do mean that

sincerely, my dear friend, the gen-
tleman from South Carolina (Mr.
GRAHAM), he knows Frogmore, South
Carolina, is a long way from a Federal
court. You just cannot get there from
here. We just need to do this at home.
We also need to consider that the com-
panies that do have a business in all 50
States, my goodness, they have to deal
with 50 States now. Because you have a
business in all 50 States does not pre-
empt you from ever going into State
court.

What about slip and fall? That hap-
pens every day. They have to be ready
in every State. I am not even going to
ask Members to vote against my
friends, just vote for H.R. 2723 intact on
the next vote.

Mr. Chairman, I include for the
RECORD the following statement on
physician pathology services:

It is the intent of this legislation that the
access to care subtitle apply to clinical pa-
thology and specialized clinical pathology
services. However, I am aware that the lan-
guage may not be specific enough on this
particular issue. Therefore, when we go to
conference with the Senate, I am willing to
work to further clarify this issue by includ-
ing clarifying language on access to clinical
pathology and specialized clinical pathology
services in sections 111 and 112 of this legis-
lation

It is the intent of this legislation that the
access to care subtitle apply in the same
manner to clinical pathology and specialized
clinical pathology services as it would to
other specialty medical services in this legis-
lation.

It is my intention that when we go to con-
ference with the Senate that I will work to
further clarify this issue by including ex-
plicit language on access to clinical pathol-
ogy and specialized clinical pathology serv-
ices in section 114 of the legislation.

CHARLIE NORWOOD.

Mr. HOUGHTON. Mr. Chairman, I
yield 11⁄2 minutes to the gentleman
from South Carolina (Mr. GRAHAM).

Mr. GRAHAM. Mr. Chairman, I ap-
preciate those kind comments from my
friend across the river in Georgia. We
agree on most everything.

One thing I am not going to do when
this is over, go practice dentistry. I
promise the Members that today. I ap-
preciate all these doctors wanting to
rewrite this liability section, but let
me ask one question of my friends on
the other side. Are they suggesting
that if a fiduciary mismanages the re-
tirement benefits of a company or em-
ployees, that they should be sued in
State court? Is that what they are tell-
ing us?

Under current law under ERISA, if
there is a mismanagement by the fidu-
ciary of the employees’ retirement ben-
efits, is it the gentleman’s belief that
State court is the proper place to sue?

Mr. NORWOOD. Mr. Chairman, will
the gentleman yield?

Mr. GRAHAM. I yield to the gen-
tleman from Georgia.

Mr. NORWOOD. The gentleman wins.
I am not a lawyer. I am not sure. I just
know when one has liability under our
bill, it has to be in State court.

Mr. GRAHAM. The reason the gen-
tleman cannot answer the question,
Mr. Chairman, if we had that as a rule,
every 401(k) plan in America would
fold, because nobody in their right
mind is going to offer these benefits so
they can be sued in 50 States under 50
different theories of plan management.

The reason we have this law at the
Federal level is to encourage employ-
ers to offer health care and retirement
benefits so they know what the rules
are, and they cannot be nickeled and
dimed in every State.

This is an emotional topic from the
plaintiff’s point of view and from the
business point of view. If Members
want to destroy health care, allow 50
different theories of liability. People
are going to get out of the business.

Mr. HOUGHTON. Mr. Chairman, I
yield 2 minutes to the gentlewoman
from New York (Mrs. KELLY).

Mrs. KELLY. Mr. Chairman, the
Commission on Health Care Dispute
Resolution, formed by the American
Bar Association, the American Medical
Association, and the American Arbitra-
tion Association, issued a draft report
in 1998 recommending the use of alter-
native dispute resolutions for medical
insurance disputes.

The Houghton-Graham substitute
amendment allows this, using binding
arbitration as an alternative option for
a patient to appeal the decisions of
their health insurers, and follows the
standards set by the commission,
which include independent and impar-
tial arbitrators with sufficient medical
or legal expertise, appropriate creden-
tials, and who have no conflicts of in-
terest.

Additionally, the arbitration process
must include a fair de novo determina-
tion, the opportunity to submit evi-
dence, have representation, and make
oral presentation. The health insurer
must also provide all records and provi-
sions of the plan relating to the mat-
ter.

Arbitration is a voluntary option to
operate in lieu of court. Some people
just do not want to go to court. Be-
cause arbitration is voluntary for the
patient to choose, it will not take away
from the patient’s right to sue in
court, but instead, adds a choice to the
accountability process. I think we
should expand choice for patients who
are harmed by wrongful decisions. The
Norwood-Dingell bill does not offer this
choice.

Mr. Chairman, I urge Members to
support the Houghton-Graham sub-
stitute.
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Mr. DINGELL. Mr. Chairman, I yield

2 minutes to the distinguished gen-
tleman from New Jersey (Mr.
PASCRELL).

Mr. PASCRELL. Mr. Chairman, I
thank the gentleman for yielding time
to me.

Mr. Chairman, we have indeed been
making history since we started this
debate last evening. Americans do not
have to wait for their State to catch up
in protecting them when they become
ill, in protecting their interests. If
there is hurt, then HMOs are going to
have to withstand the scrutiny that
doctors and hospitals withstand right
now.

I applaud the efforts of the gen-
tleman from New York (Mr. HOUGH-
TON). There are a tremendous amount
of similarities between what he wants
to do and what is in the Dingell-Nor-
wood bill, no doubt about it. I detect, if
I may, and I hear the fears portrayed
by my good friend, the gentleman from
South Carolina (Mr. LINDSEY), from the
proponents of this substitute.

But I also hear the fears and the anx-
iety of actual human beings who have
to deal with the bureaucratic maze
that is in front of them when they are
ill. If I have to err, if I have to make a
mistake, I believe, in good faith, we
should make it on the side of the pa-
tient.

What that means is that all the
things that we agree upon in similar
pieces of legislation should not be
shortstopped because we cannot agree
on where that limit is if one has to go
to court. There are built-in processes
right within this legislation internally
that protect us from those fears and
those anxieties which Members have
expressed.

That is why I cannot vote for this
substitute, but I applaud the gentle-
man’s efforts.

Mr. DINGELL. Mr. Chairman, I yield
2 minutes to the distinguished gentle-
woman from California (Ms. PELOSI).

Ms. PELOSI. Mr. Chairman, I thank
the gentleman for yielding time to me.

Mr. Chairman, I rise in opposition to
the Houghton-Graham substitute and
in support, strong support, of the Din-
gell-Norwood legislation. I commend
both of those gentlemen for their cou-
rageous leadership.

Nothing, I think, speaks more elo-
quently to the need for their proposal
than the case of my constituent, Ste-
phen Parrino, from San Francisco. Ste-
phen was diagnosed with a brain
tumor. His HMO referred him to Loma
Linda Medical Center, which success-
fully removed the tumor.

Stephen’s treating physician then or-
dered him to undergo proton beam
therapy no later than 2 or 3 weeks fol-
lowing the operation, but Stephen’s
HMO refused to pay for the therapy,
saying that it was experimental, unap-
proved, and not medically necessary.
For those reasons, it did not fall within
the managed care guidelines.

After repeated calls to the claims re-
viewer, Stephen was told that the HMO

would ask for a second opinion. Seven
weeks after surgery was completed, the
second opinion came back. It was medi-
cally necessary. But it was now too
late. Two weeks later, Stephen was in-
formed his brain tumor had spread; it
had reoccurred to the same place, and
spread to the rest of his body, includ-
ing his lungs. He subsequently brought
suit against the HMO in State court,
but claiming ERISA preemption, the
HMO had the action removed to the
U.S. District Court, which dismissed
his case. With no remedy against the
HMO, Stephen Parrino ultimately died
as a result of the tumor.

Mr. Chairman, this story has been
told over and over again in our coun-
try, of desperately sick people who
thought they had access to the best
health care in the world, and who find
themselves at the mercy of the man-
aged care bureaucrats in a judicial sys-
tem that provides them with less as-
sistance than they need and no com-
pensation after the damage has been
done.

We have a responsibility to stop this.
Health care consumers must be able to
hold their health care plans account-
able and get lifesaving care. That is
why the American Psychological Asso-
ciation writes that the Norwood-Din-
gell bill is the only legislation that
holds HMOs accountable for negligent
acts.

Mr. Parrino’s HMO did not provide
him with the remedy to save his life.
His family has no remedy against that
HMO.

Mr. HOUGHTON. Mr. Chairman, I
yield 1 minute to the gentleman from
South Carolina (Mr. GRAHAM).

Mr. GRAHAM. Mr. Chairman, I would
like to address the case previously
mentioned on the floor. It is a very
emotional topic.

Under our bill, they would have a
legal remedy. They would have a
wrongful death claim brought in Fed-
eral court. They would get a full range
of what has been lost: the future wages,
past wages, past medical bills, the en-
tire package that goes with a wrongful
death claim, plus a half a million dol-
lars for pain and suffering, which in a
wrongful death claim is very hard to
get anyway. They would get that whole
range. The liability wall would come
down.

Let me just make this one state-
ment. I am asking every member of
this House who has voted for products
liability reform, where we limit dam-
ages, just like we do here, to ask them-
selves, are they being honest with
themselves? What is the deal, here? If
someone gets hurt by a machine, we
are entitled to limit damages, but if
they get hurt by an HMO, for some
strange reason and they go through the
roof, 280 people in this House have
voted for liability reform just like we
have today, including the gentleman
from Iowa (Mr. GANSKE) and including
the gentleman from Georgia (Mr. NOR-
WOOD).

They were willing to limit damages
then, but not now. Why?

Mr. HOUGHTON. Mr. Chairman, I
yield 4 minutes to the gentleman from
Tennessee (Mr. HILLEARY).

Mr. HILLEARY. Mr. Chairman, I am
proud to be in the House today as a co-
author and principle cosponsor of this
legislation, the Houghton-Graham-
Hilleary-Gibbons substitute to the Nor-
wood-Dingell bill.

Our substitute would clarify and
close the loopholes that presently
exist, in our opinion, in the liability
section of the base bill before us. I, like
the drafters of the base bill, do believe
that some sort of accountability mech-
anism must exist in order to improve
today’s managed care plans. I support
holding managed care plans that make
negligent decisions accountable in a
court of law.

However, the bill ignores to a serious
level, I believe, concerns about the po-
tential liability that employers will
face. This problem must be resolved or
literally millions more Americans will
join the ranks of the uninsured.

I know that adding millions of Amer-
icans to the ranks of the uninsured is
absolutely not the intent of anybody
on the other side, or who supports the
Norwood-Dingell bill. They do not
mean to expose innocent employers to
liability, I am quite sure. However, the
language they use to protect the em-
ployers does not achieve their goal, and
therefore, we will try to correct it in
our substitute.

Under the base bill, a business cannot
be sued if they use discretionary au-
thority in making coverage decisions.
The problem is that the phrase ‘‘discre-
tionary authority’’ is, in my opinion,
much too broad.

Let us first guess what is meant by
‘‘discretionary authority.’’ What if an
employer sets up a clerical system that
simply provides information on cov-
erage decisions? Can that employer be
sued under the base bill? Yes, it could
be, under discretionary authority.

What if a plan simply selects a third-
party administrator or a certain type
of health care plan. Can they be sued?
Yes, under discretionary authority.

What if an employer reverses the de-
cision of a plan on behalf of an em-
ployee? Could they be sued?
Shockingly, possibly, yes, under the
phrase ‘‘discretionary authority.’’ It is
too broad.

With discretionary authority, we are,
in reality, creating a system where
lawyers can find loopholes to go after
innocent companies. We cannot accept
such loopholes that allow innocent
businesses to be dragged into court just
because they have the deepest pocket,
which in turn incentivizes businesses
to drop health care policies for their
employees.

Our substitute plugs this loophole.
Under this substitute, only the busi-
ness that has direct participation in
making the sole, final decision of the
plan is liable. Those are the key words,
‘‘Sole and final decision.’’ The loophole
is closed. This will force the people in
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charge of the plan to make a good deci-
sion or be on the wrong end of mone-
tary damages.

Meanwhile, innocent employers,
which had nothing to do with the deci-
sion on health care, will not be forced
into court, as is the case with the base
bill.

I truly commend the gentleman from
Michigan who supports the Norwood-
Dingell bill and our great friend, the
gentleman from Georgia (Mr. NOR-
WOOD). We appreciate how he has
pushed this issue, pushed the issue of
patient protections in health care, ac-
countability in managed care. In my
opinion, every option on the floor
today has the fixes to these problems,
in one way or another.

In my view, part of that account-
ability must include having one’s day
in court, if one happens to be an em-
ployee who has been wronged. Three of
the options we have considered today
have that as a possible option, but we
cannot let a legislative vehicle which
fixes these problems also be used to
create unlimited lawsuits, even against
employers that had nothing to do with
the health care decision.

Our substitute leaves Norwood-Din-
gell’s patient protections intact, but
closes the loopholes in the liability
section.

This is the size of the Norwood-Din-
gell bill, a pretty thick bill. This is the
size of the changes that we make to
Norwood-Dingell. There are very few
changes that we make. We just con-
sider those closing those loopholes to
the base business that might be an in-
nocent bystander in this situation.

b 1515

Everybody here that I know of is in-
terested in the same thing, trying to
get more patient protections into the
law of the land, but we just believe in
different solutions to the problem.
Vote for our substitute.

Mr. DINGELL. Mr. Chairman, I yield
1 minute to the distinguished gen-
tleman from Georgia (Mr. NORWOOD).

Mr. NORWOOD. Mr. Chairman, I
thank the gentleman from Michigan
for yielding me this time.

Mr. Chairman, I have been rather in-
terested about the attacks on discre-
tionary authority. Of course, I am not
a lawyer, but I took a minute, and I
tried to look up what in the world are
they hanging their hat on. I mean, all
discretionary authority really means is
that an employer can make an inde-
pendent decision. He has the power to
do that about a health care plan.

What we do in this bill with the dis-
cretionary authority, we say that it is
about a claim for benefits covered
under the plan. That is what they have
the authority to do. We are saying, ‘‘do
not use your authority to go in and
deny care under this claim if it is a
benefit in your claim, and you have to
answer to that if you kill somebody.’’
It is pretty simple.

I say to the gentleman from South
Carolina (Mr. GRAHAM) I am all for lim-

iting liability. Now, he knows that.
That is why we have limited liability
in our bill once one gets passed exter-
nal review. I thought that it would
make good sense. There is great limita-
tion of liability at the State level. We
see about half the States have really
good punitive. Half the States, and
sometimes not the same ones, have
very good limitations on noneconomic.
I think I am for limiting liability.

Mr. DINGELL. Mr. Chairman, I yield
2 minutes to the distinguished gentle-
woman from Texas (Ms. JACKSON-LEE).

(Ms. JACKSON-LEE of Texas asked
and was given permission to revise and
extend her remarks.)

Ms. JACKSON-LEE of Texas. Mr.
Chairman, let me thank the distin-
guished gentleman from Michigan for
this time and his patience and his lead-
ership on this legislation, along with
the gentleman from Iowa (Mr. GANSKE)
and the gentleman from Georgia (Mr.
NORWOOD) and the gentleman from Ar-
kansas (Mr. BERRY).

This has not come about overnight,
and I think it is important to empha-
size that because I have the greatest
respect for the gentleman from New
York (Mr. HOUGHTON). We have worked
together. We understand the value of
bipartisanship.

But on the floor of the House today,
I have heard doctors maligned, I have
heard unions maligned, I have heard
lawyers maligned. I thought it would
be best if someone got up and spoke
about the American people, spoke
about the young man that is joining us,
children, or little Steve Olson that I
spoke about yesterday, the little 3-
year-old who needed a brain scan and
was denied that by his HMO; or 11-
year-old Paige Lancaster who for a
long time had headaches, and her brain
tumor grew for 4 years because her
HMO denied her the service; or maybe
Phyllis Cannon, a woman who died be-
cause of a lack of the ability to get the
service she needed because of the HMO.

Although the intentions are good for
this amendment, I believe that we will
respond to the American people, and
we will not malign them if we pass
straight up the Norwood-Dingell bill
that allows the patient-physician rela-
tionship to be the relationship that so
many physicians who our Members of
Congress have spoken about, the sin-
gular relationship of trust and respect
and knowledge, so that that patient
will have the ability to get the care
that they need.

My good friend who is on the Com-
mittee on the Judiciary knows what
this amendment does. This is the back
door of tort reform. This gives one a
single Federal action, and it closes the
door to those citizens located in Okla-
homa, in Texas, and Georgia who can
go to their State courts. It is the same
thing as the reform on the class action.

Mr. Chairman, the only bill that will
respond to the American people is the
Norwood-Dingell act. Save our chil-
dren. Pass the Norwood-Dingell health
reform package.

Mr. Chairman, today I rise to voice my
strong opposition to the three substitute
amendments to H.R. 2723, the Bipartisan
Consensus Managed Care Improvement Act.
H.R. 2723 amends current law to establish
new patient protections, set nationwide stand-
ards for health insurance, and expand medical
liability. The measure establishes basic stand-
ards for utilization review (i.e., establishing
guidelines for how a plan reviews the medical
decisions of its practitioner). In instances
where the insurer and practitioner disagree
about a patient’s treatment, the insurer must
disclose the reason for the negative coverage
decision and inform the patient of his right to
appeal. The bill establishes basic standards
for the internal appeal process. If the internal
appeal upholds the coverage denial, the pa-
tient may request an external review. The bill
allows any decision involving a medical judg-
ment to be appealed; however, if a benefit is
specifically excluded from a health plan con-
tract, it may not be appealed.

The measure expands health plan tort liabil-
ity by permitting state causes of action under
the 1974 Employment Retirement Income Se-
curity Act (ERISA; P.L. 93–406) to recover
damages resulting from personal injury or for
wrongful death for any action ‘‘in connection
with the provision of insurance, administrative
services, or medical services’’ by a group
health plan. The bill prohibits insurers from re-
taliating against a patient or provider based on
that individual’s use of the review or appeals
process and establishes other whistleblower
protections.

The bill also includes a number of provi-
sions designed to protect patients’ rights and
ensure access to health care. Specifically, the
measure: Lifts so-called ‘‘gag rules’’ to allow
free and open communications between pa-
tients and doctors in order for the patient to
make fully-informed decisions about the best
course of treatment; requires insurers to pro-
vide coverage, without prior authorization, for
emergency care if a ‘‘prudent layperson’’
would consider the situation an emergency
(resulting in serious injury or death); requires
health plans and insurers to allows patients to
choose their own primary care professional
from the plan or insurer’s network; requires
HMOs to provide direct access to a partici-
pating physician that specializes in obstetrics
and gynecology (OB–GYN) and allows parents
to designate a pediatrician as a child’s primary
care provider; allows patients who have an on-
going special condition to have continued ac-
cess to their treating specialist for up to 90
days in cases where the provider is terminated
from the plan or if the plan is terminated; re-
quires HMOs to provide a referral to a spe-
cialist for patients with conditions that require
ongoing treatment; and requires health plans
to disclose information to that patients are
able to learn what their plan specifically cov-
ers, including benefits, doctors, and facilities,
in addition to information on premiums and
claims procedures.

In my home state of Texas, we already
have effective laws that addresses this con-
cern. The Health Care Liability Act, codified as
Tex, Civ. Prac. & Rem. Code Ann. §§ 88.001–
88.003 (West 1998) allows an individual to
sue a health insurance maintenance organiza-
tion, or other managed care entity for dam-
ages proximately caused by the entity’s failure
to exercise ordinary care when making a
health care treatment decision.
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In upholding portions of this forward thinking

law that allows injured patients to bring suits
for damages against health insurers for sub-
standard quality medical care, District Judge
Vanessa Gilmore wrote, ‘‘[I]n light of the fun-
damental changes that have taken place in
the health delivery system, it may be that the
Supreme Court has gone as far as it can go
in addressing this area and it should be for
Congress to further define what rights a pa-
tient has when he or she has been negatively
affected by an HMOs decision to deny medical
care . . . .

‘‘If Congress wants the American citizens to
have access to adequate health care, then
Congress must accept its responsibility to de-
fine the scope of ERISA preemption and to
enact legislation that ensures every patient
has access to that care.’’ Corporate Health In-
surance v. The Texas Dept. of Insurance, 12
F. Supp. 2d, 597 (S. Tx. 1998). I could not
agree more.

The three amendments made in order, ap-
propriately called poison pills, would kill the bi-
partisan crafted Norwood-Dingell Bill. The first
amendment, the Boehner bill would allow no
new lawsuits, while the Norwood-Dingell
measure would provide patients relatively
open ability to sue in state courts. This is not
acceptable. A patient’s right to sue to address
the denial of care by HMO is at the heart of
Norwood-Dingell.

The second amendment, the Coburn-Shad-
egg amendment, is a wolf in sheep’s clothing.
It permits patients the right to sue. Should we
applaud? I think not. Upon careful reading one
finds that patients, under the Coburn-Shadegg
amendment, can sue in either state or federal
court, but not both, and would limit non-eco-
nomic damages to $500,000.

The Graham-Houghton measure does not
attempt to hide its attack on a patient’s right
to sue. It would limit damages in most cases
to $250,000 and limit suits to federal court.
This is outrageous. Think of the economic
hardship that a family would endure if they
have a loved one who is permanently and
catastrophically disabled as a result of an
HMO’s negligence. To cap damages to
$250,000 at a time when health care costs
continue to rise smacks of callous indifference
on the part of the sponsors of this measure.

These amendments would deny patients
legal redress when he or she has been nega-
tively affected by an HMOs decision to deny
medical care. The first lawsuit to cite Texas’
pioneering HMO liability law, filed against
NYLCare of Texas, shows why the measure
needed to be passed, according to physicians.
HMOs here and around the country have ar-
gued that they shouldn’t be liable for medical
malpractice because they only determine in-
surance coverage and don’t make medical
care decisions. But the Texas suit, filed in dis-
trict court in Fort Worth on Oct. 19, charges
that a decision by NYLCare’s reviewers to end
hospital coverage for a suicidal patient led to
his death. Despite his psychiatrist’s objections,
the patient did not protest the HMO’s decision
to release him from the hospital, and, shortly
after discharge, he killed himself. ‘‘HMOs may
say otherwise, but they are quite clearly prac-
ticing medicine,’’ said Robert G. Denney, MD,
a Fort Worth psychiatrists familiar with the
case. The lawsuit could spark interest in many
state legislatures and Congress, where legisla-
tion similar to Texas’ HMO liability law failed
this year but is expected to be reintroduced.

Only Texas and Missouri have passed such
laws, and Missouri officials reported that no
suits have been filed yet under their 1997 law.
Meanwhile, psychiatrists said a victory in
Texas could help reverse massive cuts in
mental health services in the past decade, as
employers and managed care companies im-
posed tight coverage limits. ‘‘HMOs and be-
havioral health companies are really going to
take notice of this case because it’s going to
change how they manage their care,’’ Dr.
Denney predicted. At the time of filing, defend-
ants in the lawsuit wouldn’t comment on the
case. In addition to NYLCare, which was ac-
quired in July by Aetna U.S. Healthcare, the
suit names Merit Behavioral Care Corp., which
allegedly made the coverage decision as a
subcontractor for NYLCare. Merit was ac-
quired in February by Magellan Health Serv-
ices, now the nation’s largest behavioral
health care provider.

Look at the Fort Worth patient, 68-year-old
Joseph W. Plocica, who became suicidal after
he was diagnosed with prostate cancer and
lost his job of 11 years. Plocica was admitted
to a mental health facility in late June by psy-
chiatrist Harold Eudaly Jr., MD. About a week
later, according to the lawsuit filed, Gary K.
Neller, DO, a psychiatrist working for Merit in
Dallas, told Dr. Eudaly by telephone that
Plocica had ‘‘used up his [hospital] days,’’
even though the HMO’s limit had not been
reached.

Upon discharge, Plocica went home, drank
a half gallon of antifreeze that night and died
of the effects eight days later. ‘‘This case ap-
pears to be very strong and raises some seri-
ous questions about promises made by the
HMO,’’ said Donald P. Wilcox, general counsel
of the Texas Medical Association. In a TV ad
for NYLCare 65, the Medicare product that
Plocica enrolled in, the HMO asserts that,
‘‘Some health insurance companies limit hos-
pital days. NYLCare 65 will give you as many
hospital days as your doctor will authorize,’’
according to a transcript filed with the lawsuit.
Wilcox added that since Plocica was covered
by Medicare, the case will not be affected by
the Employee Retirement Income Security Act
of 1974, which shields self-insured companies
from state actions.

It’s no surprise that the first lawsuit under
the Texas liability law involves mental health
services, because ‘‘the managed care industry
has been arbitrarily cutting benefits,’’ said Jef-
ferson Nelson, MD, president of the Texas So-
ciety of Psychiatric Physicians. Nationwide,
spending for behavioral health care benefits in
the past 10 years has fallen by 54%, to
$69.61 per person, compared with a 7.4%
drop for general health care benefits, accord-
ing to a 1997 study by the Hay Group for the
National Association of Psychiatric Health Sys-
tems.

Although some states have passed mental
health parity laws requiring coverage at the
same levels as other care, the Hay Group
found that by 1997, more than half of health
plans had imposed limits on mental health
hospital stays, typically 30 days. Coverage de-
cisions are not typically made by behavioral
care companies under contract to HMOs.
Their reviewers ‘‘constantly second-guess
complicated cases that take a great deal of
clinical judgment,’’ said Houston psychiatrist
Bernard Gerber, MD. When the HMO stops
hospital coverage, patients often refuse to pick
up the bill because they lack the funds to pay

for the hospital stay and often want to be re-
leased, as in Plocica’s case, Dr. Denney
added. Such cases are ‘‘frightening for psychi-
atrists because the liability rests with them,’’
said Joanne Ritvo, MD, a Colorado psychia-
trist and chair of the managed care committee
at the American Psychiatric Association. The
Texas lawsuit ‘‘is one of the first cases to ex-
pose what is under the rock’’ in managed
mental health care.

Critics of the Texas law predicted an ava-
lanche of HMO suits. With only one lawsuit
filed under the Texas law, which went into ef-
fect in September 1997, there is hardly the av-
alanche of claims that some HMOs predicted
when the measure was being debated, said
Fort Worth attorney George Parker Young,
who represents the Plocica family in the suit.

In other states where no such laws are on
the books, there is little legal redress for pa-
tients suffering from negligent medical or reck-
less decisions made by their health insurance
plans. Take for instance, Steven Olson—a
once healthy, thriving two-year old child. After
falling on a stick while hiking with his parents,
two-year old Steven was rushed to the emer-
gency room where he was treated. His mother
returned him a week later because he was in
great pain. He was treated for meningitis and
sent home. Steven continued to complain
about pain, but despite his parents’ protests,
the HMO doctors refused to perform a brain
scan, even though it was a covered benefit.
Steven eventually fell into a como due to a
brain abscess that herniated. He now has cer-
ebral palsy. An $800 brain scan would have
prevented this tragedy.

In an even more tragic case, a woman at-
tempted to switch doctors when it became
clear that her original doctor would not fully
examine a growing and discolored mole on
her ankle. Paperwork and bureaucracy re-
sulted in a six-month wait. Once the women fi-
nally visited a second doctor, she was imme-
diately sent to a dermatologist who determined
that the mole was a malignant melanoma. The
woman died one year later.

Mr. Chairman, under the current federal law,
many patients whose lives have been dev-
astated or destroyed by negligent or reckless
decisions made by their health insurance
plans cannot go to court to obtain appropriate
remedies under state law. The federal law—
the 1974 Employee Retirement Income Secu-
rity Act (ERISA)—was originally intended to
protect the interests of employees covered by
pension and health benefit plans offered by
their private-sector employers. But the law is
not being used as a shield against state tort
liability by HMOs and other health insurers
who claim that ERISA preempts state lawsuits
against health insurers who cover private sec-
tor employees. Based on rulings of some
courts, participants in ERISA-covered em-
ployee health plans are deprived of the protec-
tions afforded by the state common law of
negligence and medical malpractice and state
wrongful death statutes.

Although the courts do not all agree, many
patients injured or killed by negligent or even
deliberately reckless decisions of their HMO or
other ERISA-covered health insurers have
been unable to sue their health plan for dam-
ages. Injured patients and their families are
limited to a narrow federal remedy under
ERISA, which covers only the cost of the pro-
cedure that the plan failed to pay for, but does
not include compensation for injuries or death
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resulting from the denial of a medical
treatment.

Mr. Chairman, this year, it should be a top
priority of Congress to remove the ERISA pre-
emption. Legal accountability for health insur-
ance plans that make life-and-death decisions
about medical care must be a part of any ‘‘Pa-
tients’ Rights’’ bill that passes the Congress.
Requiring plans to be legally accountable
forces them to suffer consequences when they
deny care on the basis of cost and harm re-
sults. If health plans are not accountable to
patients for their decisions when harm results,
they have no financial incentive to make
appropriate medical decisions in the first
instance.

Mr. Chairman, this is a historic time to stand
up for the rights of patients. I ask my Col-
leagues to join with me in rejecting these poi-
son pill amendments. I urge my Colleagues to
support the bipartisan Norwood-Dingell meas-
ure which would take away the ERISA shield
health insurers currently hide behind.

Mr. HOUGHTON. Mr. Chairman, I
yield 3 minutes to the gentleman from
Nevada (Mr. GIBBONS).

Mr. GIBBONS. Mr. Chairman, I
thank the gentleman from New York
for his willingness to share a little bit
of his time for us folks.

What we are trying to do today is
simply avoid a catch-22 provision
which we are all knowingly pushing
this country toward. Truly, if one
looks at the Houghton amendment, it
is the most balanced approach to the
whole question we have got here today.
For those of us who talk about patient
reform, needed patient reforms, and
HMO reforms, let me say that I agree
with my colleagues. That is why I and
all the colleagues who have joined on
in this amendment are cosponsors of
H.R. 2723, and we preserve those pa-
tient reforms. We do not change them
at all.

But let me say that the 1.2 million
constituents that I have in the Second
Congressional District of Nevada sent
me here to make this bill a little bet-
ter. They sent me here to try to make
the Norwood-Dingell better by adopt-
ing this substitute.

We have heard a lot of claims go
about today about, yes, we are closing
the door to States’ lawsuits, that peo-
ple will not have the chance, if they
are in California, Texas, or Georgia, or
whatever, to address those legal rem-
edies that they have. Well, what about
the other 44 States who do not have
those same provisions?

By passing this bill without a uni-
form common approach to this law, we
have shut the door to the citizens of
those other 44 States. We are denying
them the access to have and to seek
damage and remedies that maybe some
of these States do not have that we
grant, that we allow, that we give this
uniform approach under this bill here
today.

Let me tell my colleagues a little bit
about why we need to control the cost
in this. If we look at the overall rise in
health care, and I am sure the gen-
tleman from Georgia (Mr. NORWOOD)
knows about the rise in health care

premiums, and I think it looks like
double digit and has been double digits
for a number of years.

In fact, in Nevada we just took a sur-
vey, and 12 percent of the employers, in
the last year, said they have dropped
their health care coverage for employ-
ees because of the continual rise in pre-
miums. That survey also showed that
49 percent of those employers would
also drop their health care coverage if
these premiums continued to rise.

What we are trying to do here is to
get to the issue of controlling the cost
by giving them uniformity and cer-
tainty about damages that they have
to estimate in their payment of pre-
miums that continually rise, that put
them out.

Let me say that for every 1 percent
of premium increase, approximately
400,000 people around America go off of
the insured roles on to the uninsured.

What we are doing here, Mr. Chair-
man, of course, is trying to give cer-
tainty to our employers that they
know what their exposure to liability
is. We all know that punitive damages
cannot be insured, that this comes out
of pocket of the employer. That is why
we take punitive damages off the table.
That is why we give a uniform ap-
proach to liability, to the remedies
that are here. That is very important
in this bill.

I would encourage all of my col-
leagues to support this amendment be-
cause I think it gives uniformity to a
much needed piece of legislation.

Mr. DINGELL. Mr. Chairman, I yield
2 minutes to the distinguished gen-
tleman from Maryland (Mr. HOYER).

Mr. HOYER. Mr. Chairman, I thank
the distinguished gentleman from
Michigan (Mr. DINGELL), the ranking
member, who is the senior Member of
this House, for yielding me this time.

His father introduced health care leg-
islation long before I knew anything
about what Congress was doing. He has
followed in that distinguished tradi-
tion.

I congratulate the gentleman from
Georgia (Mr. NORWOOD) for his courage,
his commitment, his focus to ensuring
that patients and families and doctors
had the opportunity to provide the
medical care that the patients needed.

I rise in opposition to this amend-
ment offered by one of the most distin-
guished and conscientious and honest
Members of this House, the gentleman
from New York (Mr. HOUGHTON) and
the gentleman from South Carolina
(Mr. GRAHAM).

I say to the gentleman, with all due
respect, that we stand on the edge of an
opportunity to pass historic legisla-
tion. This amendment will undermine
that, not because this amendment, per
se, is inherently bad, but because this
amendment raises very complicated
issues that, frankly, could have been
raised in another way and could have
been considered, in my opinion, much
more straightforwardly and honestly
as an amendment to the bill as opposed
to a substitute to the bill.

I am reminded somewhat of what we
did on campaign finance reform, not
what the gentleman is doing, but the
procedure that is being followed.

I urge my colleagues who have come
this far to ensure that we complete
this historic effort with the Norwood-
Dingell bill and reject this amendment.

Vote overwhelmingly to pass this
legislation. Let it go to conference
where it will be worked on by, not only
the Senate and the House, but by the
President as well.

We will have an opportunity this
year to do something that the Amer-
ican public will say is the best thing
that we have done this year in ensuring
that patients and doctors have the
right and the opportunity to provide
health care that the patients and doc-
tors believe is necessary, not some
third party. Defeat this substitute.

Mr. DINGELL. Mr. Chairman, I yield
2 minutes to the distinguished gentle-
woman from California (Ms. ESHOO).

Ms. ESHOO. Mr. Chairman, first, I
would like to salute all the Members
that have worked so hard to bring for-
ward the Dingell-Norwood bill. I would
like to say some things today that
really will remind us of some of the
greatest things that have happened in
this Chamber in the past chapters of
American history: when a Congress and
a President put together Social Secu-
rity, when a Congress and a President
put together Medicare.

In our day and our time, we, too, can
do something noble. The American peo-
ple are really pleading with us. They
are saying to us in our town hall meet-
ings, wherever we gather in our con-
gressional districts all over the coun-
try, fix the ills in this system. There
are parts of it that are broken. We need
access. We need fairness. We want our
physicians, our doctors, that sacred re-
lationship between a patient and a doc-
tor. We want the doctor to make the
calls.

There is interference in the system,
and we know what we need to do. The
Patients’ Bill of Rights is the bill that
the American people genuinely sup-
port. We know that.

There is politics of special interests
here that take amendments and de-
bates one way or another. But I am
convinced that the American people
still respect access to the courts, not
overuse of the courts, but access to the
courts, and that they want the laws to
be enforceable ultimately if that is
where it has to go.

We can cast a vote that is going to
keep faith with the American people. I
believe that when they come back to
judge us, that this will be the
yardstick by which they will measure
Members of the 106th Congress.

I ask my colleagues to defeat the
substitute. There is no substitute for
the Norwood-Dingell bill. Let us pass
the Patients’ Bill of Rights and do our-
selves proud in this Congress.

Mr. HOUGHTON. Mr. Chairman, I
yield 5 minutes to the gentlewoman
from Missouri (Mrs. EMERSON).
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Mrs. EMERSON. Mr. Chairman, be-

fore I even begin my formal remarks,
let me say that the Houghton sub-
stitute incorporates all of the good in
good work, the excellent benefits, the
excellent changes in the health care
delivery system that Norwood-Dingell
has. It only changes the liability por-
tion. Let me say that again. The entire
Norwood-Dingell bill stays intact ex-
cept for the liability provision. I just
thought I ought to say that in response
to the remarks of the gentlewoman
from California (Ms. ESHOO).

Let me also say, Mr. Chairman, that,
since I have been in Congress, I have
had to intervene on behalf of many,
many of my constituents, one of whom
has been denied or was denied health
care access when she had to have a
hysterectomy. At least three doctors
told her she had to have a
hysterectomy.

This 43-year-old cafeteria worker
from New Madrid was denied coverage
and denied coverage and denied cov-
erage. Her coverage said she can only
have a uterectomy. She said, ‘‘Well, if
this is the only thing I can have, I will
take this.’’ But she had it, and she had
pain and suffering, and she was even
worse off after she had the uterectomy.

She went back to the three doctors,
two of whom by the way were part of
her health plan, one of whom was an
outside doctor. All three doctors said
once again, if she did not have a
hysterectomy immediately, this
woman is going to die. But the plan ar-
gued, ‘‘No, she had a uterectomy. She
does not need further surgery,’’ even
though it was obvious she was still suf-
fering and was in great pain.

b 1530

And only after I intervened and I
threatened the plan with exposure to
the news media did they finally relent
and say, okay, go ahead. Well, my col-
leagues all know that that should not
happen. Plans should not be threatened
by Members of Congress in order to
provide needed services to our con-
stituents. But this has happened on
many occasions. And for all the good
health plans out there, there are some
bad ones.

And let me say, as a former lobbyist
for a small business and also as a
former lobbyist for the insurance in-
dustry, that plans should be held liable
in a court of law for acting irrespon-
sibly and providing health care to con-
sumers. I say that. But it should be re-
sponsible liability.

And let me say that after talking
with employers in my district as well
as a very, very close personal friend of
mine who was both a trial attorney and
a Taft Hartley Trust Fund attorney
that I think the liability language in
Norwood-Dingell does not protect labor
unions or employers who provide qual-
ity health care coverage for their em-
ployees.

Let me give my colleagues an exam-
ple. Let us say Joe Smith is denied cov-
erage by his HMO. He is in a life-

threatening situation and his doctor
recommends experimental surgery; and
because the HMO does not cover experi-
mental medical practices, his coverage
is denied. Now, the employer at this
time inserts himself in the process be-
cause Joe is a long-time employee, his
life is threatened; and, quite frankly,
he wants to give Joe help. So the HMO
grants Joe coverage because the em-
ployer has said I want Joe covered.

Now, another situation comes up
with a different employee where the
employer says, I am going to stay out
of this and let the HMO do its job. So
that coverage is denied. However, in
this case the employer is liable because
he acted out of compassion in the very
first case.

This same thing happens on a daily
basis with Taft Hartley Trustees each
and every day. They grant coverage,
where maybe they should not have
granted coverage, but they did it out of
compassion, and under Norwood-Din-
gell they would expose themselves to
liability because of this compassion.

Now, Mr. Chairman, I have a couple
of questions I would like to address to
the gentleman from New York (Mr.
HOUGHTON), if I might. It is my under-
standing that the Houghton substitute
has added language now to section 302
of the liability provisions that make
sure that companies and unions who do
intervene on behalf of their employees
are not held liable.

Mr. HOUGHTON. Mr. Chairman, will
the gentlewoman yield?

Mrs. EMERSON. I yield to the gen-
tleman from New York.

Mr. HOUGHTON. I would say to the
gentlewoman, Mr. Chairman, that she
is correct, we have added language that
ensures that employers and unions who
intervene on behalf of a patient in one
circumstance are not held liable for ac-
tions committed and decisions made
directly by the plan. Furthermore, em-
ployers and unions are not held liable
for not intervening on behalf of their
patients.

Mr. EMERSON. So, then, it is also
my understanding that one of the key
differences between Norwood-Dingell
and the Houghton substitute is that
Houghton clarifies that employers and
unions cannot be held liable if they did
not make the decision to deny medical
care.

Mr. HOUGHTON. That is right.
Mr. DINGELL. Mr. Chairman, I yield

1 minute to the gentleman from Wash-
ington (Mr. INSLEE).

(Mr. INSLEE asked and was given
permission to revise and extend his re-
marks.)

Mr. INSLEE. Mr. Chairman, we
should reject this amendment and pass
the underlying bill. We should do it be-
cause America knows one thing in this
debate with certainty. The amendment
would divide this chamber. The Nor-
wood-Dingell bipartisan would unite it.

This is a bipartisan bill, intended to
unite us across the aisle. And the one
thing we should know for sure, bills
that unite us are superior to those that

divide us. And if we think about why
we are here, it is Congress, and Con-
gress, by its meaning, is coming to-
gether. That is an American value.

If we look at the five values, and I
encourage my colleagues to do this
some day, carved on the bar of the
House, there are five values: peace, jus-
tice, liberty, tolerance, and union. Let
us vote for union today, union to do
something meaningful for patients. It
is what America wants.

Mr. DINGELL. Mr. Chairman, I yield
myself 30 seconds for a colloquy with
the distinguished gentleman from
Georgia.

Mr. Chairman, I would like to engage
my colleague to clarify the scope of the
bill. I would say to my colleague that
it is my understanding that our objec-
tive today here is to improve the deliv-
ery of health services, including med-
ical, dental, and vision benefits for mil-
lions of Americans.

I also understand there is no inten-
tion for the provisions of this bill, in-
cluding the claims provision of section
301, to govern other lines of insurance,
such as disability income insurance or
long-term insurance. Is that correct?

Mr. NORWOOD. Mr. Chairman, will
the gentleman yield?

Mr. DINGELL. I yield to the gen-
tleman from Georgia.

Mr. NORWOOD. The gentleman’s un-
derstanding is exactly correct, Mr.
Chairman.

Mr. DINGELL. Reclaiming my time,
Mr. Chairman, I fully agree with my
good friend.

Mr. Chairman, I yield 1 minute to the
gentlewoman from Ohio (Mrs. JONES).

(Mrs. JONES of Ohio asked and was
given permission to revise and extend
her remarks.)

Mrs. JONES of Ohio. Mr. Chairman, I
keep hearing the only difference be-
tween Houghton and the Norwood-Din-
gell amendment is that it only changes
the liability. It only changes the liabil-
ity. When a lawsuit is brought, the
only thing that matters is liability. No
liability, no lawsuit, no damages. Why
penalize the American public by re-
stricting their ability to seek damages?

The other thing that does not seem
to want to be discussed on this floor
today is the issue that someone who
may be a victim of a violation of a
claim or denial of a claim may be suing
the doctor, may be suing the hospital,
and the plan. The lawsuit against the
doctor is in State court, the lawsuit
against the hospital is in State court,
the lawsuit against the plan should be
in State court. Why require American
citizens to go into Federal Court on the
plan and the State court on the doctor
and State court on the hospital?

Again, it only changes the liability.
That is it, everybody. Liability. Keep it
in State court. Support Norwood-Din-
gell.

Mr. DINGELL. Mr. Chairman, I yield
1 minute to the gentlewoman from
California (Ms. WOOLSEY).

(Ms. WOOLSEY asked and was given
permission to revise and extend her re-
marks.)
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Ms. WOOLSEY. Mr. Chairman, after

fighting for almost 2 years, this House
is finally poised to pass meaningful
managed care reform. The American
people want us to do this, and I am de-
lighted that this House is rising to the
occasion. We are almost there.

We have been hearing some stories,
though, about how HMO reform will
make the sky fall. I want my col-
leagues to know that in my State of
California our governor, Governor Gray
Davis, recently signed landmark legis-
lation that will provide HMO partici-
pants with major consumer protections
and give health decisions back to 20
million patients and their doctors.

Now Californians have HMO account-
ability. Now Californians have a fair,
timely, external grievance process. It
should be an eye opener for all of us
here today, because California, a large
and diverse State, in fact with the pop-
ulation and the economy of a country,
has patients first when they think of
health care.

Mr. HOUGHTON. Mr. Chairman, I
yield 2 minutes to the gentleman from
South Carolina (Mr. GRAHAM).

Mr. GRAHAM. Mr. Chairman, where
common ground exists, let me explain
it. We are on the verge of doing some-
thing positive, but we are about to
blow it. This bill, according to CBO,
costs $7 billion to the Treasury. We
have to work somehow to make that
up.

Let me say this about liability and
be as direct as I know how. 280 Mem-
bers of this body have voted in the
products liability area to limit dam-
ages, even economic damages, and
change every law in every State and
trump every court lawsuit anywhere in
the country because they thought it
was good for business and fair to plain-
tiffs.

We have passed the Cox amendment
that would limit damage recoveries if
medical malpractice occurred because
we want to lower the cost of medicine
and still give people a fair day in court.

Let me say this to my friends on the
other side. We have a nice young man
here who has probably a sad, bad story
to tell. I want to help to make sure
these things never happen again by
getting the health care that people
need. I do not want to drive people out
of ERISA coverage. ERISA is designed
at the Federal level to encourage peo-
ple to have retirement plans and health
care plans.

What have we done in the past? If
somebody gets hurt by a doctor, this
body was willing to say nationally that
a plaintiff could only get this much
money for the good of medicine. If
somebody was blown up by a product,
and I have had those cases, and I can
show my colleagues files that would
make them sick to their stomach, emo-
tional things happen in lawsuit situa-
tions. I can show my colleagues prod-
uct liability cases, but this House was
willing to say this is all a plaintiff gets
for the good of the Nation.

My colleagues, we are going to blow
it if we do not reform the liability

measure to keep it so people have a fair
day in court but we do not drive well-
meaning people out of business. It
costs $7 billion already. This is the one
area we have shown in the past we were
willing to limit recovery for the great-
er good.

And I do not want to discount the
fact that health care needs to be im-
proved, but I am a lawyer and I know
what we are setting up with a 50-State
lawsuit form. We are going to drive
people out of business.

Mr. DINGELL. Mr. Chairman, I yield
3 minutes to the gentleman from Iowa
(Mr. GANSKE).

Mr. GANSKE. Mr. Chairman, we are
coming to the end of a long debate. We
are coming to the end of 5 years of
work.

This bill, the Norwood-Dingell bill, is
not about the gentleman from Georgia
(Mr. NORWOOD), nor is it about the gen-
tleman from Michigan (Mr. DINGELL),
the gentleman from Iowa (Mr.
GANSKE), the gentleman from New
York (Mr. HOUGHTON), or the gen-
tleman from South Carolina (Mr.
GRAHAM). It is about the people out in
the country.

I want to tell a story about this little
boy right here who is tugging on his
sister’s sleeve before he received HMO
care. One night his mother found that
he had a temperature of 104, 105. He was
really sick. She phoned her HMO. The
HMO said she could take him to one
hospital, but only one, and that if she
went to another one they would not
pay for it. His mom asked where it was.
And the person said, I do not know;
find a map.

Well, it was a long ways away. And
halfway there, 30-some miles into the
drive, with more than that to go, they
were passing one emergency room after
another, one pediatric care after an-
other, and this little boy is sick. But
his mom and dad, they are not doctors;
they do not know how sick. Before he
gets to that emergency room, he has a
cardiac arrest. His mom is trying to
keep him alive and his dad is driving
him there, and they pull into the emer-
gency room and his mom leaps out and
says, save my baby, save my baby. And
a nurse comes out and starts resuscita-
tion and they save his life.

But they do not save all of this little
boy. Because of that HMO’s medical
judgment and decision, making him go
70 some miles instead of to the nearest
emergency room, he ends up with gan-
grene of both hands and both feet. And
this is that little boy after his HMO
care.

The Norwood-Dingell bill would have
prevented that. We do not want law-
suits; we want to prevent this. This lit-
tle boy has a big heart, and he is going
to do just fine. And his mama and dad,
who are here today, they are making a
place for him and making sure that he
gets the kind of care he needs. But this
little boy, if he had a finger and we
pricked it, it would bleed. He is not an
anecdote.

b 1545
We need to fix this problem so that

these cases do not happen. This little
boy has met a lot of my colleagues
today, and I encourage others to meet
him. His name is James Adams.

I will tell my colleagues what we
need to defeat this last substitute. We
need to get a big vote for the Norwood-
Dingell bill, and we need to send it to
the conference. And instead of calling
it the Talent bill, I have a suggestion.
Let us call this bill the James Adams
bill. Vote for the Norwood-Dingell bill.
Vote against the substitute.

Mr. HOUGHTON. Mr. Chairman, I
yield 1 minute to the gentleman from
Tennessee (Mr. HILLEARY).

Mr. HILLEARY. Mr. Chairman, I
thank the gentleman for yielding me
the time.

Mr. Chairman, I am sitting here, and
I am very conflicted about the fact
that this young man is here today. I
think the reason I am conflicted is be-
cause I think it borders, but probably
does not go over, but borders exploi-
tation of his condition.

But in a way, on final analysis, I
guess I am glad that our friend the gen-
tleman from Iowa (Mr. GANSKE)
brought this up and really focuses ex-
actly on what this is about. And it is
about this young man.

We only have so much money in this
country to focus on health care, and we
should focus every bit of it that we can
on young men like this one sitting
right here. The bill that is the base bill
here, in my opinion, and I am an attor-
ney who has never tried a case in my
life, but I believe I could drive a Sher-
man tank through that discretionary
authority in the base bill.

So much money is available and that
is it to help this young man. Now, if we
can get to that deep pocket, which is
that base company that contracts with
that HMO, a good portion of that
money available for this young man is
going to go out the door to trial law-
yers, who I do not malign. But if we
have a choice between that limited
funding of where that money should go,
it seems to me that money should not
go to the trial lawyers, it ought to go
to young men like this young man
right here.

I urge a vote for the substitute.
Mr. HOUGHTON. Mr. Chairman, I

yield 30 seconds to the gentleman from
South Carolina (Mr. GRAHAM).

Mr. GRAHAM. Mr. Chairman, I can
show my colleagues cases of people
that have lost their lives, lost their
limbs in product liability suits that
were treated by a doctor who was
drunk. This House has in the past lim-
ited damage recoveries not because
they are mean but because they want
to keep people in business and lower
the cost of medicine.

This young man, under this bill,
would have a full range of damages
available to him to treat him in the fu-
ture to make him as best he can be in
terms of damages.

What my colleagues are doing is they
are not helping him. They are taking
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people with health care coverage and
for no good reason letting 50 States
with unlimited damages take his mom
and dad out of the health care market
for no good reason.

Mr. DINGELL. Mr. Chairman, I yield
myself 3 minutes.

(MR. DINGELL asked and was given
permission to revise and extend his re-
marks.)

Mr. DINGELL. Mr. Chairman, this
has been a long and exciting debate. It
has been, I think, one of the finest I
have had the privilege of seeing. I want
to pay tribute to all of my colleagues
on whatever side of the issue they
might have been. It has been a strong
and vigorous debate, but it has not
been one which has been bitter or acri-
monious. It is a real credit to the sin-
cerity of the Members on both sides of
the issue and it reflects great credit on
this institution.

Now, my dear colleagues, if we defeat
the substitute, we will move to vote on
final passage. If we send this legisla-
tion to the other body for a conference,
its final success is not assured. But I
can tell my colleagues we have done
our job and have done it well. We will
pursue and try to see to it that the
conference is completed to give this
House and this Congress and this peo-
ple a piece of legislation in which they
may be proud and in which they will
know that we have again made the
HMOs of this country responsive to the
needs and wishes of the people.

Members of both parties are con-
cerned that if we vote for this legisla-
tion, we will not observe the cus-
tomary budget requirements. I offer
my colleagues firm assurance that we
will, in this process, observe the cus-
tomary budget requirements.

I have a letter from the President
here in my hand, which I will insert
into the RECORD, saying that we will do
so and that the legislation will be paid
for and offer my promise that that also
will be so and that I will do everything
that I can to see that nothing comes
out of conference which does not pay
the cost of the legislation.

I do not want to say anything bad
about any piece of legislation. I am
sure they have all been offered sin-
cerely. I want to pay a particular word
of compliment to my good friend the
gentleman from New York (Mr. HOUGH-
TON). He is a great gentleman, and he is
a man which I much admire and re-
spect.

I also want to say a word of thanks
to my good friends the gentleman from
Iowa (Mr. GANSKE) and the gentleman
from Georgia (Mr. NORWOOD) and to
their fine staff and to that of ours who
have worked so hard to bring us to
where we are. There are many here who
deserve great credit for what it is that
we have accomplished today, and I
want them to know that this legisla-
tion is something which is good.

Many members on both sides of the aisle
worked to make this day happen. Along with
Dr. NORWOOD and Dr. GANSKE, several other
Republican members labored long and hard.

And on the Democratic side, I’d be remiss if
I didn’t mention MARION BERRY and my other
good friends in the Blue Dogs, the cochairs of
the health care task force, FRANK PALLONE,
EVA CLAYTON, and CHRIS JOHN, and, of
course, SHERROD BROWN, the subcommittee
ranking member, and the other tireless Com-
merce Committee Democrats. We were well
served by very capable staff, including Bridgett
Taylor, Amy Droskoski, and Karen Folk of the
Commerce Committee Democratic staff, and
numerous excellent staffers from the personal
offices of all involved on both sides of the
aisle.

The remarkable thing is that the
House has moved to a point where we
now have agreement on all things save
the question of litigation. But we have
an example of what litigation means in
matters involving HMOs in Texas
under similar proposals of law, and
that is that in 2 years, 4 million people
have been involved in five lawsuits.

The total cost of those programs is
less than 13 cents a month per sub-
scriber. That tells us the system
works, not at excessive costs but in a
fashion which affords rights which
have been denied to HMO subscribers
and to allow them to be heard and get
redressed for grievances and to get the
abuses and the concerns which con-
front them adjusted.

I urge my colleagues to vote against
the amendment. I urge my colleagues
to support the bill.

ANNOUNCEMENT BY THE CHAIRMAN

The CHAIRMAN. The Chair must ask
all Members to refrain from alluding to
any guest who might be on the floor of
the House.

Mr. HOUGHTON. Mr. Chairman, I
yield myself such time as I may con-
sume.

Mr. Chairman, I want to thank the
gentleman from Michigan (Mr. DIN-
GELL) for his courteousness, the dean of
our House, a very distinguished man, a
great and dear friend.

This is the final vote to keep Nor-
wood-Dingell intact and yet save the
caregivers. I understand that the
American people are pleading for some-
thing like this, and we are also.

I wish, as my friend from Maryland
has said, that this had been an amend-
ment. But it just was not. It was in the
form of a substitute. I have no control
over that. But I can only talk from per-
sonal experience that the Norwood-
Dingell bill means that the health care
is now going to be provided at a very
scary cost.

My colleagues have got to believe
me. They may not agree with me. They
may be able to tear some of my state-
ments apart. But having lived through
this process and taking a look at what
is now available, the basic thrust of my
argument is absolutely right, no ques-
tion about it.

The problem is that these people who
have had problems, such as the gen-
tleman from Iowa (Mr. GANSKE) has in-
dicated earlier, if they do not have any
health care, they cannot be helped at
all.

I worked for many, many years, more
than I would like to recount, for a com-

pany that was one of the first five in
the country to offer health care to its
employees. And I never thought in
terms of employers or employees. We
were members of the same corporation.
I really believe that these people felt
that we treated them correctly.

But as I looked over that plan, and if
I put on my other hat and I was now a
businessman, I would have to change
my thinking. I could not stand the li-
ability provision hanging over my
head. And I would do a couple of
things.

One of them might be to just give in-
dividual grants to employees, but that
would not be good. We would not have
the pooling. Many people would not
have the money when they needed it.
But the problem that I would have in
being exposed to the liabilities, no
matter how you want to define them, is
they would be so great I could not con-
tinue the present plan as it is.

Now, let me just say one other thing.
We have heard from people who care
very much about this. We have heard
from lawyers. We have heard from doc-
tors. I would like in pleading here, as
others have, to plead for the employees
and employers of corporations and the
small companies who are going to be
dramatically affected unless something
can be done to refine this bill.

Mr. Chairman, I yield back the bal-
ance of my time.

Mr. DINGELL. Mr. Chairman, I yield
such time as he may consume to the
distinguished gentleman from Texas
(Mr. STENHOLM).

(Mr. STENHOLM asked and was
given permission to revise and extend
his remarks.)

Mr. STENHOLM. Mr. Chairman, I
rise in support of H.R. 2723.

Mr. Chairman, I rise in support of the Bipar-
tisan Consensus Managed Care Act, offered
by Representatives CHARLIE NORWOOD and
JOHN DINGELL. While I do have some remain-
ing concerns with some of the provisions in
this legislation, I believe that Dr. NORWOOD
and Mr. DINGELL have made a sincere effort to
work with me and others to address the legiti-
mate concerns with their bill. Whenever issues
were brought to their attention, they took the
time to consider these suggestions and
worked to resolve them. I commend both the
Members and their very capable staffs for their
diligent efforts to develop bipartisan, meaning-
ful managed care reform. I am pleased that
they have been able to put together a bill
which is much improved from the legislation
considered by the House during the 105th
Congress.

Our health care system poses a challenging
area of public policy. I believe that is it impor-
tant that we try to strike a balance between
the rights of patients, the duties of physicians,
the operations of insurance companies, and
the ability of employers to provide health in-
surance for their employees. One of the most
difficult issues to address throughout this de-
bate has been the matter of liability. If a health
plan’s actions cause harm to a patient, the
plan should be held accountable. I believe that
the internal and external appeals processes
included in this bill will enable patients to get
the care that they need and therefore preclude
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the need for litigation. In fact, this bill clarifies
that a patient must go through an external ap-
peals process before going to court unless
they already have suffered an injury or death.
Furthermore, this bill includes provisions which
ensure that employers will not be subject to li-
ability unless they specifically act as an in-
surer and decide that a specific enrollee shall
not receive a certain benefit that is covered. I
have long supported tort reform, and I cer-
tainly do not want to see an increase in litiga-
tion. I believe that the limited scope of this
bill’s liability provisions make lawsuits a last
resort that is available only in egregious cases
where all other avenues have been ex-
hausted.

I believe that the managed care plans in my
district, First Care, offered by Hendrick Health
System, and HMO Blue, offered by Abilene
Regional, are doing a good job. I hope that
the Bipartisan Consensus Managed Care Act
will highlight the work of these responsible
plans. In fact, the bill contains a number of
provisions that these managed care plans al-
ready are using to provide better care for their
patients.

I am disappointed that the majority party did
not allow the sponsors of this legislation the
opportunity to pay for their bill. I believe that
it is extremely important that we follow the
budget rules that require us to pay for the leg-
islation we pass. I continue to oppose any leg-
islation that would use any of the budget sur-
plus until we have an overall budget plan that
protects Social Security and Medicare. I know
that the authors of this bill agree with this po-
sition and offered a proposal to pay for the
costs of the bill. The only reason that this bill
is not paid for is because the majority leader-
ship prevented the authors of the bill from
doing so. I am voting for this bill today with the
understanding and expectation that provisions
paying for it will be added in conference. I am
pleased to that the President has indicated he
will not sign it unless its costs are fully offset
by the conference committee.

Even if we pass this legislation to ensure
patients have rights in their health care, there
is still much work to be done. The rising cost
of health care and the growing number of un-
insured citizens in our nation are alarming. In
addition to giving patients who already have
access to health care the ability to have a say
in their health care decisions, we also have an
obligation to work to see that everyone has
access to health insurance.

There are many valid and difficult issues to
resolve as we seek to improve our health care
system. H.R. 2723 isn’t the final answer but it
moves us in the right direction. I urge my col-
leagues to support the Norwood-Dingell bill.

Mr. DINGELL. Mr. Chairman, I yield
such time as he may consume to the
distinguished gentleman from Illinois
(Mr. COSTELLO).

(Mr. COSTELLO asked and was given
permission to revise and extend his re-
marks.)

Mr. COSTELLO. Mr. Chairman, I rise
in opposition to the substitute and in
strong support for the Norwood-Dingell
bill.

Mr. Chairman, I rise today in strong opposi-
tion to the process imposed in the House
today by the Republican leaders. Once again
the Republican-led Congress has made in
order a rule they know will defeat the bipar-
tisan Norwood-Dingell bill, the only bill that

could provide real managed care reform for 32
million Americans. This is the Republicans
clever way of fooling the public into thinking
they would like to pass a real managed care
bill.

Mr. Chairman, the rule does not allow the
bipartisan Norwood-Dingell bill to be offered in
its original form and then links it with another
poorly crafted bill that will deny access to the
32 million uninsured individuals in the lowest
income bracket. This scheme is unacceptable,
the Republican Leadership should be
ashamed.

The ‘‘access bill’’ that will be tied to the real
managed care bill is for the healthiest and
wealthiest of individuals. By expanding Med-
ical Savings Account (MSAs), the access bill
discourages preventive care, and undermines
the very purpose of insurance. When we voted
on the Kennedy-Kassebaum Health Insurance
Portability Protection Act in 1996 I supported
the MSA demonstration project. However, this
demonstration project turned out to be a fail-
ure. Of the 750,000 policies available only
50,000 have been sold. In my own Congres-
sional District in Southwestern Illinois my con-
stituents do not have access to these policies.

This access bill and the rule is just another
attempt by the Republican-led Congress to un-
dermine a bipartisan bill that could provide re-
lief for millions of Americans. I am outraged
that the Rules Committee denied Representa-
tive DINGELL’s request to offer an amendment
to pay for this legislation. As a general rule the
Republican leadership demands that legisla-
tion not bust the budget caps imposed in
1997. While the Norwood-Dingell bill was not
expected to require additional spending, the
Congressional Budget Office estimated it
would cost $7 billion. Representative DINGELL
offered to offset the bill so that Members like
myself who wish to protect Social Security
could cast their vote in support of real man-
aged care reform while ensuring the Social
Security Trust Fund would not be touched.

As a cosponsor of the Bipartisan Consensus
Managed Care Improvement Act—legislation
strongly supported by doctors and by the
American Medical Society and the Illinois
State Medical Society—I believe it is the only
real reform bill that will provide a comprehen-
sive set of consumer rights that includes guar-
anteed access to emergency care and special-
ists, choice of providers, and strong enforce-
ment provisions against health plans that put
patient’s lives in jeopardy. I am pleased the
bill protects our small business owners by ex-
cluding businesses from liability if they do not
make the decisions. This bill contains provi-
sions that create safe harbors to ensure that
no trial lawyer will accuse an employer of
making a decision by simply choosing what
benefits are in a plan or providing a patient
benefit not in a plan. I am encouraged by the
State of Texas who gave their citizens the
right to sue HMO’s for the past two years. In
that time there have only been four cases
filed.

I urge my colleagues to oppose this rule
and support real managed care reform legisla-
tion. Vote for the bipartisan Norwood-Dingell
legislation.

Mr. DINGELL. Mr. Chairman, I yield
31⁄2 minutes to the gentleman from
Georgia (Mr. NORWOOD) who has
worked long and hard on this matter
and shown extraordinary skill, ability,
dedication, and energy. And those are

characteristics I have seen in the gen-
tleman from Iowa (Mr. GANSKE).

Mr. NORWOOD. Mr. Chairman, well,
it is almost over. I think it has been a
great 2 days, frankly. There are so
many good ideas and so many good
people in here, all of whom have
brought the most interesting points of
view to this debate. I am proud of this
House. I agree with the gentleman
from Michigan (Mr. DINGELL) that it
has been a very civilized, correct type
of debate.

Mr. Chairman, I have had the strang-
est feelings. This has been going on for
me for a long time. I woke up today
and I felt, well, it must be May 1969.
The 101st Airborne Division was ready
to take Hamburger Hill in a place far
away in Vietnam. It had been their
tenth try. They had to fight on bad
ground. And they had to win.

That division one more time locked
and loaded and went straight uphill to
take Hamburger Hill, and that day
they won for America.

I feel like we are running uphill our
tenth time today, and we are going to
get to the top of the mountain, and we
are going to do it for America.

I have tried, interestingly enough,
for 4 years to make this a partisan de-
bate. I did everything I could do, I
think, to try to get the Republicans to
take this issue. This is such an impor-
tant issue to America, so important to
so many people. Each one of us, each
member of our families, each one of
our constituents, every American is
what this issue really was all about.

I realized this year that we will not
succeed that way, that for us to change
the law in this country to protect our
patients, we have to do it in a bipar-
tisan fashion. That is the only thing
that will work. That is the only thing
that will really give us the new law
that we need.

I am asking my colleagues today, do
not vote for this because they are a Re-
publican, do not vote for this because
they are a Democrat. That is not what
this is about. I want them to vote for
this bill, I want every one of them to
vote for this bill today as an American.

Let us show this country that on
issues of this high quality and impor-
tance for the American people, we are
going to come out of this House. And
we are going to produce a good bill. We
are going to conference, and we are
going to face an uphill battle.

Everybody knows that. We are going
to go to conference and listen to my
friend the gentleman from New York
(Mr. HOUGHTON) and the gentleman
from South Carolina (Mr. GRAHAM) and
the gentleman from Tennessee (Mr.
HILLEARY) and others, and we are going
to try to make it even better. And we
can do that, and we can do that if we
work together.

I mean, everything maybe does not
have to be bipartisan, but today’s vote
is an American vote. I ask every one of
my colleagues, if they possibly can,
vote for this bill today. And if they
cannot, I respect them. And their opin-
ion is important. But if you can, do.
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Mr. Chairman, I thank my colleague,
an interesting hard-working gen-
tleman, a man that will tell it straight,
and, boy, do I admire that. I thank the
gentleman from Iowa (Mr. GANSKE) for
his hard work. I thank the gentleman
from Oklahoma (Mr. COBURN). As my
colleagues know, we are going to pass a
bill out in an few minutes that the gen-
tleman from Oklahoma wrote, or he
certainly helped write. He will prob-
ably fuss about me saying that, maybe
one or two things. But I thank the
staffs in our offices, all of our offices
that have worked so hard.

Everybody, cast that American vote.
The CHAIRMAN. The time of the

gentleman from Georgia (Mr. NOR-
WOOD) has expired.

Mr. HOUGHTON. Mr. Chairman, have
I any time left?

The CHAIRMAN. The gentleman
from New York has 1 minute remain-
ing.

Mr. HOUGHTON. Mr. Chairman, if
the gentleman from Georgia would like
another minute, I will yield him the
balance of my time.

The CHAIRMAN. The gentleman
from Georgia is recognzied for 1
minute.

Mr. NORWOOD. Mr. Chairman, I
thank the gentleman from New York
for yielding this time to me, but I will
tell my colleagues I am sort of tired of
hearing myself talk. It has all been
said, and it has all been done, and what
we need to do now is mount the top of
Hamburger Hill.

Mrs. CHRISTENSEN. Mr. Chairman, and
my colleagues, while the Houghton-Graham
amendment is a bit more reasonable than the
previous two, and I think is an attempt at pro-
moting a compromise—I still must oppose it.

I will admit that as a physician, I may be bi-
ased on this issue. Why should I as a physi-
cian be liable to be sued for a decision that
was made by an HMO plan I work for, but the
plan only be subject to arbitration.

This will not bring the kind of accountability
necessary to make sure that plans act in the
best interest of the health of the patient, and
not just on cost.

Once again I must restate, that a lot of work
and compromise went into crafting the bipar-
tisan Norwood-Dingell bill. No one got every-
thing they wanted in the bill. In fact, I am par-
ticularly disappointed that my own managed
care bill—to ensure access to managed care
plans for residents and physicians living and
working in medically underserved areas—was
not included in the Dingell-Norwood bill.

However, in spite of this, I still say that it is
the best managed care reform bill that we
could get because it addresses, in a com-
prehensive way, the problems that the cor-
porations will not address without legislation.

So while my friends, Mr. HOUGHTON and Mr.
GRAHAM may mean well in offering their sub-
stitute, they don’t go far enough.

The Norwood-Dingell bill is the only pro-
posal that offers real managed care reform.
Let us not amend it. Let us vote for the Nor-
wood-Dingell-Ganske bill and against any and
all amendments.

Mr. CLAY. Mr. Chairman, I rise in opposition
to the Houghton amendment. This amendment

is no different than the Coburn substitute. It
makes it so difficult for an individual to bring
a lawsuit that in effect there is no right to sue.
Only if an individual can jump over the high
hurdles that this substitute puts up, can any-
one receive a modicum of redress.

Under Houghton, an individual has to prove
three key points. First, that a person who had
sole final authority exercised that sole final au-
thority. Second, that that person failed to exer-
cise ordinary care in making an incorrect de-
termination. And third, that the denial was the
proximate cause of the injury of death. In most
health plans, it is unclear who has the final au-
thority and individuals will be hard pressed to
know and prove who was the person who ac-
tually denied their care.

Houghton furthermore, requires that the
court give the plan’s decision substantial
weight. This means that there is a presump-
tion that the plan was right. Individuals and
courts will be hard pressed to override this
presumption. Only in the most egregious
cases will there ever be any relief.

Most of the other provisions in Houghton
are similar to the Coburn substitute. Both of
these substitutes make it so difficult to bring a
suit that only a few individuals will ever be
able to meet its tough standards. This isn’t
what the American people want. The Amer-
ican people want a reasonable way to hold
health plans accountable. Americans deserve
the same protection against health plans that
they have when they buy a car or go to the
supermarket. Oppose the Houghton substitute.

The CHAIRMAN. The question is on
the amendment in the nature of a sub-
stitute offered by the gentleman from
New York (Mr. HOUGHTON).

The question was taken; and the
Chairman announced that the ayes ap-
peared to have it.

RECORDED VOTE

Mr. DINGELL. Mr. Chairman, I de-
mand a recorded vote.

A recorded vote was ordered.
The vote was taken by electronic de-

vice, and there were—ayes 160, noes 269,
not voting 5, as follows:

[Roll No. 489]

AYES—160

Aderholt
Archer
Armey
Baker
Ballenger
Bartlett
Barton
Bateman
Bereuter
Bilirakis
Bliley
Blunt
Bono
Brady (TX)
Bryant
Callahan
Calvert
Camp
Canady
Cannon
Castle
Chabot
Chambliss
Chenoweth-Hage
Coble
Coburn
Collins
Combest
Cooksey
Crane
Cubin
Cunningham
Davis (VA)

Deal
DeLay
DeMint
Dickey
Dreier
Duncan
Dunn
Ehlers
Ehrlich
Emerson
English
Everett
Ewing
Fossella
Fowler
Gallegly
Gekas
Gibbons
Gillmor
Goode
Goodling
Goss
Graham
Green (WI)
Greenwood
Gutknecht
Hansen
Hastert
Hastings (WA)
Hayes
Hayworth
Hefley
Hill (MT)

Hilleary
Hoekstra
Houghton
Hulshof
Hunter
Hutchinson
Hyde
Isakson
Istook
Jenkins
Johnson (CT)
Johnson, Sam
Kelly
Kingston
Kolbe
Kuykendall
Largent
Latham
LaTourette
Lazio
Lewis (CA)
Lewis (KY)
Linder
Lucas (KY)
Lucas (OK)
McCrery
McHugh
McInnis
McKeon
Metcalf
Mica
Miller (FL)
Miller, Gary

Myrick
Nethercutt
Northup
Nussle
Ose
Packard
Pease
Pickering
Pitts
Porter
Portman
Pryce (OH)
Radanovich
Ramstad
Regula
Reynolds
Riley
Rogan
Rogers
Rohrabacher
Ryun (KS)

Salmon
Sensenbrenner
Shadegg
Shaw
Shays
Sherwood
Shimkus
Shuster
Simpson
Skeen
Smith (MI)
Smith (TX)
Souder
Spence
Stearns
Stump
Sweeney
Talent
Tancredo
Tauzin
Taylor (NC)

Thomas
Thornberry
Thune
Tiahrt
Upton
Vitter
Walden
Walsh
Wamp
Watkins
Watts (OK)
Weldon (FL)
Weldon (PA)
Weller
Wicker
Wilson
Wolf
Young (AK)
Young (FL)

NOES—269

Abercrombie
Ackerman
Allen
Andrews
Bachus
Baird
Baldacci
Baldwin
Barcia
Barr
Barrett (NE)
Barrett (WI)
Bass
Becerra
Bentsen
Berkley
Berman
Berry
Biggert
Bilbray
Bishop
Blagojevich
Blumenauer
Boehlert
Boehner
Bonilla
Bonior
Borski
Boswell
Boucher
Boyd
Brady (PA)
Brown (FL)
Brown (OH)
Burr
Burton
Buyer
Campbell
Capps
Capuano
Cardin
Carson
Clay
Clayton
Clement
Clyburn
Condit
Conyers
Cook
Costello
Cox
Coyne
Cramer
Crowley
Cummings
Danner
Davis (FL)
Davis (IL)
DeFazio
DeGette
Delahunt
DeLauro
Deutsch
Diaz-Balart
Dicks
Dingell
Dixon
Doggett
Dooley
Doolittle
Doyle
Edwards
Engel
Eshoo
Etheridge
Evans

Farr
Fattah
Filner
Foley
Forbes
Ford
Frank (MA)
Franks (NJ)
Frelinghuysen
Frost
Ganske
Gejdenson
Gephardt
Gilchrest
Gilman
Gonzalez
Goodlatte
Gordon
Green (TX)
Gutierrez
Hall (OH)
Hall (TX)
Hastings (FL)
Herger
Hill (IN)
Hilliard
Hinchey
Hinojosa
Hobson
Hoeffel
Holden
Holt
Hooley
Horn
Hostettler
Hoyer
Inslee
Jackson (IL)
Jackson-Lee

(TX)
Jefferson
John
Johnson, E. B.
Jones (NC)
Jones (OH)
Kanjorski
Kasich
Kennedy
Kildee
Kilpatrick
Kind (WI)
King (NY)
Kleczka
Klink
Knollenberg
Kucinich
LaFalce
LaHood
Lampson
Lantos
Larson
Leach
Lee
Levin
Lewis (GA)
Lipinski
LoBiondo
Lofgren
Lowey
Luther
Maloney (CT)
Maloney (NY)
Manzullo
Markey
Martinez
Mascara

Matsui
McCarthy (MO)
McCarthy (NY)
McCollum
McDermott
McGovern
McIntosh
McIntyre
McKinney
McNulty
Meehan
Meek (FL)
Meeks (NY)
Menendez
Millender-

McDonald
Miller, George
Minge
Mink
Moakley
Mollohan
Moore
Moran (KS)
Moran (VA)
Morella
Murtha
Nadler
Napolitano
Neal
Ney
Norwood
Oberstar
Obey
Olver
Ortiz
Owens
Oxley
Pallone
Pascrell
Pastor
Paul
Payne
Pelosi
Peterson (MN)
Peterson (PA)
Petri
Phelps
Pickett
Pombo
Pomeroy
Price (NC)
Quinn
Rahall
Rangel
Reyes
Rivers
Rodriguez
Roemer
Ros-Lehtinen
Rothman
Roukema
Roybal-Allard
Royce
Rush
Ryan (WI)
Sabo
Sanchez
Sanders
Sandlin
Sanford
Sawyer
Saxton
Schaffer
Schakowsky
Scott
Serrano
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Sessions
Sherman
Shows
Sisisky
Skelton
Slaughter
Smith (NJ)
Smith (WA)
Snyder
Spratt
Stabenow
Stark
Stenholm
Strickland
Stupak

Sununu
Tanner
Tauscher
Taylor (MS)
Terry
Thompson (CA)
Thompson (MS)
Thurman
Tierney
Toomey
Towns
Turner
Udall (CO)
Udall (NM)
Velazquez

Vento
Visclosky
Waters
Watt (NC)
Waxman
Weiner
Wexler
Weygand
Whitfield
Wise
Woolsey
Wu
Wynn

NOT VOTING—5

Fletcher
Granger

Kaptur
Scarborough

Traficant

b 1622

Mrs. MCCARTHY of New York and
Messrs. BACHUS, MANZULLO, SAN-
FORD, KASICH, CROWLEY and PETRI
changed their vote from ‘‘aye’’ to ‘‘no.’’

Messrs. CRANE, CHABOT and
ADERHOLT and Mrs. NORTHUP
changed their vote from ‘‘no’’ to ‘‘aye.’’

So the amendment in the nature of a
substitute was rejected.

The result of the vote was announced
as above recorded.

Stated for:
Mr. FLETCHER. Mr. Chairman, on rollcall

No. 489, I voted in the machine but it did not
record my vote. I voted ‘‘aye.’’

Ms. ROYBAL-ALLARD. Mr. Chairman, I rise
today in support of the Norwood-Dingell Bipar-
tisan Consensus Managed Care Improvement
Act of 1999 and in support of effective use of
the National Practitioner Data Bank.

Unfortunately, the Republican leadership, in
restricting the debate on managed care re-
form, has prevented many promising ideas
from being discussed, including an amend-
ment I submitted to the Rules Committee
about the National Practitioner Data Bank. The
purpose of my amendment was to encourage
health care providers to use the existing Na-
tional Practitioner Data Bank. This would allow
health consumers to make accurate and in-
formed decisions about their health care.

We’ve all read about these terrible stories
where doctors, whose licenses have been
suspended by one state, to relocate to another
state and start their harmful medical practices
all over.

The National Practitioner Data Bank was es-
tablished as part of the Health Care Quality
Improvement Act of 1986 to try to prevent this
from happening.

The purpose of the data bank is simple: to
help prevent incompetent doctors, dentists, or
other practitioners from moving from one state
to another without a state discovering their
previous history of unethical or incompetent
medical practice.

The data bank contains information on mal-
practice payments, licensure actions taken by
state medical boards, professional review ac-
tions taken by hospitals or HMOs, actions
taken by the Drug Enforcement Agency, and
Medicare/Medicaid exclusions.

Information is made available only to reg-
istered entities such as state licensing boards,
professional societies, HMOs, PPOs, and
group practices.

Hospitals are required to query the NPDB
when hiring medical staff and at least once
every 2 years for those already on staff or
having clinical privileges.

However, other health care entities may
consult NPDB but are not required to.

My amendment would have encouraged the
use of NPDB by health plans and HMOs in
order to give consumers confidence that bad
actors are not employed or covered by their
health plan. The amendment simply stated,
that in the ‘‘Patient Access to Information’’
section of the bill, along with a doctor’s name
and address and availability to new patients,
an HMO or a health care plan must indicate
whether the National Practitioner Data Bank
has been consulted—essentially, whether a
background check has been done on the doc-
tors in their list. The amendment did not re-
quire HMOs or health plans to consult the
data base.

The fact is, more and more Americans are
now covered by HMOs.

Many have little choice in the matter—80%
of small businesses and over 50% of large
businesses offer one and only one health care
plan to their employees.

In the past, most of us were able to choose
a family doctor or a specialist because some-
one we knew or trusted—a relative, a family
friend—recommended them to us.

Under most HMOs, we are handed a list of
participating doctors and told these are the
only doctors we can pick.

Yet we may have no idea who they are—it
may be a list of complete strangers.

Are they licensed? Has their license been
suspended in another state? Has another
state taken a disciplinary action? Have they
been sued for malpractice in the past? If so,
was it an aberration or is it a regular occur-
rence?

It seems the very least we should expect is
that our health care plan or HMO has run a
background check on these doctors. These
are legitimate questiions the health plan or
HMO should know the answer to.

Practically speaking, I had hoped such dis-
closure would serve as an incentive for health
plans and HMOs to check up on who they are
hiring, or who they are including in their list of
covered physicians. My amendment would not
have done everything, but it would have rep-
resented a small step forward in the area of
consumer access to information that will help
us move ahead for a more open health care
system with access to the information people
need to make informed medical decisions.

I urge my colleagues to pass the Norwood-
Dingell bill today to begin the long process of
reforming our health care system, expanding
coverage, and bringing quality health care to
all our people. I hope that we can move quick-
ly in the near future to discuss ways of making
the National Practitioner Data Bank effective,
and to consider related legislation to prevent
medical malpractice and give consumers the
confidence that unethical or illegal practi-
tioners are not hiding out in the medical sys-
tem, waiting to prey on their next unsuspecting
patients.

Mr. CUMMINGS. Mr. Chairman, an historic
American tale teaches us the traits necessary
to follow the road to your dreams—a brain, a
heart and courage. Today, we must use these
traits to knock down the GOP Substitutes that
are roadblocks placed on our path toward
making the American people’s dream of a
meaningful patients’ bill of rights a reality.

As lawmakers, we have a duty to use our
brains and hearts, and to have the courage:

To knock down GOP roadblocks to ex-
panded access to specialists who have the
requisite expertise to treat patients;

To knock down GOP roadblocks to ensuring
that individuals have access to emergency
care, without prior authorization, if a ‘‘prudent
lay person’’ deems it an emergency;

To knock down GOP roadblocks to in-
creased access to prescription drugs through
participation of plan physicians and phar-
macists in the development of any drug for-
mulary;

To knock down roadblocks to prohibiting
gag rules that would allow patients to be in-
formed of all of their treatment options; and

To knock down roadblocks to holding health
plans accountable for decisions about patient
treatment that result in injury or death.

To knock down roadblocks to allowing provi-
sions, as requested by the Democratic leaders
on the bill, in the bipartisan managed care leg-
islation that would ensure that the Social Se-
curity Trust Fund is protected by including rev-
enue offsets.

These GOP roadblocks have been placed to
steer us down an alternate route filled with
hidden, poisonous traps and leading to a dead
end, with no real access for the 837,000 Mary-
landers and 44 million nationwide who are un-
insured.

So, I urge my colleagues—use your brain,
listen to your heart, and have the courage to
pass the managed care reform the American
people have mandated.

Knock Down the GOP substitutes and sup-
port the Norwood-Dingell bill.

Mr. CROWLEY. Mr. Chairman, I rise today
in support of H.R. 2723, the Bi-partisan Con-
sensus Managed Care Reform Improvement
Act of 1999 and against any attempts to weak-
en its provisions. I also want to express my
dismay at the political maneuvering by the Re-
publican leadership to defeat this bipartisan
legislation before it even came to the floor.

Mr. Chairman, the American public needs
our help. All too often, a constituent will con-
tact my office at the end of their rope. They,
or someone in their close family, will have re-
ceived a devastating medical diagnosis. They
attempt treatment, only to have their insurance
company deny coverage—coverage they are
entitled to! Our constituents are facing a de-
clining quality of care and have basic medical
decisions being made not by qualified medical
professionals, but by insurance plan adminis-
trators. As United States Representatives, we
cannot allow this to continue.

Quality health care is a right, not a privilege.
Those who have coverage by a Health Main-
tenance Organization deserve better than bu-
reaucratic decisions. Additionally, access to
health care is something that should be avail-
able to all Americans, not just those who can
afford it. I am proud to be a cosponsor of the
Norwood-Dingell bill which extends patient
protections to the 161 million Americans who
are covered by private health plans. Norwood-
Dingell will make health plans accountable,
offer more protections for women and children
and prohibit gag rules. Overall, the Norwood-
Dingell bill provides comprehensive reform
which assures individuals of emergency serv-
ices coverage; access to specialty care;
chronic care referrals; ob/gyn services; con-
tinuity of care’ access to clinical trials; access
to prescription medications; internal and exter-
nal appeals processes plus a utilization re-
view; anti-gag and provider incentives; pay-
ment of health claims in a timely manner; pa-
perwork simplification; and importantly, insurer
liability—giving patients the right to sue over
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insurance made treatment decisions that result
in injury or death.

The three substitutes do not provide the
comprehensive reforms contained in H.R.
2723. The Boehner substitute fails to cover all
privately insured Americans. It leaves out mil-
lions in the individual market. Additionally, its
external appeals process does not provide for
an independent and timely appeal. The
Boehner substitute does not provide for ac-
cess to specialty care. It provides for clinical
trials for cancer victims, but not for those suf-
fering from other debilitating diseases, such as
multiple sclerosis. And finally, the Boehner
substitute does not allow patients to hold their
plan accountable if it causes injury or death. It
allows HMOs to remain immune from account-
ability for their actions.

The Coburn substitute grants sweeping judi-
cial powers to private medical review bodies to
determine harm and proximate cause, with no
rights or due process requirements for the pa-
tient. The finding by the entity would not be
subject to challenge or appeal, but would be-
come legally binding in all judicial venues. Ad-
ditionally, the Coburn substitute purports to
add an untested federal remedy to the current
range of judicial remedies under both ERISA
and state law for cases involving patient injury.
But the substitute would effectively give man-
aged care companies a complete shield
against any further medical malpractice cases
under state law. Finally, the Coburn substitute
only permits actions against individuals who
have the authority to make the final determina-
tion of coverage. This provision could shield
from liability a utilization review company
under subcontract to the HMO, thereby under-
cutting any incentive to ensure better utiliza-
tion review procedures.

Lastly, here is the Houghton substitute,
which is basically Coburn-Shadegg revisited. It
would strike the Norwood-Dingell state court
accountability and put in its place a very lim-
ited and untested federal cause of action. The
Houghton substitute does not allow for puni-
tive damages at all, even compensatory dam-
ages are unavailable if the external review
agrees with the HMO. The Houghton sub-
stitute in effect creates yet another system for
hearing these claims by also allowing for bind-
ing arbitration.

Mr. Chairman, the only true Patient’s Bill of
Rights is contained in the Norwood-Dingell Bi-
Partisan Consensus Managed Care Improve-
ment Act. I urge all my colleagues to put aside
the partisanship and the political maneuvering
and institute reforms that will help the majority
of Americans.

Mr. LEVIN. Mr. Chairman, I rise in strong
support of the Dingell-Norwood ‘‘Patients’ Bill
of Rights’’ legislation.

Well, here we are again. More than a year
has passed since the last time the House de-
bated HMO reform. Last year the decision be-
fore the House was between the half-hearted,
watered-down approach offered by the House
Leadership and a strong, enforceable patients’
bill of rights that would empower patients and
allow health care professionals to perform
their jobs without interference from the health
insurance bureaucracy.

The choice before the House is the same
today. We can vote for real HMO reform by
voting for the Dingell/Norwood bill or we can
vote for something much less. Medical deci-
sions should be made by doctors and patients,
not by insurance companies. In addition,

HMO’s must be held accountable when their
decisions cause a patient’s injury or death. A
right without an enforceable remedy is no right
at all.

The story of one of my constituents, Tim-
othy, painfully illustrates the importance that
this House pass the right reform package.
After an accident at work, Timothy developed
a rare nerve disorder, Reflex Sympathetic
Dystrophy. People with this disease experi-
ence extreme pain when their skin is blown or
even touched. If the condition is diagnosed
and treated within the first few weeks, the pa-
tient can usually expect great relief and often
complete remission of the disease.

Reflex Sympathetic Dystrophy is treated
with special injections given by an anesthesiol-
ogist. Both Timothy’s primary care physician
and orthopedist agreed that this treatment was
needed.

When Timothy went for treatment he was
told his managed care plan would not cover
the injections. He was told that the HMO was
not confident that his condition warranted
treatment and an appointment would be made
to get a second opinion.

The appointment did not occur for 3 months!
By that time it was too late for treatment. Tim-
othy was in constant agony. Some months
later, Timothy had a massive heart attack and
died. His cardiologist found no sign of heart
disease, and suspected that the heart attack
was directly related to the stress and pain
caused by his condition—a condition that may
have been cured with prompt medical treat-
ment.

Today we have a chance to do what the
Congress failed to do last year and give the
American people a strong, enforceable Pa-
tients’ Bill of Rights. Vote for real reform and
support Dingell/Norwood.

Mr. EVANS. Mr. Chairman, I rise to express
my strong support for H.R. 2723, the Bipar-
tisan Managed Care Improvement Act of
1999.

Today, Democrats and Republicans have
joined together to advocate for reforms that
will restore control over medical decisions to
patients and doctors and make the health care
system more responsive for all Americans.

The Bipartisan Managed Care Improvement
Act institutes meaningful, common sense re-
forms of managed care. It will ensure that
people may seek care in emergencies without
having to wait for prior authorization from an
insurer. It will guarantee that patients who
need specialized care will have access to ap-
propriate specialists. It will improve the quality
of care for women and children, allowing
women to see obstetrician/gynecologists with-
out referral and ensuring that children can see
pediatricians as their primary care physicians
and pediatric specialists if necessary.

This bill establishes real accountability for
health insurance companies when they make
medical decisions, accountability that has
been lacking under ERISA. With a strong, two-
stage process of internal and external appeals
for denial of care, patients will now have re-
course to challenge decisions and have their
cases resolved by an independent board of
health professionals. And in those extreme
cases when a patient suffers injury or death
due to denial of care by a health plan, patients
and their families will have the same access to
state courts for damages that is currently
available to all patients whose plans are not
covered by ERISA.

I am also proud that H.R. 2723 will help
people in the most dire of situations receive
coverage for routine care during clinical trials.
This issue was brought to light for me by a
constituent, LaDonna Backmeyer, who is
bravely fighting a rare form of cancer, renal
leiomyosarcoma. LaDonna has participated in
a clinical trial at a National Cancer Institute-
designated Comprehensive Cancer Center,
and under the bill, the costs of routine care
during a clinical trial would be covered. I want
to thank LaDonna for educating me, for inspir-
ing all of us with her courage, and for being
willing to speak out for the need for reform of
our health care system.

At its core, this bill is about giving back con-
trol over medical decisions to real people and
their doctors, and restoring faith in the Amer-
ican health care system as the best in the
world. I urge my colleagues to vote for H.R.
2723 and to enact these critical reforms.

Mr. COYNE. Mr. Chairman, it is time for
Congress to act on the Bipartisan Managed
Care Improvement Act. American families
have already waited far too long for us to pass
these common-sense consumer protections.

Over half of American workers are not given
a choice of health insurance plans by their
employer. Under current law, many of those
workers and their families have no place to
turn if they are harmed or killed by their
HMO’s decisions.

The consumer protection bill we are cur-
rently debating would guarantee basic health
rights for these workers. If this bill passes,
families will know they can see specialists
when they need to, appeal unfair denials, and
seek emergency care when they experience
severe pain. Doctors will be free to tell their
patients all the options and to make medical
decisions without fear of retribution from
health plans. Health plans will be accountable
if they make medical decisions, just as doctors
are now.

Some would suggest that this bill under-
mines our long-held goal of health coverage
for all Americans. They say that if we don’t let
HMOs reduce the quality of health care, health
insurance will be too expensive for families to
afford. They would have us believe that a
health insurance plan that protects basic
health care rights is out of reach for the aver-
age American. That is wrong. It is our respon-
sibility to find a better way to help the unin-
sured than telling them to buy bad health cov-
erage, coverage which may not be there when
they need it.

I urge my colleagues to join me in sup-
porting this important legislation. By enacting
this legislation, we will make sure that health
insurance coverage is worth having. Once we
have done that, I hope we can work together
on a bipartisan basis to extend that coverage
to every American.

Mr. SANDLIN. Mr. Chairman, I rise in strong
support of H.R. 2723, the Bipartisan Con-
sensus Managed Care Improvement Act of
1999 introduced by Representatives Norwood
and Dingell. This is the only bill that would
enact consumer protections through respon-
sible health care reform.

The Norwood-Dingell managed care bill pro-
vides Americans with many important patient
protections such as access to needed health
care specialists; access to emergency room
services when and where the need arises; as-
surance that doctors and patients can openly
discuss treatment options; an external, third-
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party appeals process for service denials; ac-
cess to personal medical information; legal re-
dress for injury or death due to the denial of
care covered under a managed care plan. I
am a cosponsor of H.R. 2723 because it will
provide comprehensive and enforceable pro-
tections that American’s health care con-
sumers demand and deserve.

By 1997, more than 80 percent of privately
insured Americans were enrolled in managed
care plans-up from just 13 percent in 1987. As
we increase access to health care, we must
not allow unqualified parties to make critical
decisions about patient treatment. Patients
needed to feel confident that their doctors are
giving them all necessary information, without
concern of retaliation by a health insurance
provider.

Insurance bureaucrats want to tell patients
they know medicine better than their doctors.
Let’s tell them they do not. The Norwood-Din-
gell bill would prohibit health plans fro silenc-
ing any health care professional from advising
a patient about the patient’s health status or
available treatment, regardless of whether the
plan covers such a treatment or care.

Americans also deserve access to emer-
gency care services. Let me give an example
of why this protection is so important. Jess
Reed suffered a stroke at home. He was
rushed to the closet hospital. The HMO in-
sisted he be taken to another hospital, causing
a 2–3 hour delay in treatment. Delay seriously
exacerbated his condition and prevented full
recovery from his stroke. The Norwood-Dingell
bill would require health plans to cover the
emergency care of a ‘‘prudent layperson’’ in
any hospital emergency room, without prior
authorization.

Another reason I support the Norwood-Din-
gell bill is to assure patients access to nec-
essary prescription drugs. Prescription medi-
cations should not be one-sized-fits all. For
plans that use a formulary, Norwood-Dingell
provides that beneficiaries must be able to ac-
cess medications that are not on the formulary
when the prescribing physician dictates.

One of the most important distinctions in
this debate is whether or not we truly hold
health plans accountable. Opponents of real
accountability argue that patients who have
been unfairly denied health care should be
limited to external appeals. But external re-
views is simply not enough to protect patients
against the worst managed care abuses. Ac-
countability is the ultimate deterrent and is an
essential last resort when all else fails. Only
legal accountability gives injured patients what
they need to ensure that managed care does
the right thing and puts patients first. And only
Norwood-Dingell ensures legal accountability.
Such accountability exists in all other sectors
of our society, yet we continue to exempt
health plans.

Health plans are not currently held account-
able for decisions about patient treatment that
result in injury or death. Currently, ERISA pre-
empts state laws and provides essentially no
remedy for injured individuals whose health
plans’ decisions to limit care ultimately cause
harm. If the plan was at fault, the maximum
remedy is the denied benefit itself. Norwood-
Dingell would remove ERISA’s preemption
and allow patients to hold health plans ac-
countable according to state law. However,
plans that comply with an external reviewer’s
decision may not be held liable for punitive
damages. Additionally, any state law limits on
damages or legal proceedings would apply.

My home State of Texas was the first State
in the Nation to pass a patient protection act.
But because many large employers insure
their workers themselves, giving them Federal
protection from State insurance laws under
ERISA, only about 25 percent of Texans are
covered by the act. It is fundamentally unfair
to deny this group of individuals the rights my
State has afforded to all other Texans who do
not belong to an ERISA health plan. Norwood-
Dingell would allow Texas’ liability laws and
patient protections to apply to all Texans.

The liability provision in Norwood-Dingell
also protects employers from liability when
they were not involved in the treatment deci-
sion. It explicitly states that discretionary au-
thority does not include a decision about what
benefits to include in the plan, or a decision
not to address a case while an external ap-
peal is pending or a decision to provide an
extra-contractual benefit.

Now, I have heard a great deal of rumbling
about the impact of Norwood-Dingell on health
care costs. During the debate in the Texas
Capitol, business and insurance groups rou-
tinely warned that costs would skyrocket. In
fact, Texas’ health insurance premiums con-
tinue to trail the rest of the country even
though our fellow Texans enjoy some of the
most stringent patients’ rights laws in the
country. Opponents said, repeatedly, that
holding HMOs accountable for harming pa-
tients would provoke a flood of lawsuits. The
reality is that no more than five suits have
been filed since the law took effect in Sep-
tember 1997.

Instead of defending good, comprehensive,
enforceable patients’ rights legislation to insur-
ance bureaucrats, we should be firing some
questions of our own at the insurers. If man-
aged care is supposed to make health care
more affordable and therefore more available,
why is it that, as HMO penetration increased
in Texas, the percentage of working uninsured
increased proportionately? Other than sky-
rocketing CEO compensation, where have all
the millions of dollars in profits gone?

Mr. Chairman, it’s time to stop the insurance
companies from putting profits above patients.
I urge my colleagues to vote for H.R. 2723,
the Norwood-Dingell bipartisan managed care
reform bill.

Mr. POMEROY. Mr. Chairman, I rise today
in support of H.R. 2723, the Bipartisan Con-
sensus Managed Care Improvement Act of
1999.

Mr. Chairman, I believe that this legislation
would ensure genuine accountability of health
plans and put patient care ahead of profits.
Today Congress has an historic opportunity to
take steps to ensure that doctors and patients
are in charge of health care decision-making.

I do have serious concerns, however, that
the spending offsets originally designated in
this legislation were not permitted under the
rule. Managed care consumer protections
must be enacted, but not while spending the
surplus generated by the Social Security trust
funds. While I support this legislation today, I
certainly hope that spending offsets can be
designated during the conference process,
and I will not support a conference agreement
that does not do so. Congress can and should
ensure both quality health care and a secure
retirement income for our nation’s seniors.

Ms. KILPATRICK. Mr. Chairman, I rise
today in strong support of H.R. 2723, the Bi-
partisan Consensus Managed Care Improve-

ment Act, also referred to as the Norwood-
Dingell Act. We must help the poor, the unin-
sured, and all American citizens, in obtaining
more accessible and more affordable health
care. Over 60 percent of the U.S. population
and over 75 percent of insured employees
were covered by some form of managed care
in 1997, and the numbers are growing. H.R.
2723, the Bipartisan Managed Care Improve-
ment Act would enact important changes that
are necessary to improve managed care.

Individuals should be assured that if they
have a health emergency, the necessary serv-
ices will be covered by their plan. The Bipar-
tisan Consensus Act states, individuals must
have access to emergency care, without prior
authorization, in any situation that a ‘‘prudent
lay person’’ would regard as an emergency.
Patients with special conditions must have ac-
cess to providers who have the requisite ex-
pertise to treat their problem. This Act allows
for referrals for enrollees to go out of the
plan’s network for specialty care if there is no
appropriate provider available in the network
for covered services. It provides a process for
individuals to select a specialist when they are
seriously ill or require continued care by a
specialist. It provides direct access to ob/gyn
care and services, as well as access for chil-
dren to pediatric specialists. The Bipartisan
Consensus Act provides special protections
for pregnancy, terminal illness, and individuals
on a waiting list for surgery. The Act prohibits
plans from gagging doctors regarding the dis-
cussion of treatment options with their pa-
tients. Consumers have the right to know all of
their treatment options. In addition, patients
should be protected against disruptions in care
due to a change in plan or a change in a pro-
vider’s network status.

The Bipartisan Consensus Act provides for
a strong and efficient review process, using
the insurer’s internal appeals process, while
ensuring that a health professional performs
the review. If the patient is denied care in a
decision by the plan’s internal appeals proc-
ess, they can then appeal to an external re-
view body that is independent of the health
plan. This review process should ensure ex-
cellent care, as grievances are effectively re-
viewed.

The Republican Health Care Access Bill
does not improve health care access to those
who most need improved access to health
care. It does not improve the affordability of
health care unless you have the extra cash to
pay up front. It does not help our poor. It digs
into our social security surplus by an esti-
mated $48 billion over ten years. It does not
improve access to preventative health care.

The Bipartisan Consensus Act protects pa-
tients and strengthens assurances that man-
aged care programs will improve access to
emergency care, specialists and doctor infor-
mation on treatment options. Furthermore, the
Act provides for an improved review process
that works with current insurers’ appeals proc-
esses. The Act is supported by doctors. It is
supported by patients. And I support it. I urge
my colleagues to join me in voting in support
of the Bipartisan Consensus Managed Care
Improvement Act. We must protect the health
care needs of our patients and constituents,
preserve social security, and ensure adequate
access to health care for the poor.

Mr. FILNER. Mr. Chairman, I can’t believe
how beholden to special interests the majority
is. We are presented with a bipartisan bill,



CONGRESSIONAL RECORD — HOUSEH9632 October 7, 1999
H.R. 2723, which is supported by the Amer-
ican Medical Association and 300 other orga-
nizations, yet the Republican leadership is try-
ing to sink it.

Our bill offers vital patient protections in a
way that has been shown to not raise costs.
H.R. 2723 will return control of our health care
to physicians. We, as patients, will have ac-
cess to specialists and an appeals process.
And managed care operations will be held ac-
countable for any decisions that endanger our
health. These important provisions must be
embraced, not feared. Mr. Speaker, I urge
support for H.R. 2723.

Mr. LARSON. Mr. Chairman, I rise today in
support of a Patient’s Bill of Rights. I had
hoped, however, that an amendment version
of Connecticut’s Patient’s Bill of Rights could
have been considered. Unfortunately, the de-
bate here has been hamstrung by the rules of
the House, which makes it nearly impossible
to have a policy debate on the issues, and
prevents amendments from being offered that
would enable the legislative process to re-
spond to the primary concerns of patients.

In Connecticut, the Legislature dem-
onstrated that if you work in a bi-partisan man-
ner you can write legislation that is balanced,
and gets to the heart of the matter, which is
the protection for the patent, and thus, provide
the care that is needed. Moreover, what most
people don’t understand is that under current
law, HMOs can already be sued.

The vote today should be about a Patient’s
Bill of Rights, but in many respects it is about
the tactical differences between various par-
tisan proposals.

I remain committed to the fundamental prin-
ciple that has guided me, which is that doctors
and patients should determine how patients
are treated and cared for, not bureaucrats. I
have always tried to level the playing field for
patients, and so has Connecticut.

The HMOs should be held accountable and
liable for their actions without opening a Pan-
dora’s box of unlimited litigation. Companies in
my home state of Connecticut have operated
under the Connecticut law and are to be com-
mended for their compliance. Connecticut has
demonstrated that it can work.

Managed care is not without its problems,
and we will need to work toward the goal of
improvement. Fortunately, there are many fine
people who represent the insurance industry
who are working every day toward the goal,
so that we can improve the health care deliv-
ery, control costs, and help the patient and
family in time of need.

Ms. RIVERS. Mr. Chairman, while I plan to
cast my vote today in favor of the protections
given by the Patients Bill of Rights, I am great-
ly concerned with the partisan politics that
have worked great mischief in the preparation
of this proposal. Specifically, I condemn the
House majority’s manipulation of the rules
process to exclude the funding mechanism ad-
vanced by the bipartisan sponsors of this bill.
In light of this indefensible action by the oppo-
nents of the Patients Bill of Rights, H.R. 2723
comes before the House without compen-
satory new revenues or budget offsets at-
tached to it. In short, it is unclear where the
dollars to implement this bill will come from.
And, inevitably, the cynical and strategically
constructed attack of ‘‘spending social security
money’’ will be leveled against those who vote
in support of these protections. I cannot em-
phasize enough how dishonest, manipulative,

and irresponsible the House majority strategy
is. It puts a serious initiative support by the
majority of Americans at risk for no other rea-
son that partisan politics. This is among the
most shameful things I have witnessed during
my time in Congress.

I am voting yes on H.R. 2723 because I
support the protections contained in it. I am
not voting in favor of invading the Social Secu-
rity Trust Fund. I have made a practice of vot-
ing against unfunded proposals, sham emer-
gency spending, and budget gimmicks of all
types. In this particular case, I firmly believe
the Senate will not behave in the egregious
manner of the House. I believe the Senate will
attach appropriate funding to this bill before it
returns to the House. If that is done, I will hap-
pily vote to send H.R. 2721 on to the Presi-
dent for his signature. If it is not done, I will
unflinchingly vote against it.

Mr. DAVIS of Florida. Mr. Chairman, I rise
today in strong support of the Bipartisan Con-
sensus Managed Care Improvement Act, H.R.
2723. I commend Congressmen DINGELL and
NORWOOD for putting aside partisan rhetoric
and developing a bipartisan compromise de-
signed to provide strong patient protections
and to ensure that managed care companies
are held accountable for their decisions.

As a member of the Florida House of Rep-
resentatives, I played an active role in writing
the Florida law on managed care. I remain a
strong supporter of our managed care system
of health care, but I believe that changes are
needed to the current system to make the in-
surance companies accountable to their pa-
tients and that medical professionals rather
than insurance companies’ bureaucrats are
making decisions on health care treatment.

The Norwood-Dingell bill provides strong pa-
tient protections, many of which have already
been implemented in states throughout this
country, including my home state of Florida. I
applaud these very needed protections. How-
ever, the focus of this bipartisan bill is by far
its emphasis on holding managed care com-
panies accountable for medical treatment deci-
sions through a new independent review proc-
ess and providing patients access to state
courts to ensure the enforcement of the deci-
sions of the independent review panel. The
Norwood-Dingell bill is the only option avail-
able to this House that will remove the pre-
emption currently given to managed care
health plans covered under the Employee Re-
tirement and Security Act (ERISA).

Throughout the debate on managed care re-
form, we have all heard extensive arguments
about the impact that providing patients the
right to hold their health plans accountable will
have on monthly premiums. I do not believe,
however, that monthly health insurance pre-
miums will significantly increase as a result of
passage of the Bipartisan Consensus Man-
aged Care Improvement Act of 1999. The li-
ability provisions contained in this legislation
are very similar to those included in a law
passed by the State of Texas. In the two
years since the enactment of their managed
care law, Texas has experienced only minor
increases in health insurance premiums.

We have also heard that if we pass any li-
ability provisions our court dockets will ex-
plode as patients rush to sue their managed
care plans. Again, I refer to the experience in
Texas—where in the last two years only five
lawsuits have resulted from their law allowing
patients to hold their managed care plans ac-

countable. Let me repeat that statistic, from
over four million Texans who are covered by
health maintenance organizations (HMOs)
only five lawsuits have been filed as a result
of the Texas managed care law.

I think it is commendable that unlike the tac-
tics in this body, the Texas Legislature rose
above partisan politics and worked in a bipar-
tisan manner to ensure the safety of their citi-
zens participating in managed care plans.

I urge my colleagues to think of our con-
stituents who are being denied treatment for
very serious illnesses. I urge you to think of
our constituents who are seriously injured or
die as a result of an insurance company clerk
either denying or delaying necessary medical
treatment.

I strongly urge my colleagues to support
meaningful managed care reform. Support the
Norwood-Dingell Bipartisan Consensus Man-
aged Care Improvement Act.

Mrs. MINK of Hawaii. Mr. Chairman, I rise to
express my support for H.R. 2723, the ‘‘Bipar-
tisan Consensus Managed Care Improvement
Act of 1999.’’

Everyone should feel confident and assured
that their managed care organization will fulfill
what is perceived by the general public to be
basic and reasonable health coverage in times
of need. However, what patients consider rea-
sonable, has often been called unjustified or
unnecessary by health plans. These frequent
disputes have resulted in a stream of cases
where patients and their families are forced to
jump through hoops, chase carrots, and fight
tooth and nail, for benefits they felt they out-
right deserved in the first place. This is wrong.

H.R. 2723 establishes basic rights for pa-
tients when dealing with managed care organi-
zations and will help to restore public con-
fidence and trust in their doctors and health
care professionals. The bill will facilitate pa-
tients’ access to care, improve doctor-patient
relationships, provide patients with defined
rights to appeal coverage denials, and hold
health plans accountable for erroneous cov-
erage decisions that have adverse effects on
patients’ health.

First, the Bipartisan Consensus Managed
Care Improvement Act tears down barriers to
health care access. The bill requires plans to
improve access by providing coverage for
services that the general population commonly
feels to be the most basic of benefits but
plans often fail to provide. These benefits in-
clude: emergency care in any hospital emer-
gency room, including outside of the health
plan, and without prior authorization; access to
specialists for patients with special conditions;
access to outside specialists if none are avail-
able in the plan; the option of going outside of
the plan for care as long as the patient agrees
to pay any additional costs; and permitting pa-
tients with special conditions to have contin-
ued access to their specialists when the plan
terminates the specialists or the plan is termi-
nated.

The bill further improves access by elimi-
nating prerequisites of going through a gate-
keeper before seeing certain specialists. Spe-
cifically, women will have direct access to Ob-
Gyns and children could have pediatricians as
their primary care providers. This will eliminate
the burdensome and often unnecessary step
of visiting a general practitioner for something
that should obviously be handled by one of
these specialists.
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Furthermore, H.R. 2723 will facilitate pa-

tients’ access to the latest health care treat-
ments. It requires health plans to: allow pa-
tients to participate in clinical trials while the
health plan pays for routine patient costs as-
sociated with the trials; and provide access to
medications that are not on the plan’s drug
formulary when it is prescribed by a physician.

Second, the bill would restrict certain man-
aged care plan practices that interfere with
doctor-patient relationships. Health plans
would be prohibited from: restricting health
professionals from advising a patient about a
treatment option regardless of whether the
plan covers the treatment; providing doctors
with incentives to limit medically necessary
services; and from retaliating against health
care professionals who advocate on behalf of
patients or disclose information about quality
of care to regulatory or accrediting agencies.
Freeing doctors and health professionals from
these pressures imposed upon by health plans
will enable them to practice medicine as it
should be, without outside intervention.

Third, the bill would provide patients with
appeal rights when coverage for treatment is
denied. Health plans would be required to
meet certain guidelines when considering
treatment authorizations and provide patients
and their families with specific appeal options.
If coverage is denied, the bill provides for in-
ternal appeal processes involving a health pro-
fessional, who was not involved in the original
decision, followed by an external appeals
process based on objective standards of pro-
fessional medical practice. The bill sets time
limitations on how long the plan can take to
render a decision in each step of the appeal
process and requires that the reasons for the
denial be communicated to the patient. Pa-
tients and their families are too often bewil-
dered by the complex procedures they must
endure to obtain coverage for care they
thought was included in their health care in-
surance. These new rights will provide relief to
all families in these situations and will accel-
erate the appeals process.

Finally, the bill would enable patients who
are wrongfully denied care by health plans
governed by the Employee Retirement Income
Security Act (ERISA) to sue their plan for
damages. Persons in such situations currently
may only sue to recover the cost of the care
but not for damages. It is time that health
plans be held accountable for the adverse ef-
fects their decisions have on patients’ health
and lives.

I have always felt that health plans should
not impede access to health care but rather
they should facilitate it. H.R. 2723 will provide
patients with the basic rights necessary to as-
sure that they are treated fairly when dealing
with managed care organizations. No one in
the United States should ever again be forced
to face managed care organizations without
these rights and I urge immediate passage of
H.R. 2723, the ‘‘Bipartisan Consensus Man-
aged Care Improvement Act of 1999.’’

Mr. MORAN of Virginia. Mr. Chairman, I rise
in strong support of the Dingell-Norwood bill
and in opposition to the substitute alternatives.
I am not going to address the specifics of the
bill because I am confident my colleagues will
do a good job of that but instead I want to just
share with you the kind of trauma that I hope
this bill will address.

I received a letter from one of my constitu-
ents, a police officer in Alexandria, who was

compelled to write about her problems with
her own managed care company. ‘‘The entire
ordeal was hideous.’’ she wrote. Kris Gulden
suffered a spinal chord injury in an accident
which resulted in paralysis below the waist.
After the accident, Kris began the grueling
work of occupational and physical therapy that
can make such a difference in quality of life.
Her therapists told her that her hard work was
paying off and that more therapy could con-
tinue to make a difference. Unfortunately, her
managed care company disagreed. They re-
fused to extend the standard 90 days of cov-
erage through their internal appeals process
because it was a ‘‘quality of life issue’’ and not
a ‘‘life and death issue.’’ Kris appealed as
many times as she could through the man-
aged care organization’s internal appeals and
then had no further recourse.

Fighting over late bills and arguing with the
managed care company became the focus of
her life when she should have been focusing
on exercise and therapy that would have
made her stronger. Fortunately, Officer Gulden
has a compassionate employer in the City
Manager of Alexandria who helped her deal
with the unpaid bills, and a compassionate
family and community who helped her raise
additional money for further therapy. But she
wrote because she doesn’t want to see the
same thing happen again to anyone. ‘‘It’s ridic-
ulous that what most prevented me from get-
ting better was my HMO.’’ she wrote:

Not being able to walk, not being able to
stand up to take a shower, living with abnor-
mal bowel and bladder function . . . in gen-
eral, living with a disability is a walk in the
park compared to what they put me through.
Truly, dealing with them has been the worst
part of this whole ordeal.

Finally, the most important point of Kris’ let-
ter was to say that ‘‘I am vehemently opposed
to any compromise on the Patient’s Bill of
Rights.’’ I close by asking my colleagues to do
what Kris, and so many of our constituents
like her wish. I urge you to support the Din-
gell-Norwood bill without amendment.

Mr. VENTO. Mr. Chairman, I rise today in
support of H.R. 2723, the Bipartisan Con-
sensus Managed Care Improvement Act of
1999. I’m pleased to have joined as a cospon-
sor of this measure, which acknowledges that
all Americans deserve a strong standard of
protection in managed care and other health
insurance programs.

There is general agreement that managed
care reform should address the fundamental
concerns of all American families that have
health insurance. Access to specialty care,
emergency care, clinical trials and continuity of
care are just a few of the widely lauded provi-
sions of this proposal. In addition to these
core access provisions, H.R. 2723 will also
ensure that medical judgments are made by
medical experts.

Although managed care has played an im-
portant role in helping to efficiently utilize finite
health care resources, managed care policy
needs more balance and accountability. It is
time for Congress to remove the current
ERISA shield and permit the judicial system
process to hold health care plans fully respon-
sible for their negligent decisions and actions
whether intra stat or interstate health insur-
ance.

Mr. Chairman, meaningful reform should in-
clude meaningful protections. Only a national
policy can address the deficiencies of current

law, which leaves too many patients without
adequate recourse. While critics portray this
legislation as the precursor to a proliferation of
capricious lawsuits, I have more faith that the
American public and legal system which are
interested foremost in timely and appropriate
medical care, not litigation. We need not in-
vent a new medical police force, rather just
permit the time tested legal system and rights
of the individual to reasonable due process.

Health care consumers should have aces to
necessary medical treatment, as well as ob-
jective remedies if a health plan decision is al-
leged to cause harm. During a time of unprec-
edented prosperity, H.R. 2723 reaffirms that
equity and quality should be the unquestioned
foundation of our health care system. I urge
my colleagues to support this sound managed
care reform proposal encompassed in the Din-
gle-Norwood measure and as we defeat the
gauntlet of amendments and detours to sound
health insurance finally vote to pass the base
bill, the patients healthcare bill of rights.

Mr. MCGOVERN. Mr. Chairman, I rise today
in strong support of the Norwood/Dingell Bi-
partisan Consensus Managed Care Improve-
ment Act.

Today we are debating a very simple issue:
whether we will provide the proper protection
for patients who pay good money for their
health insurance. We have all heard the horror
stories from patients, doctors, nurses and em-
ployers about the need to improve basic HMO
coverage. This bill will do that.

We are addressing basic rights that patients
should receive from their health plan—the
right to appeal to an external review panel, the
right to have access to a gynecologist or other
specialist, and the right to hold an HMO ac-
countable for its decisions. The Norwood/Din-
gell bill provides the strongest patient protec-
tions and holds HMOs accountable for their
actions, just like doctors. The Republican
amendments offered today are insurance pro-
tection bills and do not protect the patient.

The bottom line must not dictate the amount
or quality of car a patient receives. Profit mar-
gins should not dictate whether an injured per-
son can go to the emergency room or visit a
medical specialist. This bill will ensure that pa-
tients receive the best care and coverage from
their HMO. We owe our constituents nothing
less.

Mr. Chairman, I urge my colleagues to sup-
port this bill, vote against the poison pill sub-
stitutes and vote for Norwood/Dingell.

Mr. BENTSEN. Mr. Chairman, I rise today to
express my strong support for H.R. 2723, the
Bipartisan Consensus Managed Care Im-
provement Act of 1999 or the Patient’s Bill of
Rights, that is sponsored by Representative
NORWOOD and Representative DINGELL.
Today, we will consider four different ap-
proaches to reform managed health care
plans. I am a strong supporter and co-sponsor
of H.R. 2723 because I believe that this bill
provides essential consumer protections to all
Americans. I urge my colleagues to reject all
three versions of the Republican Leadership
sponsored legislation, and vote for the real
Patients’ Bill of Rights.

Today, there are more than 160 million
Americans enrolled in managed care plans,
such as Health Maintenance Organizations
(HMOs). Of these enrollees, approximately
125 million Americans are enrolled in man-
aged care health plans that are governed by
federal law, the Employee Retirement and In-
surance Security Act (ERISA). Under ERISA,
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these Americans cannot seek legal remedy if
their health plans denies or delays access to
care. In a time when many Americans believe
that their health plans are arbitrarily denying
care and services, the Norwood-Dingell bill
would ensure that health plans must provide
an appeals process to their decisions. Under
the Norwood-Dingell bill, patients would be
guaranteed the right to seek both an internal
and external appeals process with a deadline
for decisions to be made. If both of these ap-
peals are denied, consumers would have the
right to hold their plans accountable for their
decisions through a legal case in our court
system. In my state of Texas, where a state
law has been in effect for two years, our expe-
rience has been that these external reviews
have been decided on behalf of consumers in
50 percent of these cases, while the rest of
these cases have been decided on behalf of
the health plans. We have also seen that very
few consumers have decided to use their new
right to sue, with very few lawsuits filed to
date.

The Norwood-Dingell bill provides critical re-
forms that patients need. It guarantees that
decisions will remain in the hands of doctors
and nurses, not insurance companies. It guar-
antees access to specialists and ensures that
doctors and nurses can talk freely with pa-
tients without interference from their health
plans. The Norwood-Dingell bill also prohibits
the use of financial incentives to limit medical
care. The Norwood-Dingell bill also ensures
that patients can seek care in emergency
rooms without prior approval and when they
are suffering severe pain.

I would like to highlight one main difference
between these bills. The Norwood-Dingell bill
also includes an important provision to ensure
that all Americans can enroll in cutting-edge
cancer clinical trials if they need them. As the
sponsor of legislation to ensure that Medicare
beneficiaries can enroll in cancer clinical trials,
I believe we must guarantee this right to en-
sure that patients have access to the best,
most-advanced care. As the Representative
for the Texas Medical Center, where many of
these cancer clinical trials are conducted, I be-
lieve that this guarantee must be included as
any consumer-protection. The Norwood-Din-
gell bill would require managed care plans to
pay for the routine costs associated with can-
cer clinical trials.

I wish to be clear why I opposed the House
Rule that was imposed by the Republican ma-
jority on this bill. This rule was fatally flawed
in many respects. Most important was its fail-
ure to include offsetting provisions to pay for
the costs associated with this bill. This is im-
portant because it would ensure that this bill if
fully paid and would not add to the on-budget
deficit. I will be supporting final passage of
H.R. 2723 in order to ensure that this federal
uniform consumer protections will be provided
to managed care enrollees. I am pleased to
note President Clinton’s letter of October 7 in
which he states that he will not sign a bill
whose costs are not fully offset. Indeed, it is
my hope during the conference process that
these offsetting provisions can be added to
this necessary bill. It is my understanding that
the Senate bill on managed care reform legis-
lation already includes these offsetting provi-
sions and therefore this issue could be ad-
dressed as part of the conference process.

I also opposed the rule because it linked
final passage of H.R. 2723 to another bill,

H.R. 2990, a bill providing new tax deductions
for health care costs. Although I support many
provisions included in H.R. 2990, such as pro-
viding 100 percent tax deductibility for health
insurance costs for self-employed persons,
yesterday I opposed H.R. 2990 because of
several provisions included in H.R. 2990 such
as Association Health Plans (AHPs). These
AHPs plans would not be subject to state in-
surance regulations or to the federal ERISA
law. I am concerned that we would be estab-
lishing a loophole for employers to create
health insurance plans without adequate regu-
lations and solvency standards. Although I will
support final passage of these two combined
bills if the Norwood-Dingell bill remains in tact,
I want to express my strong concern that this
tax legislation should not have been linked to
the Patient’s Bill of Rights, I would have pre-
ferred that these two bills were considered
separately, on their own merits. However, we
in the House of Representatives will not have
this option.

I urge my colleagues to reject the three Re-
publican alternative bills and vote for the Bi-
partisan Managed Care Improvement Act.

Mr. DIXON. Mr. Chairman, I rise in strong
support of H.R. 2723, the Dingell-Norwood Bi-
partisan Consensus Managed Care Improve-
ment Act of 1999, and in opposition to the
substitute amendments being offered. I am
proud to be a cosponsor of this important leg-
islation, which will protect consumers in man-
aged care plans.

I have heard from many residents of Califor-
nia’s 32nd Congressional district as they be-
come increasingly skeptical of the motives be-
hind the treatment decisions made by their
health plans and fearful of the consequences
of those decisions. Fortunately, the account-
ability provisions in the Dingell-Norwood bill
will allow patients to hold health plans liable
when a decision about patient treatment re-
sults in injury or death. At the same time, the
bill protects employers who provide health in-
surance from liability when they are not in-
volved in medical treatment decisions.

The Dingell-Norwood bill ensures that health
care decisions are made by medical experts,
not insurance company administrators. The bill
offers protection important to my constituents,
including access to needed health care spe-
cialists, assurance that doctors and patients
can openly discuss treatment options, and ac-
cess to a timely internal and external appeals
process when a health plan denies or delays
doctor-prescribed care.

Mr. Chairman, the Dingell-Norwood bill is an
excellent, bipartisan response to the problems
facing health care consumers. The substitute
measures masquerading as patients’ rights
legislation which will be offered by opponents
of this bill do not offer Americans the patient
protection they are asking for in their managed
care plans. The House cannot squander this
chance to pass meaningful managed care re-
form legislation; it is essential that we pass the
Dingell-Norwood bill and reject any attempt to
weaken its important provisions.

Mr. CAPUANO. Mr. Speaker, I rise in sup-
port of The Bipartisan Consensus Managed
Care Improvement Act of 1999 sponsored by
Representatives NORWOOD and DINGELL. This
bill modeled after the Democratic Patient Bill
of Rights, would ensure strong patient protec-
tions for people enrolled in Health Mainte-
nance Organizations.

I strongly oppose efforts by the Republican
leadership to dictate the debate by promoting

a rule that is designed to kill the Norwood-Din-
gell reform bill. I urge my colleagues to op-
pose the rule as it attaches the Quality Care
for the Uninsured Act to the managed care
bill. While I support its intent to reduce the
number of Americans who are currently with-
out health insurance, the tax breaks contained
in the legislation benefit the wealthy and would
have little effect on working Americans who
have no health insurance. According to the
General Accounting Office, more than 32 mil-
lion of the uninsured fall within the 0–15 per-
cent income tax brackets. These tax deduc-
tions would do nothing to help them. H.R.
2990 is a poison pill that must be defeated.

The Bipartisan Managed Care Improvement
Act of 1999 stands in stark contrast to H.R.
2990. H.R. 2723 offers real managed care re-
form by providing a comprehensive, enforce-
able set of consumer rights. Under current
federal law, patients covered by private em-
ployer-sponsored health insurance are barred
from suing health plans for damages caused
by wrongful denials. No other industry enjoys
such legal immunity. H.R. 2723 would close
this loophole by giving consumers the right to
sue health plans in state courts for injuries
and deaths caused by improper denials of
care. Furthermore, the bill guarantees patients’
access to such critical services as emergency
care, specialty care, clinical trials, as well as
obstetrician and gynecological services for
women. The Norwood-Dingell reform plan also
would allow patients to choose their health
plans and ensure the continuity of care when
people change jobs.

It is time for Congress to address the issue
of managed care reform. I have heard time
and time again from my constituents in Mas-
sachusetts who support these rational HMO
reforms that are designed to hold these orga-
nizations accountable for bad decisions. The
Norwood-Dingell proposal represents an im-
portant step in overhauling managed care and
enabling patients and their doctors to regain
control of critical medical decisions. Doctors
and patients know best—not HMO bureau-
crats. I urge my colleagues to vote in favor of
H.R. 2723 and pass meaningful managed care
reform.

Mr. DOYLE. Mr. Chairman, I rise today in
strong support of true and meaningful man-
aged care reform that H.R. 2723 provides to
all Americans. On behalf of my constituents
back in Western Pennsylvania, I am proud to
say I am a cosponsor of this vital bipartisan
legislation which confronts the real problems
many families face with HMO’s

My colleagues, supporting this bill is the
only responsible choice for us to make certain
that everyone in America has proper access to
medical care, can see a medical specialist
when necessary, and will ensure timely ac-
cess to emergency room care.

The Bipartisan Managed Care Improvement
Act guarantees medical decisions are made
by qualified health care professionals, and not
by insurance company bureaucrats. It returns
to the American people that which has been
denied for too long; the right to hold managed
care companies accountable if they choose to
make decisions regarding medical treatment.

Lately, there has been much concern ex-
pressed regarding employer liability provision
in this bill. The overwhelming majority of em-
ployers rely on a third-party health plan to
make medical decisions. Under our bill, only
organizations that make negligent medical
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treatment decisions on individual claims are
subject to liability. Independent legal analyses
have confirmed that employer liability allega-
tions are simply a non-issue. Managed care
and insurance company bureaucrats have to
stop shunning responsibility and realize that if
they choose to make harmful discretionary
treatment decisions, they will be held account-
able by the public.

Most importantly, our bill would help all
American families, like my constituent Ellen
Gasparovic, who was diagnosed with breast
cancer, only to have her HMO refuse to pay
to have the cancerous lumps removed from
her chest. Fortunately, Mrs. Gasparovic is
doing well today, but only after having to en-
dure needless financial and emotional hard-
ships, all because of the negligence of her
HMO.

It is on behalf of my constituents in Western
Pennsylvania that I urge my colleagues to
support H.R. 2723, and defeat any attempts to
weaken this much needed legislation.

Mr. SANDLIN. Mr. Chairman, the insurance
companies are at it again. They are trying to
deceive the American public and in the proc-
ess are attempting to take away a funda-
mental right of each and every American.

Clearly, a right without a remedy is abso-
lutely meaningless. The Norwood-Dingell bill
comes down to one word—Fairness. This bi-
partisan bill guarantees patient protections
such as the right to choose the doctor that
best serves your needs; the right to have
medical decisions made by physicians and
their patients, not HMO bureaucrats interested
in the bottom line; the right to know that our
families will be able to use the emergency
room when needed; the right to obtain the in-
formation we need to make informed decisions
about our own medical care.

But what if our families are denied medical
service? What if a delay in a service causes
harm to our children, our spouses, our par-
ents, our families? Where is the fairness then?

The Norwood-Dingell bill would allow pa-
tients (or the estates of patients) who are in-
jured or die as a result of their health plan’s
denial of care to sue the health plan in State
courts for damages. This is what the real
world calls accountability. That’s fairness.

As a strong supporter of local control, I sup-
port the Norwood-Dingell bill because, unlike
the Coburn-Shadegg substitute, it will not
override protections already enacted by the
states. These protections in state laws are
currently applicable to all non-ERISA em-
ployer-sponsored health insurance and to indi-
vidually purchased insurance. It is not fair that
these protections afforded by the states to
their residents, do not have the force of law
for everyone in the state. The Norwood-Dingell
bill would restore those protections to every-
one by removing the preemption provision in
ERISA so that state laws prevail.

In contrast, Coburn-Shadegg would continue
to preempt state liability law with respect to
health plans and insurers. Rather than main-
tain the states’ traditional role in regulating in-
surance by allowing state causes of action,
Coburn-Shadegg creates an entirely new fed-
eral cause of action.

Mr. Chairman, federal courts are already
overburdened, particularly in light of the fact
that the Republican majority in the other body
refuses to confirm President Clinton’s nomina-
tions to the bench, creating more than 50 va-
cancies in the federal courts. In addition to this

obstacle, patients seeking redress for injury or
death will have to wait in line behind drug
dealers and thieves because the Speedy Trial
Act of 1974 gives criminal cases priority in the
federal court docket. Those criminal cases
should be given priority because that’s where
they belong—in federal courts. Liability suits
against HMOs, however, belong in state
courts.

In my home state of Texas, we have 372
state courts, but only 39 federal courts. Obvi-
ously, Coburn-Shadegg creates so many bar-
riers to a trial that patients will never want to
exercise the right we are trying to give them.
The Norwood-Dingell bill is the only bill that
restores states’ rights and provides patients
with real protections under the law.

Will there be a flood of litigation if Norwood-
Dingell is enacted? Hardly. In Texas, we en-
acted a law in 1997 creating an external ap-
peals process and allowing lawsuits against
HMOs. In the two years since that law took ef-
fect, only five lawsuits have been filed against
health plans in Texas. That’s five lawsuits in
two years—hardly an explosion.

And contrary to all the allegations, there is
no employer liability in the Norwood-Dingell
bill. Clearly, employers cannot be held liable
for the decisions of insurance companies and/
or the decisions of others. This bill does not
create a new cause of action. It simply re-
moves the provision of ERISA that protects in-
surance companies from being sued. It specifi-
cally states that employers cannot be held lia-
ble unless they exercise discretionary author-
ity—in other words, if the employer acts like a
doctor and makes a medical decision on an
employee’s claim for benefits covered under
the plan, then the employer must accept the
accountability that comes along with playing
doctor.

I should point out that I have met with many
representatives of the business community
and I have repeatedly asked them to bring
language to me that they believe would pre-
vent employers from being sued. I assured
them that I would work with Mr. DINGELL and
Mr. NORWOOD to address their concerns. Not
one of those people has taken me up on my
offer. That is because there is no employer li-
ability in the bill. Their answer instead is to op-
pose the entire bill and threaten Members who
support Norwood-Dingell.

So why are the insurance companies so
worried about the liability provisions of Nor-
wood-Dingell? Because legal accountability
will force HMOs to provide quality care, and
some insurance company bean counters are
afraid that might mean a smaller profit margin
for them. They argue that Norwood-Dingell
would force managed care plans to practice
defensive medicine that would increase their
costs and cause them to raise our premiums.
This argument is ridiculous and actually under-
lines the need for reform. Norwood-Dingell
specifically provides that plans are not re-
quired to cover any services beyond those
provided in the contract. So with the liability
provision in place, costs of care should not in-
crease significantly as these costs are already
covered by premiums. Care is being paid for,
but not provided. Legal accountability will give
HMOs the incentive to provide a quality of
care that patients have every right to expect.

Mr. Chairman, I urge my colleagues to sup-
port the Norwood-Dingell bill and reject this
disingenuous attempt by insurance companies
to pull the wool over the eyes of the American
people.

The CHAIRMAN. Under the rule, the
Committee rises.

Accordingly, the Committee rose;
and the Speaker pro tempore (Mr.
PEASE) having assumed the chair, Mr.
HASTINGS of Washington, Chairman of
the Committee of the Whole House on
the State of the Union, reported that
that Committee, having had under con-
sideration the bill (H.R. 2723) to amend
title I of the Employee Retirement In-
come Security Act of 1974, title XXVII
of the Public Health Service Act, and
the Internal Revenue Code of 1986 to
protect consumers in managed care
plans and other health coverage, pursu-
ant to House Resolution 323, he re-
ported the bill, as amended pursuant to
that rule, back to the House.

The SPEAKER pro tempore. Under
the rule, the previous question is or-
dered.

The question is on the engrossment
and third reading of the bill.

The bill was ordered to be engrossed
and read a third time, and was read the
third time.

The SPEAKER pro tempore. The
question is on the passage of the bill.

The question was taken; and the
Speaker pro tempore announced that
the ayes appeared to have it.

RECORDED VOTE

Mr. JOHN. Mr. Speaker, I demand a
recorded vote.

A recorded vote was ordered.
The vote was taken by electronic de-

vice, and there were—ayes 275, noes 151,
not voting 8, as follows:

[Roll No 490]

AYES—275

Abercrombie
Ackerman
Allen
Andrews
Bachus
Baird
Baldacci
Baldwin
Barcia
Barr
Barrett (WI)
Bateman
Becerra
Bentsen
Berkley
Berman
Berry
Bilbray
Bilirakis
Bishop
Blagojevich
Blumenauer
Boehlert
Bonior
Bono
Borski
Boswell
Boucher
Boyd
Brady (PA)
Brady (TX)
Brown (FL)
Brown (OH)
Callahan
Canady
Cannon
Capps
Capuano
Cardin
Carson
Castle
Chambliss
Clay
Clayton
Clement
Coble

Coburn
Condit
Conyers
Cook
Cooksey
Costello
Coyne
Cramer
Crowley
Cummings
Danner
Davis (FL)
Davis (IL)
Davis (VA)
DeFazio
DeGette
Delahunt
DeLauro
Deutsch
Diaz-Balart
Dicks
Dingell
Dixon
Doggett
Dooley
Doyle
Duncan
Edwards
Engel
Eshoo
Etheridge
Evans
Farr
Fattah
Filner
Foley
Forbes
Ford
Frank (MA)
Franks (NJ)
Frelinghuysen
Frost
Gallegly
Ganske
Gejdenson
Gephardt

Gibbons
Gilchrest
Gilman
Gonzalez
Gordon
Graham
Green (TX)
Greenwood
Gutierrez
Hall (OH)
Hall (TX)
Hastings (FL)
Hefley
Hill (IN)
Hilliard
Hinchey
Hinojosa
Hoeffel
Holden
Holt
Hooley
Horn
Hoyer
Hunter
Hyde
Inslee
Jackson (IL)
Jackson-Lee

(TX)
Jefferson
Jenkins
John
Johnson, E. B.
Jones (NC)
Jones (OH)
Kanjorski
Kelly
Kennedy
Kildee
Kilpatrick
Kind (WI)
King (NY)
Kleczka
Klink
Kucinich
LaFalce
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Lampson
Lantos
Larson
LaTourette
Leach
Lee
Levin
Lewis (GA)
Lipinski
LoBiondo
Lofgren
Lowey
Lucas (KY)
Luther
Maloney (CT)
Maloney (NY)
Markey
Martinez
Mascara
Matsui
McCarthy (MO)
McCarthy (NY)
McCollum
McDermott
McGovern
McHugh
McIntyre
McKinney
McNulty
Meehan
Meek (FL)
Meeks (NY)
Menendez
Millender-

McDonald
Miller, George
Minge
Mink
Moakley
Mollohan
Moore
Moran (KS)
Moran (VA)
Morella
Murtha
Nadler
Napolitano

Neal
Norwood
Oberstar
Obey
Olver
Ortiz
Owens
Pallone
Pascrell
Pastor
Payne
Pelosi
Phelps
Pickett
Pomeroy
Porter
Price (NC)
Quinn
Rahall
Rangel
Reyes
Reynolds
Rivers
Rodriguez
Roemer
Ros-Lehtinen
Rothman
Roukema
Roybal-Allard
Rush
Sanchez
Sanders
Sandlin
Sawyer
Saxton
Schakowsky
Scott
Serrano
Sessions
Shaw
Shays
Sherman
Sherwood
Shows
Sisisky
Skelton
Slaughter

Smith (NJ)
Smith (WA)
Snyder
Spence
Spratt
Stabenow
Stark
Stenholm
Strickland
Stupak
Sweeney
Tanner
Tauscher
Taylor (MS)
Thompson (CA)
Thompson (MS)
Thornberry
Thurman
Tierney
Towns
Traficant
Turner
Udall (CO)
Udall (NM)
Velazquez
Vento
Visclosky
Vitter
Walsh
Wamp
Waters
Watt (NC)
Waxman
Weiner
Weldon (FL)
Weldon (PA)
Wexler
Weygand
Wilson
Wise
Wolf
Woolsey
Wu
Wynn
Young (FL)

NOES—151

Aderholt
Archer
Armey
Baker
Ballenger
Barrett (NE)
Bartlett
Barton
Bass
Bereuter
Biggert
Bliley
Blunt
Boehner
Bonilla
Bryant
Burr
Burton
Buyer
Calvert
Camp
Campbell
Chabot
Chenoweth-Hage
Collins
Combest
Cox
Crane
Cubin
Cunningham
Deal
DeLay
DeMint
Dickey
Doolittle
Dreier
Dunn
Ehlers
Ehrlich
Emerson
English
Everett
Ewing
Fletcher
Fossella
Fowler
Gekas
Gillmor
Goode

Goodlatte
Goodling
Goss
Green (WI)
Gutknecht
Hansen
Hastert
Hastings (WA)
Hayes
Hayworth
Herger
Hill (MT)
Hilleary
Hobson
Hoekstra
Hostettler
Houghton
Hutchinson
Isakson
Istook
Johnson (CT)
Johnson, Sam
Kasich
Kingston
Knollenberg
Kolbe
Kuykendall
LaHood
Largent
Latham
Lazio
Lewis (CA)
Lewis (KY)
Linder
Lucas (OK)
Manzullo
McCrery
McInnis
McIntosh
McKeon
Metcalf
Mica
Miller (FL)
Miller, Gary
Myrick
Nethercutt
Ney
Northup
Nussle

Ose
Oxley
Packard
Paul
Pease
Peterson (MN)
Peterson (PA)
Petri
Pickering
Pitts
Pombo
Pryce (OH)
Radanovich
Ramstad
Regula
Riley
Rogan
Rogers
Rohrabacher
Royce
Ryan (WI)
Ryun (KS)
Salmon
Sanford
Schaffer
Sensenbrenner
Shadegg
Shimkus
Simpson
Skeen
Smith (MI)
Smith (TX)
Souder
Stearns
Stump
Sununu
Talent
Tancredo
Tauzin
Taylor (NC)
Terry
Thomas
Thune
Tiahrt
Toomey
Upton
Walden

Watkins
Watts (OK)

Weller
Whitfield

Wicker
Young (AK)

NOT VOTING—8

Clyburn
Granger
Hulshof

Kaptur
Portman
Sabo

Scarborough
Shuster

b 1641

So the bill was passed.
The result of the vote was announced

as above recorded.
A motion to reconsider was laid on

the table.
Stated for:
Mr. CLYBURN. Mr. Speaker, I was

unavoidably detained in a meeting of
the Committee on Standards of Official
Conduct. Had I been present on the
vote, I would have voted in favor.

Mr. SABO. Mr. Speaker, I was de-
tained by the previously mentioned in
a meeting of the Committee on Stand-
ards of Official Conduct. If I had been
present, I would have voted ‘‘yes.’’

Stated against:
Mr. PORTMAN. Mr. Speaker, I was

detained in a meeting with the Com-
mittee on Standards of Official Con-
duct during the vote on the Norwood-
Dingell legislation. Had I been present,
I would have voted ‘‘no.’’

Mr. HULSHOF. Mr. Speaker, I was
detained in the very same meeting of
the Committee on Standards of Official
Conduct during the vote on the Dingell
legislation. Had I been present, I would
have voted ‘‘no.’’

f

PERMISSION TO HAVE UNTIL MID-
NIGHT, FRIDAY, OCTOBER 8, 1999,
TO FILE CONFERENCE REPORT
ON H.R. 2561, DEPARTMENT OF
DEFENSE APPROPRIATIONS ACT,
2000

Mr. LEWIS of California. Mr. Speak-
er, I ask unanimous consent that the
managers on the part of the House may
have until midnight, Friday, October 8,
1999, to file the conference report on
the bill (H.R. 2561) making appropria-
tions for the Department of Defense for
the fiscal year ending September 30,
2000, and for other purposes.

The SPEAKER pro tempore (Mr.
PEASE). Is there objection to the re-
quest of the gentleman from Cali-
fornia?

There was no objection.

f

LEGISLATIVE PROGRAM

(Mr. MENENDEZ asked and was
given permission to address the House
for 1 minute.)

Mr. MENENDEZ. Mr. Speaker, I yield
to the gentleman from New York (Mr.
LAZIO) for an explanation of next
week’s schedule.

Mr. LAZIO. Mr. Speaker, I am
pleased to announce that we have com-
pleted legislative business for the
week. The House will meet for a pro
forma session tomorrow. Of course,
there will be no legislative business
and no votes tomorrow.

The House will meet again on Tues-
day, October 12, at 12:30 p.m. for morn-

ing hour and at 2 p.m. for legislative
business. We will consider a number of
bills under suspensions of the rules, a
list of which will be distributed to
Members’ offices tomorrow. On Tues-
day, we do not expect recorded votes
until 6 p.m.

On Wednesday, October 13, and the
balance of next week, the House will
take up the following measures which
will be subject to rules: H.R. 1993, the
Export Enhancement Act, and the De-
partment of Labor, Health and Human
Services and Education Appropriations
Act. We also expect a number of appro-
priations conference reports to become
available for consideration in the
House early next week, but possibly
throughout the entire week.

b 1645

Mr. Speaker, on Friday, October 15,
no votes are expected after 2 p.m. I just
want to wish all of my colleagues
happy Columbus Day weekend, and
pray that everybody has a safe travel
back, and that they have an oppor-
tunity to celebrate the discovery of Co-
lumbus, that great Italian American.

Mr. MENENDEZ. Mr. Speaker, I
thank the gentleman, and I would ask
him if he would be able to answer a
question or two about the schedule. We
certainly all wish our colleagues a safe
journey and a good Columbus day cele-
bration.

Mr. Speaker, does the gentleman ex-
pect any late nights next week, in view
of the schedule as the gentleman has
announced it? And in terms of our ef-
fort to make this place family-friendly,
does the gentleman expect any late
nights next week?

Mr. LAZIO. If the gentleman will
yield further, it looks as though we
will have no late nights next week. We
expect to have our business concluded
relatively early.

Mr. MENENDEZ. I thank the gen-
tleman. That would be helpful to our
families.

We have heard about a November
schedule from some of our colleagues
on the other side who are wondering,
and we are wondering, when that might
be available to the minority so that
Members can plan. If our expectation is
to be here in November, we would like
to know that schedule as well, if the
gentleman would be so kind as to re-
spond.

Mr. LAZIO. If the gentleman would
continue to yield, Mr. Speaker, right
now it is the expectation of the Speak-
er of the House that the House will ad-
journ October 29, so the target adjourn-
ment still is in this month. Of course,
anything is possible as we struggle
through these last few weeks in the ap-
propriations cycle.

As soon as we have additional infor-
mation, we would be happy to share it
with the gentleman. Right now, the
target adjournment date continues to
be October 29.

Mr. MENENDEZ. We certainly all
hope that we can achieve an agreement
on our budgetary needs by that time.
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But if not, and if there is to be a sched-
ule for November that is already out
there, we certainly would appreciate it
as quickly as possible.

If I may ask the gentleman one last
question, Mr. Speaker, is there a
chance that Friday may be given away,
in view of the schedule at this point,
with only two stated pieces of legisla-
tion for the week? Does the gentleman
expect that Friday may be given away?

Mr. LAZIO. I would say to the gen-
tleman from New Jersey that Members
should expect and plan on being in ses-
sion on Friday. We have conference re-
ports, appropriations conference re-
ports, that need to be completed. That
may include Friday. We expect it will
include Friday. We have two votes
scheduled. Members right now should
plan to be in until 2 p.m. on Friday.

Mr. MENENDEZ. I thank my friend,
the gentleman from New York.

f

ANNOUNCEMENT REGARDING
AMENDMENT PROCESS FOR H.R.
1993, EXPORT ENHANCEMENT ACT
OF 1999

Mr. DREIER. Mr. Speaker, today I
sent a Dear Colleague to all Members
informing them that the Committee on
Rules is planning to meet next week to
grant a rule for the consideration of
H.R. 1993, the Export Enhancement Act
of 1999.

The Committee on Rules may grant a
rule which would require that amend-
ments be preprinted in the CONGRES-
SIONAL RECORD. In this case, amend-
ments must be preprinted prior to their
consideration on the floor.

Amendments should be drafted to the
version of the bill reported by the Com-
mittee on International Relations.
Members should use the Office of Leg-
islative Counsel to ensure that their
amendments are properly drafted, and
should check with the Office of the
Parliamentarian to be certain their
amendments comply with the rules of
the House.

I join in extending happy Columbus
Day to all of our colleagues.

f

REMOVAL OF NAME OF MEMBER
AS COSPONSOR OF HOUSE CON-
CURRENT RESOLUTION 189

Mr. UNDERWOOD. Mr. Speaker, I
ask unanimous consent to remove my
name as a cosponsor of House Concur-
rent Resolution 189.

The SPEAKER pro tempore (Mr.
PEASE). Is there objection to the re-
quest of the gentleman from Guam?

There was no objection.

f

HOUR OF MEETING ON TOMORROW

Mr. LAZIO. Mr. Speaker, I ask unani-
mous consent that when the House ad-
journs today, it adjourn to meet at 10
a.m. tomorrow.

The SPEAKER pro tempore. Is there
objection to the request of the gen-
tleman from New York?

There was no objection.
f

ADJOURNMENT FROM FRIDAY, OC-
TOBER 8, 1999, TO TUESDAY, OC-
TOBER 12, 1999

Mr. LAZIO. Mr. Speaker, I ask unani-
mous consent that when the House ad-
journs on Friday, October 8, 1999, it ad-
journ to meet at 12:30 p.m. on Tuesday,
October 12, 1999, for morning hour de-
bates.

The SPEAKER pro tempore. Is there
objection to the request of the gen-
tleman from New York?

There was no objection.
f

DISPENSING WITH CALENDAR
WEDNESDAY BUSINESS ON
WEDNESDAY NEXT

Mr. LAZIO. Mr. Speaker, I ask unani-
mous consent that the business in
order under the Calendar Wednesday
rule be dispensed with on Wednesday
next.

The SPEAKER pro tempore. Is there
objection to the request of the gen-
tleman from New York?

There was no objection.
f

SPECIAL ORDERS

The SPEAKER pro tempore. Under
the Speaker’s announced policy of Jan-
uary 6, 1999, and under a previous order
of the House, the following Members
will be recognized for 5 minutes each.
f

The SPEAKER pro tempore. Under a
previous order of the House, the gen-
tleman from North Carolina (Mr.
JONES) is recognized for 5 minutes.

Mr. JONES of North Carolina ad-
dressed the House. His remarks will ap-
pear hereafter in the Extensions of Re-
marks.)
f

The SPEAKER pro tempore. Under a
previous order of the House, the gen-
tleman from Indiana (Mr. HILL) is rec-
ognized for 5 minutes.

(Mr. HILL of Indiana addressed the
House. His remarks will appear here-
after in the Extensions of Remarks.)
f

A MINNESOTA HERO DIES, BUT
CONNIE EDWARDS’ LEGACY WILL
LIVE ON

The SPEAKER pro tempore. Under a
previous order of the House, the gen-
tleman from Minnesota (Mr. RAMSTAD)
is recognized for 5 minutes.

Mr. RAMSTAD. Mr. Speaker, Connie
Edwards taught physical education at
Countryside Elementary School in
Edina, Minnesota, for 14 years. Her
fourth and fifth grade students loved
her. She was a great teacher, a wonder-
ful friend, and a true hero.

This past Wednesday Connie, who
fought a courageous battle with ovar-
ian cancer, left this Earth, but her
spirit will live forever through the
many young people whose lives she
touched.

As Connie’s good friend and former
co-worker, Diane Morris, put it, and I
am quoting, now, ‘‘Connie had such a
huge impact on so many people, from
students to staff and the entire com-
munity. She had an energy that rubbed
off on everybody. The school was her
stage, and she shined.’’

To show their affection and respect,
Mr. Speaker, Connie’s students, past
and present, along with her staff mem-
bers, fellow staff members, and parents
of Countryside Elementary School, re-
cently renamed the gymnasium in her
honor. Despite her serious illness and
treatments which left her weak, Connie
Edwards visited Countryside School
frequently during her extended sick
leave just to be with her beloved stu-
dents.

As recently as last Monday, two days
before she died, Connie visited Coun-
tryside to cheer on her students during
a district-wide cross-country race.
Connie was mobbed by the students,
who loved her so dearly.

Countryside principal Ken Hatch
commented, and I am quoting again,
‘‘There is no way in the world Connie
should have been there. The courage
and strength this woman had was as-
tonishing. She displayed that right up
to the very end. We loved her dearly
and will miss her very much,’’ con-
cluded Principal Hatch.

Mr. Speaker, it is impossible to
measure the great impact of Connie
Edwards’ life on Countryside’s young
people over the past 14 years. Connie’s
courage, energy, and spirit will live on
in the hearts and minds of everyone
who knew her. Connie was not only a
dedicated educator, loyal friend, and
role model, she was a true Minnesota
hero.

You might be gone, Connie, but
Countryside will never forget you. As
your beloved students told you in that
poem they wrote for you, ‘‘Thank you,
thank you for all you have done. Our
lives are forever changed because of
Connie Edwards, a special one.’’
f

The SPEAKER pro tempore. Under a
previous order of the House, the gentle-
woman from Indiana (Ms. CARSON) is
recognized for 5 minutes.

(Ms. CARSON addressed the House.
Her remarks will appear hereafter in
the Extensions of Remarks.)
f

The SPEAKER pro tempore. Under a
previous order of the House, the gen-
tleman from Ohio (Mr. BROWN) is rec-
ognized for 5 minutes.

(Mr. BROWN of Ohio addressed the
house. His remarks will appear here-
after in the Extensions of Remarks.)
f

IN RECOGNITION OF THE LIFE OF
SAMUEL C. GRASHIO

The SPEAKER pro tempore. Under a
previous order of the House, the gen-
tleman from Washington (Mr.
NETHERCUTT) is recognized for 5 min-
utes.
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Mr. NETHERCUTT. Mr. Speaker, I

want to take a moment today to recog-
nize the life of Samuel C. Grashio, who
died this past Sunday in Spokane,
Washington, my hometown, and a
major part of the Fifth Congressional
District of Washington.

Samuel Grashio was a retired Air
Force Colonel and was a highly deco-
rated World War II veteran. While
many years have passed since that
great struggle for peace, we still re-
member Samuel Grashio’s escape from
a Japanese prisoner of war camp during
the Bataan Death March. He, along
with many others, made that very dif-
ficult trek and survived. America’s
spirit was lifted by the courage that
Sam and nine other soldiers showed by
escaping the prison camp and for evad-
ing their captors in enemy territory for
so long.

They continued their struggle for
many months, alongside friendly Fili-
pino guerillas who fought bravely to
make sure that this group of Ameri-
cans was able to survive.

Family and friends of Samuel
Grashio remember him to be a man of
great faith, great courage, and great
patriotism. America will remember
him for being our hero and our
strength during World War II.

An article appeared in the Spokes-
man Review newspaper in Spokane
after the death of Sam, and quoted in
that article was a very close friend of
mine, Seaton Daly, Senior, who has
been a longtime Spokane lawyer and a
great, great friend whose son and I,
whose late son and I, were very, very
close friends. We went through law
school together and practiced law to-
gether for years.

Seaton said at the time of Sam’s
death that this was a great man of
faith, Samuel Grashio, and he had as
his priorities in life three influences:
God, family, and country, in that
order. He was a great man of stature in
eastern Washington and nationally for
his service in World War II, and he cul-
tivated friends like Seaton Daly, Sen-
ior, who were lifelong friends, and who
grieve as Sam passed away.

Sam Grashio led a wonderful life in
service to our country. We certainly
wish all of Sam’s family well, and all of
God’s blessings in this time of reflec-
tion and mourning for them.

I must say, too often we do not rec-
ognize deeply enough those heroes who
fought for freedom in World War II and
have survived, many in this country, to
this day as veterans and as proud vet-
erans, and proud supporters of the free-
dom that this country so much enjoys.

Sam Grashio was one of those people.
It is sad that he has passed away, but
it is an honor for our community that
he lived as long as he did and was able
to enjoy not only the freedom he
fought for, but the great, great benefits
that this country offers to all of its
citizens.

Mr. Speaker, I join many others in
paying tribute and offering deep sym-
pathy at the death of Samuel Grashio,

as do many, many, in Spokane Wash-
ington and the State of Washington.
f

NATIONAL BREAST CANCER
AWARENESS MONTH

The SPEAKER pro tempore. Under a
previous order of the House, the gen-
tleman from New York (Mr. TOWNS) is
recognized for 5 minutes.

Mr. TOWNS. Mr. Speaker, we took
the extraordinary action in the last
Congress of creating an opportunity for
States to provide health insurance to
the children of the working poor. As we
commemorate October as National
Breast Cancer Awareness Month, we
should take the opportunity to pass
H.R. 1070 to expand Medicaid coverage
to screen for breast and cervical can-
cer.

This bill will provide cancer screen-
ing for the mothers and grandmothers
of the children that we covered under
the child health initiative. These
women are the waitresses, the domes-
tic workers, and the farmers’ wives
who do not have the financial ability
to take advantage of preventative can-
cer screenings.

Their low-paying jobs do not provide
them with the insurance coverage that
would cover the costs of breast and cer-
vical cancer screenings, but they also
make them ineligible for Medicaid. If
they were unemployed or on welfare
they would be covered by Medicaid, and
thus receive the screening services.

Mr. Speaker, I cannot overstate the
relationship between cancer screening
and early detection. We all know that
early detection saves the lives of
women who are impacted by breast and
cervical cancer. For example, the
American Cancer Society estimates
that of the 46,000 breast cancer deaths
in 1994, 14,000 women, almost one-third,
could have been saved with early detec-
tion. That means that approximately
one in three women died needlessly.
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That is why I fought so hard to con-
vince the National Cancer Institute to
maintain the age for mammography at
40 rather than pushing it back to age
50.

I am very pleased that, in 1997, NCI
finally, finally agreed to restore their
guidelines to the recommended bien-
nial mammograms for women aged 40
to 49. This screening tool definitely
needs to be readily available to women
in this age group.

In fact, 29,000 women between the age
of 40 and 49 are diagnosed with breast
cancer every year. Of these 29,000, a
disproportionate percentage will be Af-
rican-American women, minority
women. Particularly, black American
women have a 25 percent higher mor-
tality rate because their cancer is not
detected early enough.

In addition to screening for breast
cancer, H.R. 1070 will also provide re-
imbursement for cervical cancer
screenings. Testimony before the Com-
mittee on Commerce also confirmed

that cervical cancer is 95 percent treat-
able and curable if detected in time.

Working poor women are not receiv-
ing these screening services simply be-
cause they fall between the cracks of
being too young for Medicare, not poor
enough for Medicaid, and no access to
commercial health insurance.

It is not often that we have a chance
to save lives simply by improving ac-
cess to prevention tools. Through the
expansion of Medicaid coverage this
month, we have that opportunity with
H.R. 1070.

I would hope that my colleagues will
support the inclusion of the important
measure in whatever budget initiatives
we enact this session. The working
women of this Nation deserves a fight-
ing chance against breast and cervical
cancer.

In honor of National Breast Cancer
Awareness Month, let us give them this
chance by enacting H.R. 1070. That is
the way to say ‘‘thank you’’ to people
like Laura Brown and the Magic John-
son Foundation for all the work that
they do.

Mrs. MORELLA. Mr. Speaker, October is
Breast Cancer Awareness Month, and we
have joined together tonight to urge our col-
leagues to work with us to increase funding for
breast cancer research, treatment, and pre-
vention, and to expand insurance coverage for
screening and treatment. Each year, more
than 180,000 new cases of breast cancer are
diagnosed in the United States. One in eight
women will develop breast cancer in their life-
times, and it is the second leading cause of
cancer deaths in women. Last year, about
46,000 of our grandmothers, mothers, aunts,
nieces, sisters, cousins, dear friends, and col-
leagues died from this devastating disease.

Tonight, I will be receiving the Yetta
Rosenbert Humanitarian Service Award from
the Gloria Heyison Breast Cancer Foundation,
Inc. at a special reception to launch Breast
Cancer Awareness Month. In 1992, Marc
Heyison created the Gloria Heyison Breast
Cancer Foundation in love and honor of his
mother, a breast cancer survivor. The Founda-
tion also will be raising funds for The Check
It Out Program presented by Suburban Hos-
pital, the mobile mammography program at
The George Washington University, and other
programs that educate the public about the
importance of early detection in breast cancer.

I mention this to highlight the role of organi-
zations that advocate on behalf of breast can-
cer funding and education programs. Without
organizations, such as the Gloria Heyison
Breast Cancer Foundation, we would not have
made the tremendous advances in funding for
breast cancer research over the past decade.

Federal funding for breast cancer research
totaled $91 million in 1993; it grew to $500
million in 1997. However, despite the in-
creases in funding for breast cancer research
and prevention in recent years, we still have
few options for prevention and treatment. The
National Cancer Institute received the highest
funding increase of all of the institutes in last
year’s appropriations bill, and I hope that we
will be able to make even greater strides in
the Fiscal Year 2000 bill. I particularly thank
Chairman John Porter for his leadership in
working to bolster our federal investment in
biomedical research, including breast cancer
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research, as well as the members of his sub-
committee.

Earlier this year, Congresswoman NITA
LOWEY and I circulated a congressional letter
urging the Appropriations National Security
Subcommittee to provide $175 million for the
peer-reviewed breast cancer research pro-
gram at the Department of Defense, a letter
co-signed by 225 of our colleagues. The peer-
reviewed breast cancer research program has
gained a well-deserved reputation for its inno-
vation and efficient use of resources, with over
ninety percent of program funds going directly
to research grants. We must continue to in-
crease our investment in this important pro-
gram.

We must also work to better translate new
research findings to clinical applications, both
through a greater focus on clinical research
and through technology transfer. As Chair of
the Technology Subcommittee, I have been
working to facilitate technology transfer be-
tween government agencies and the private
sector. Efforts such as the ‘‘missiles to mam-
mograms’’ project between the Public Health
Service, the Department of Defense, the intel-
ligence community, and NASA, are critically
important in applying new technologies to the
fight against breast cancer.

Access to mammography screening is an-
other critical issue. The Congressional Caucus
on Women’s Issues had a major victory during
the last Congress when the Balanced Budget
Act included annual coverage for mammog-
raphy screening under Medicare.

As of last year, the breast and cervical can-
cer screening program had provided more
than 1.2 million breast and cervical cancer
screenings, education, and follow-up services
for low-income women across the country.
While this program has been very successful,
we must ensure that efforts are expanded to
better reach disadvantaged and minority popu-
lations.

As an increasing number of mastectomies
and lymph node dissections are performed as
outpatient surgery, Congress should ensure
that women receive the hospital care and in-
surance coverage they need. We must hold
hearings and pass legislation to require health
plans to provide coverage for a minimum hos-
pital stay for mastectomies and lymph node
dissection for the treatment of breast cancer.
Congresswoman ROSA DELAURO and Con-
gresswoman SUE KELLY have each introduced
legislation that would provide 48 hours of inpa-
tient care following a mastectomy and 24
hours of inpatient care following a lymph node
dissection for the treatment of breast cancer.
I am a cosponsor and strong supporter of this
critical legislation. Women and their doctors—
not their insurance companies—should deter-
mine whether a shorter stay is sufficient.

These initiatives are just a few of the many
important efforts underway to address the crit-
ical issue of breast cancer. For as long as I
serve in Congress, I will continue to work with
my colleagues on programs that will provide
fuel for the hopes of patients and scientists
alike and move us forward in the battle
against breast cancer.

f

The SPEAKER pro tempore (Mr.
PEASE). Under a previous order of the
House, the gentlewoman from Cali-
fornia (Ms. WATERS) is recognized for 5
minutes.

(Ms. WATERS. addressed the House.
Her remarks will appear hereafter in
the Extensions of Remarks.)

f

REPORT ON H.R. 3037, DEPART-
MENTS OF LABOR, HEALTH AND
HUMAN SERVICES, AND EDU-
CATION, AND RELATED AGEN-
CIES APPROPRIATIONS ACT, 2000

Mr. YOUNG of Florida, from the
Committee on Appropriations, sub-
mitted a privileged report (Rept. No.
106–370) on the bill (H.R. 3037) making
appropriations for the Departments of
Labor, Health and Human Services,
and Education, and related agencies for
the fiscal year ending September 30,
2000, and for other purposes, which was
referred to the Union Calendar and or-
dered to be printed.

The SPEAKER pro tempore. Pursu-
ant to clause 1, rule XXI, all points of
order are reserved on the bill.

f

GENERAL LEAVE

Ms. PELOSI. Mr. Speaker, I ask
unanimous consent that all Members
may have 5 legislative days within
which to revise and extend their re-
marks on the subject of the special
order I am about to give.

The SPEAKER pro tempore. Is there
objection to the request of the gentle-
woman from California?

There was no objection.

f

DEBT FORGIVENESS FOR THIRD-
WORLD COUNTRIES

The SPEAKER pro tempore. Under
the Speaker’s announced policy of Jan-
uary 6, 1999, the gentlewoman from
California (Ms. PELOSI) is recognized
for 60 minutes as the designee of the
minority leader.

Ms. PELOSI. Mr. Speaker, today was
a very historic day in this body, and
Congress has finished its business at a
reasonable time. I wish that many
more of my colleagues were in town to
hear our special order, because it ad-
dresses an issue that came up in our
foreign operations bill the other day;
and that is the issue of debt forgiveness
in the developing world.

In the course of a debate on the legis-
lative bill, an appropriations bill like
the foreign operations bill, all we had
was an hour on the rule and an hour on
the bill, which is the regular order. But
because so many Members want to ex-
press their support or their opposition
to the legislation, the most any of us
gets to speak is a few minutes if we are
lucky if we are ranking member, or one
or two if we are not.

The bill covers a wide range of issues.
The foreign operations bill is the bill
which funds our diplomatic efforts
abroad. The pillars of our foreign pol-
icy are promoted in that bill: stopping
the proliferation of weapons of mass
destruction, promoting democratic val-
ues, growing our economy through ex-
ports, looking out for our national se-

curity, and the assistance that we pro-
vide for other countries is in the na-
tional interest of the United States.

So this is not about charity. It is
about acting in our own self interest. It
also, though, taps the well of gen-
erosity and concern that the American
people have to alleviate poverty in the
world and to make the world a safer
place, promoting our democratic val-
ues, which are universal, so that the
world is a safer place in which we can
raise our children and our grand-
children.

That brings us to the point of, mak-
ing the world a safer place means mak-
ing the world a better place for all of
the children of the world. I know my
colleagues have heard me say the three
most important issues facing this Con-
gress are our children, our children,
our children. By that, I mean, not only
our children in America, but the fate of
children throughout the world. They
are affected by the economic well-being
of the countries in which they live.

Many of the countries in the Third
World, particularly in Africa, some in
Latin America, mostly all in the south-
ern hemisphere, have been burdened by
debt that has been incurred by previous
regimes. For instance, in South Africa,
there is a heavy debt load that has
been carried over from the apartheid
government. Now this new government
of the last few years has that burden to
carry. How can they succeed with this
drag on their economies? That is re-
peated over and over.

I think we have a responsibility in
this area because, during the Cold War,
the Soviets and the United States ex-
cerpted their influence on the con-
tinent of Africa. When the Cold War
was over, we up and left, leaving the
continent awash in weapons and, in
many cases, burdened down by debt.

There is a movement afoot. This is
not just a U.S. effort to alleviate this
debt, this is an international issue.
There is a movement afoot in the reli-
gious community. Bishop Desmond
Tutu, the Nobel Prize winner from
South Africa, was well-known to every-
one in the world, I believe, a champion
of reconciliation in South Africa, is
part of something called the Jubilee,
Jubilee 2000.

That is an effort to have debt forgive-
ness in the developing world so that
these new emerging democracies can
proceed to meet the needs of their peo-
ple in terms of education and health
and the well-being of their people, un-
burdened by debts, especially those in-
curred by previous regimes in their
countries and not the democratically
elected governments that prevail now.

In our foreign operations bill, there
had been a request made by President
Clinton for several hundred million
dollars over a 3-year period to forgive
debt in that region. During the debate,
it was contended that, oh, forgiving
debt in the Third World was just send-
ing checks to these, what did they call
them, turbans and tyrants, or some-
thing, so that they could then put this
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money into Swiss banks and abscond
with that money. That is not what we
are talking about here. That is not
what President Clinton was advo-
cating.

So it was an unfortunate character-
ization of the purpose of debt forgive-
ness and the very important initiative
that President Clinton was taking. He
was doing it on behalf of our own coun-
try, but in conjunction with multilat-
eral efforts that have been made by the
G–7 and G–8 in order to alleviate debt
in the Third World so that these econo-
mies could have a chance to prevail
and these new democracies would be
able to enjoy some of the benefits of
democratic reform and market reform
in their countries.

So when we ask for this debt forgive-
ness and this funding for the debt for-
giveness, it is part of a multilateral ef-
fort which we are one part, and it is in
conjunction with efforts that the peo-
ple in these countries are taking to
help themselves.

This is not about charity. It is about
cooperation. This is not about some-
thing that is only for the benefit of the
recipient. This is about initiatives that
will redound to the benefit of the
American people, both in providing
markets for our goods, if we need a
pragmatic reason, but also in address-
ing the concerns that we have about
poverty throughout the world, starva-
tion, famines that we would have come
in at a later time and spend much more
money, never be able to make for up
for the human loss of the people that
have died and the malnutrition of
those who suffer from starvation.

Of course it would also prevent con-
flict. Any time that we can prevent
conflict, I believe that that is our mis-
sion, mission of this great country.

I said in the course of the debate
that, being from San Francisco and
having the privilege to represent that
magnificent area in this Congress, I
wanted also, any chance I get, to share
with my colleagues the message of
Saint Francis, who is the patron saint
of San Francisco. The song of Saint
Francis is our anthem. Everyone is fa-
miliar with it, but I do not know if
they know it is the song of Saint
Francis. It begins: ‘‘Make we a channel
of thy peace. Where there is a darkness
may we bring light. Despair, may we
bring love. Hatred, may we bring love.’’

Well, that is a big order, and we may
not be able to do that, but we certainly
can be a channel of God’s peace to
these countries. Helping these coun-
tries alleviate poverty and get on with
the future and their economic well-
being I think is a force for peace and
promoting democratic values in those
areas.

Therefore, this Jubilee effort, one
that is undertaken by the people af-
fected by it, as a way to help them un-
burden themselves of the debt and al-
leviate poverty, is very important one.

The President’s initiative is a very
wise one. The President says that these
funds would be used to help alleviate

the debt, forgive the debt if the govern-
ment itself will spend the money on
education and health care for the chil-
dren, the people of their countries.
That is a very important initiative. In
fact, nothing is more important than
that.

I do not think that most people in
America need to be told how important
it is for them to have disease con-
trolled where it exists abroad so it does
not come into our country. The envi-
ronmental measures that this money
could be used on to improve the health
and the air that the people breathe in
those areas prevents that pollution
from coming into our country.

So, again, it taps the well of good in-
tentions in our country, and it has a
practical benefit to us. So, again, the
Jubilee 2000 is a very noble effort, alle-
viating the Third World debt, forgiving
it, because there is a good deal of talk
about reducing and forgiving some, but
we want to eliminate the Third World
debt, which will be is a very important
initiative that I believe a country as
great as ours can cooperate with very
readily. It is money very well spent.

Many of our colleagues are interested
in this issue, but this being the end of
the day, the end of the session for this
week and the beginning of the Colum-
bus Day weekend, we start today, and
we will have other special orders on
this subject, because there simply was
not enough time to present the full en-
thusiasm that we have for this debt re-
lief, debt forgiveness, elimination.

But I am pleased that a very distin-
guished leader in the Congress and the
House of Representatives is here to-
night. She has worked her whole life on
the alleviation of poverty in our coun-
try and throughout the world. She has
worked her whole life for economic jus-
tice issues. Fortunately for us, she is
the Ranking Democrat on the Sub-
committee on Domestic and Inter-
national Monetary Police of the Com-
mittee on Banking, which is the com-
mittee of jurisdiction on the Third
World debt. Our committee is the ap-
propriating committee. The committee
of the gentlewoman from California
(Ms. WATERS) is the committee of au-
thorization where this issue is being
debated right now and an authorization
bill is being prepared.

So I am very pleased to yield to the
gentlewoman from California (Ms. WA-
TERS), an international leader on this
issue and a person well positioned to
help very much promote the policy and
the funding that President Clinton rec-
ommended.

Ms. WATERS. Mr. Speaker, I am
very pleased and proud to join the gen-
tlewoman from California (Ms. PELOSI)
here on the floor this evening to talk
about a subject that I believe is the
number one issue confronting the
world today.
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I would also like to thank the gentle-
woman for all of the years that she has
put in not only on the issues of debt re-

lief but on the issues of foreign affairs
and foreign assistance and foreign rela-
tions.

The gentlewoman has become one of
our premier experts, and she has pro-
vided leadership to this House. And it
is because of the gentlewoman and the
knowledge that she brings to these dis-
cussions that we are all able to ad-
vance and to move forward. So I truly
appreciate everything that the gentle-
woman has done and the gentle-
woman’s leadership in pulling together
this time tonight for us to further talk
about debt relief and these very poor
countries who are depending on us to
come to their aid and to their assist-
ance.

I am so pleased and proud to be a
Member of Congress at this particular
time. Yes, there are many frustrating
moments; and, yes, there are many dis-
appointing moments, but I am here in
this Congress at a time when I see both
sides of the aisle coming together
around debt relief. I am the ranking
member on the Subcommittee on Do-
mestic and International Monetary
Policy of the Committee on Banking
and Financial Services, but I serve on
that committee with the chair of that
committee, the gentleman from Ala-
bama (Mr. BACHUS), a man who is obvi-
ously a Republican, and I am obviously
a Democrat.

I am considered to be much more lib-
eral; he is considered to be conserv-
ative. But when we hear the gentleman
from Alabama (Mr. BACHUS) on this
issue, and we see the work that he has
brought to this issue, it really does
make us proud that there are moments
and there are periods in this great body
of ours where we can put aside our
philosophical differences and come to-
gether in the most humane fashion to
do something good and send out the
best messages from us to others about
who we are and what we care about.

So the gentlewoman has referenced
and referred to Jubilee 2000. This is a
wonderful moment and a wonderful
time. Just as I and the gentleman from
Alabama have come together, and oth-
ers from both sides of the aisle on the
Committee on Banking and Financial
Services, on the Committee on Inter-
national Relations, on the Committee
on Appropriations, all over the world
various religious denominations have
come together as well, and all of these
nongovernment organizations, all of
these nonprofit organizations, con-
sumer-related organizations have come
together all over the world to embrace
debt relief.

We have all come to the point in time
where we understand that it is abso-
lutely illogical for us to think that
many of these countries are able to
repay debt that is owed to us and to
others. Whether we are talking about
bilateral or multilateral debt, many of
these nations are spending a dispropor-
tionate amount of their revenue trying
to make this payment, to the point of-
tentimes of starving the children and
not being able to provide for health
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care, not being able to have anything
that approaches decent education sys-
tems.

So we sit here at a time when the
economy is performing rather well, at
a time when we are able to spread pros-
perity, and we are taking advantage of
this time to say this is the time to do
it. So we are moving forward and ev-
erybody is coming on board. As a mat-
ter of fact, we had some people who
started out saying, well, we can do
something; we can do a little bit of
this, a little bit of that. And now we
have more people moving toward 100
percent. The President of the United
States, when he addressed the Inter-
national Monetary Fund conference
that was here in Washington, D.C.,
made us proud with his commitment to
do 100 percent debt relief.

I know not everybody is there. And
even on the appropriations sub-
committee we do not have the money
that has been allocated to the tune of
what was asked for by this administra-
tion. But I am convinced that we are
going to get there. One way or the
other we are going to get there. I do be-
lieve there is enough of us who are fo-
cused, and we are focused on this issue,
to be able in negotiations, that I know
will take place no matter what has
happened on our appropriations bill. I
do believe that we will get to negotia-
tions that will help us to understand
that there must be more money for
debt relief.

I know that there are those who
make the argument that somehow we
are taking all of the taxpayers’ money
to give to somebody else. And I think
the gentlewoman made the point the
other day that it is less than 1 percent.

Ms. PELOSI. It is 6.8 percent that is
in the bill. If we did the President’s re-
quest, it would be .8 percent. Less than
1 percent still.

Ms. WATERS. Less than 1 percent.
And I think that should be said over
and over again so that we can get rid of
the notion that somehow we are bank-
rupting our country in order to make
this very humane gesture.

We see pictures of children with ex-
tended bellies; we see pictures of people
who live in remote villages who carry
water for miles because they do not
have running water. We saw, when we
traveled to Africa, children in make-
shift classrooms who have little in the
way of books or materials but who
want to learn. We see countries that
are confronted with the problem of
AIDS, such as we are seeing in Third
World countries and in Africa.

Right next door to us, right in our
own hemisphere, we see countries that
are struggling to make sure that peo-
ple just have one little piece of bread
and maybe a little something to drink.
Milk is out of the question for many of
these children. So I do not think any of
us can be proud that despite that which
we do not have, and we would like to
have for everybody, we have enough
that we can share with these very des-
perate souls around the globe. And that
is what we are all about in America.

One of the things that we are proud-
est of is the fact that we believe that
we are spiritual people; that we believe
in a higher being; that we worship in so
many different ways, in whatever fash-
ion. We feel it is important for us to
worship. But central to all of that is
the belief that we can share; that we
can help out; that we can extend a
helping hand. And how better to dem-
onstrate that than through this won-
derful Jubilee 2000.

And what a wonderful name for what
we are doing. We are celebrating our
humanity. We are celebrating that, no
matter what the distances are around
this globe, we are one people. We are
one people, and we should all care
about each other. So this debt relief is
one of the most important actions that
we can take.

We are going to send a message to
Zambia, for example, who is spending
one-third of its government revenue to
servicing the debt. We are going to
send a message to Mozambique, whose
debt service payments in 1997 absorbed
about half of all government revenue.
We are going to send a message to
Nicaragua, where over half of the gov-
ernment’s revenue was allocated to
debt service payments in 1997. We are
going to send a message to all of these
children that we care.

We are going to proudly attack the
fact that almost 200,000 children die an-
nually in Mozambique from prevent-
able illnesses, such as malaria, mea-
sles, and respiratory infection; and
only half of the rural population has
access to safe water. So this is work
that we can be proud of. This is work
that everybody can take part in.

And, again, I thank the gentlewoman
for her leadership, and I am proud to be
a member of the House Committee on
Banking and Financial Services offer-
ing some leadership in this area. And I
look forward to the negotiations and
the passage of the appropriations line
item that will fully fund the bilateral
debt relief and to using our leverage at
IMF and the World Bank to make sure
that we have multilateral debt relief
and we work out all of the questions of
how we are going to reap the benefit of
the gold, through gold sales, in a way
that will satisfy everybody and allay
the fears about what it means to be in-
volved in utilizing this possibility for
helping to pay for this debt relief.

So I really do appreciate the gentle-
woman’s leadership.

Ms. PELOSI. Mr. Speaker, I thank
the gentlewoman from California for
participating in this special order this
evening. But more important, I thank
her for her leadership on this issue and
the voice that she gives to the concerns
that she expressed this evening. They
are concerns that she has used every
forum at her disposal to espouse this
debt relief and poverty alleviation
throughout the world.

I did want to reference the gentle-
woman’s comment about her chairman,
the gentleman from Alabama (Mr.
BACHUS), and his cooperation on this

and also recognize the chairman of the
full committee, the gentleman from
Iowa (Mr. LEACH), who introduced a
bill to provide debt relief to ensure
that funds released go to anti-poverty
programs, including education in the
beneficiary nations.

So while we have been talking about
some level of debt forgiveness all
along, and in June the G–7 agreed to
cancel up to 90 percent of bilateral
debt, President Clinton upped the ante
on the poor-country debt relief the end
of September when he announced in his
speech at the World Bank-IMF annual
meeting that the U.S. would forgive 100
percent of the debts owed to the United
States.

Of course, we have to have an act of
Congress in order to do that. And,
hopefully, this Congress will support
the bipartisan efforts that have pro-
ceeded largely because of the efforts of
the gentlewoman from California.

I wanted to just focus, because the
gentlewoman brought up the excite-
ment and the enthusiasm that the gen-
tlewoman has for Jubilee 2000, and give
a little background on it. We are part
of the USA platform for the Jubilee
2000. But before I go into that, the reli-
gious community, as the gentlewoman
mentioned, is very, very involved in
this. In fact, on the subject of debt for-
giveness, Pope John Paul, when he met
with the President earlier this year,
raised the issue when he met with
President Clinton in St. Louis.

The Christian Science Monitor has
editorialized about this by beginning,
‘‘and forgive us our debts as we forgive
our debtors.’’ And they go on to say
that, ‘‘The rich predominantly chris-
tian industrial nations have had a hard
time putting into practice the latter
part of the Lord’s prayer phrase in re-
gard to the world’s poorest countries.’’
They said that at the end of April.

But since that time, with the action
of the G–7 and the President’s state-
ment the other day, I think we are well
on our way to a recognition that the
only way that we are going to help
these countries reach their fulfillment
for their own people and their coun-
tries and in our own interest is to for-
give the debt.

Jubilee 2000 springs from a biblical
tradition. It calls for a jubilee year,
and now we have one coming up, the
Year 2000. In a jubilee year, slaves were
set free and debts were cancelled. As a
new millennium approaches, we are
faced with a particularly significant
time for such a jubilee. Many impover-
ished countries carry such high levels
of debt that economic development is
stifled and scarce resources are di-
verted from health care, from edu-
cation, and all other socially beneficial
programs to make debt service pay-
ments.

Imagine having to pay interest on
the debt. They are not even paying
down the principal; they are just pay-
ing interest on the debt instead of edu-
cating the children and giving them
health care and, as the gentlewoman
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said, providing some of the infrastruc-
ture necessary to even bring water into
their villages much less their homes.

Much of the debt they carry is the re-
sult of ill-conceived development,
flawed policies that creditors required
of recipient countries in exchange for
assistance, and shortsighted decisions
by their own leaders. Many times these
leaders were from previous regimes. So
we have Democratic reform in some of
these countries, and these new leaders
and these fragile democracies are
weighted down by debts incurred and
funds used up by a previous regime, in
many cases that they have ousted.

b 1730
Much of the borrowing benefited only

the elites in the receiving countries.
Whereas, the burden of paying the debt
is falling upon the most impoverished
members of society. Recognizing that
these debts are unpayable and exact a
great social and environmental toll,
the Jubilee 2000 USA Campaign calls
for a time of jubilee and cancellation of
the debts, and that would be definitive
forgiveness of the crushing inter-
national debt in situations where coun-
tries burdened with high levels of
human needs and environmental dis-
tress are unable to meet the basic
needs of their people; definitive debt
cancellation that benefits ordinary
people and facilitates their participa-
tion in the process of determining the
scope, timing, and conditions of debt
relief, as well as future direction and
priorities for a decent quality of life,
definitive debt cancellation that is not
conditioned on policy reforms perpet-
uate or deepen poverty or environ-
mental degradation and acknowledge
the responsibility of both lenders and
borrowers and action to recover re-
sources that were diverted to corrupt
regimes, institutions and individuals.

And finally, establishment of a trans-
parent and participatory process to de-
velop mechanisms to monitor inter-
national monetary flows and prevent
recurring destructive cycles of indebt-
edness.

So there is a vision about where
these debt forgiveness can take these
countries. There is knowledge about
how we got to where we were and what
we can do to make a difference. There
is a plan of action well planned out.
And there is an excitement about this
that is building consensus in our coun-
try and throughout the world, devel-
oping a grassroots network, conducting
this advocacy campaign. This Jubilee
2000 Campaign is about leadership.

Ms. WATERS. Mr. Speaker, will the
gentlewoman yield?

Ms. PELOSI. I yield to the gentle-
woman from California.

Ms. WATERS. Mr. Speaker, I thought
since my colleague had given the back-
ground and history of Jubilee 2000 that
I would just note some of the partici-
pants in this coalition that we have
around the world on this very impor-
tant issue. So I am going to call off a
few of these names. Maybe I can get
most of them in.

The supporters of the Jubilee 2000 Cam-
paign in support of debt relief include the
following:

The Pope
Africa Faith and Justice Network
Africa Fund
Africa Policy Information Center (APIC)
American Friends Service Committee
Bread for the World
Catholic Relief Services
Center of Concern
Church of the Brethren/Washington Office
Church World Service (CWS)/National Coun-

cil of the Churches of Christ in the USA
Columban Justice & Peace Office
Conference of Major Superiors of Men
Episcopal Church
Episcopal Peace Fellowship
Evangelical Lutheran Church in America
50 Years Is Enough US Network for Global

Economic Justice
Friends of the Earth (FOE)
Leadership Conference of Women Religious
Lutheran World Relief
Maryknoll Office for Global Concerns
Medical Mission Sister’s Alliance for Justice
Mennonite Central Committee (MCC)
Missionary Oblates of Mary Immaculate
Nicaragua-US Friendship Office
OXFAM-America
Preamble Center
Presbyterian Church/USA
Sisters of Notre Dame de Namur
Sojourners
United Church of Christ
United Methodist Church
US Catholic Mission Association
Washington Office on Africa
Witness for Peace
African Methodist Episcopal Church
Church of the Brethren/General Board
Church Women United
Dominican Sister of Hope
Ecumenical Program on Central America &

the Caribbean (EIPCA)
Fellowship of Reconciliation (FOR)
Interreligious Foundation for Community

Organizations, Inc. (IFCO)
Lewis Metropolitan C.M.E. Church
Lutheran World Relief (LWR)
National Summit on Africa
NETWORK B A National Catholic Social

Justice Lobby
Progressive National Baptist Convention
Rainbow-PUSH
RESULTS USA
Sister of Charity of St. Vincent de Paul/New

York
Sisters of St. Joseph of Carondelet/Albany

Province
Sisters of St. Joseph/Brentwood, NY Leader-

ship Team
Sisters of Charity of Leavenworth
Swedenborgian Church/Social Concerns Edu-

cation Committee
Unitarian Universalist Service Committee
United Methodist Church/General Board of

Global Ministries
Washington Office on Africa

Is that not a wonderful coalition of
people both in the United States and
from other parts of the world who have
joined hands in this great Jubilee 2000
celebration by putting substance in a
real way to the word ‘‘celebration in
jubilee’’ in this wonderful push that we
have to relieve the debt of the world?

Ms. PELOSI. Mr. Speaker, that is a
wonderful list.

I was taught by some of those organi-
zations that my colleague has named,
and we all have benefitted from their
grassroots activism on it.

Many of those same organizations
support, for example, microlending,

which benefits alleviation of poverty
among women and lifts up families and
increases literacy rates, etcetera. So
we are talking about new approaches,
and that is what we need as we go into
the new millennium.

My colleague listed those names, and
I just wanted to reference two other
points before we close here. And that
is, I am going to quote my colleague as
she joined the gentleman from Iowa
(Mr. LEACH) and our own ranking mem-
ber the gentleman from New York (Mr.
LAFALCE) who has been a leader on this
issue, too; the gentleman from Ala-
bama (Mr. BACHUS) my colleague ref-
erenced, the chair of the sub-
committee; and the gentlewoman from
California (Ms. WATERS) in introducing
the debt relief for poverty reduction
act:

‘‘Relieving the unsustainable debt
burdens of the world’s poorest coun-
tries is one of the foremost humani-
tarian and moral challenges of our
time. Debt relief can also benefit the
U.S. economy.’’

So, again, it is helping us as we help
others.

I want to also quote, this is a Jubilee
Call for Debt Forgiveness. This pam-
phlet is put out by a statement by the
Administrative Board of the U.S.
Catholic Conference. This is the Catho-
lic Conference of Bishops in the United
States, the voice of the church in the
United States, and it is the Catholic
Campaign on Debt.

In here, among other things, the
bishops say, ‘‘The coming of the great
Jubilee in 2000 offers us a time to make
new beginnings and to right old
wrongs. Pope John Paul, II, has called
repeatedly for forgiving international
debt as a sign of true solidarity. In this
statement, we join our voice to his to
inform the public about the moral ur-
gency of the debt question and to offer
some considerations about responding
to it.’’

So, as I said before, it is the vision,
the knowledge, the plan of action, and
the enthusiasm and excitement that is
being engendered by this.

Again, this is in the context of these
countries taking actions to help them-
selves. We must lend a helping hand.
We cannot ignore the efforts that they
are making, if not for political reasons
or economic reasons that benefit the
United States, but for the children.

Those of us who profess to value our
religion know that the gospel of Mat-
thew is one that we carry heavily on
our shoulders, to feed the hungry and
to minister to the needs of the least of
God’s brethren.

OXFAM is another organization that
is in their pamphlet, Education Now:
Breaking the Cycle of Poverty, talks
about debt and education and it is
much easier to have the education
without the debt.

Ms. WATERS. Mr. Speaker, the gen-
tlewoman mentioned and I failed to
mention but I must underscore her rec-
ognition of the chairman of the full
committee the gentleman from Iowa
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(Mr. LEACH). I do not know if there
could have been anyone else that could
have executed this in the way that he
has done.

As my colleague knows, the gen-
tleman from Iowa (Mr. LEACH) is a
highly respected Member of this House
who has given leadership to that over-
all committee on many very important
issues, none more important than this
one. And it is because of his patience,
it is because of the high esteem in
which he is held in this House that he
was able to work so well with all of
these groups that make up Jubilee 2000.

So I would like to thank my col-
league for the special recognition she
has paid to him and to say on my be-
half that the gentleman from Iowa (Mr.
LEACH) probably will mark this success
that we are going to have as one of the
highlights of his career.

I know that he has done many things
and he has been involved in many com-
plicated pieces of legislation that have
had far-reaching effects. But this mold-
ing and shaping and moving of debt re-
lief for the world and the countries
that need it so desperately will go
down in history as one the most impor-
tant efforts that he has made.

Ms. PELOSI. Mr. Speaker, I join my
colleague in saluting the gentleman
from Iowa (Chairman LEACH). I do not
know where he is on total debt forgive-
ness, but I know that he is a champion
of debt relief. I do not want to speak
for him to associate him here with the
Jubilee 2000. But he certainly has
taken us a long way down the road.

Those of us who are concerned about
this issue, as my colleagues knows, are
very blessed to have him in this posi-
tion that he is in because he under-
stands financial institutions, inter-
national financial institutions, but he
is also an expert on foreign policy and
what is in the national interest of our
country. So his two main committee
assignments converge on this issue and
his understanding of that will serve the
poor people of the world well.

And the ranking member on the com-
mittee the gentleman from New York
(Mr. LAFALCE) has a very clear under-
standing of the foreign policy implica-
tions. He understands the financial in-
stitutions. But he also understands the
domestic situation in the United
States. That is why I was so pleased
that he joined the gentleman from
Iowa (Chairman LEACH) and others of
us to meet with representatives of the
IMF, the World Bank, the Inter-Amer-
ican Development Bank, the Treasury
Department to impress upon them how
important the alleviation of poverty is
to Congress in a bipartisan fashion.

I was very pleased with the com-
ments that the gentleman from New
York (Mr. LAFALCE) made that day,
which the gentleman from Alabama
(Mr. BACHUS) the ranking member
made that day and the gentleman from
Iowa (Chairman LEACH) to the rep-
resentatives of the banks so that they
knew that this thrust that we had
about alleviating poverty and pro-

viding for the humanitarian needs
should be the thrust of the actions of
the international financial institutions
in addition to the debt forgiveness.

This effort is bipartisan. It is bi-
cameral. We have champions in the
Senate, as well. And it now has the
added benefit of the President of the
United States weighing in very heavily
on this issue, again speaking to the
international financial institutions
last week when they were in Wash-
ington.

It is also an international effort. It is
ecumenical. All of the religions are
joining in and working together. I can-
not think of another issue that had
such consensus across the board among
so many divergent groups.

So where there is a will there is,
hopefully, a way for us to do this; and
in doing so, we will make a very seri-
ous difference.

Let us hear it. Bravo for Jubilee 2000
to use this landmark, this milestone,
this date of the year 2000 for us to say,
okay, we have talked about it a long
time. We have nipped at the edges
about it for a number of years. Now let
us just put it behind us so that we and
these countries can go into the next
year, the next century, the next mil-
lennium with a chance of doing the
right thing by the people and espe-
cially the children.

Ms. WATERS. Mr. Speaker, the gen-
tleman from Massachusetts (Mr.
FRANK) who really has been working on
this for a long time, he preceded me
and once was the chair of the sub-
committee and he has been working
very closely with the gentleman from
New York (Mr. LAFALCE) working at
some very important details of shaping
and forming the final legislation in
this effort. So I want to say bravo to
them.

Once again, let me just conclude my
remarks by saying bravo to my col-
league for all the time and effort that
she has spent even until tonight stay-
ing late to take this issue up. And, of
course, she certainly did not have to
add one more hour to her schedule.

Ms. PELOSI. Mr. Speaker, I thank
the gentlewoman for that. I am glad
that she mentioned the gentleman
from Massachusetts (Mr. FRANK) be-
cause he is a champion on this.

There are many champions on the
House on both sides of the aisle on this
issue, and we are going to have to have
another special order so that they can
speak to the issue and, if not, that we
can speak to their efforts. We are
grateful to all of them for what they
have done.

I thank the gentlewoman for joining
me here this evening.

Mr. Speaker, in the spirit of ecu-
menism, of bipartisanship, and in help-
ing the poor people of the world, as we
help ourselves, I yield back the balance
of my time.

b 1745

AMERICA’S DIGITAL FUTURE
The SPEAKER pro tempore (Mr.

SIMPSON). Under a previous order of the
House, the gentleman from Louisiana
(Mr. TAUZIN) is recognized for 5 min-
utes.

Mr. TAUZIN. Mr. Speaker, I do not
often do special orders, but something
recently occurred that has caused me
to come to the floor of the House today
and to announce a very special project
that will occur on Monday in Baton
Rouge, Louisiana, at Louisiana State
University.

And many of the Members of the
House have recently seen copies of this
map published in the local newspaper,
The Hill, and the local newspaper, the
Congress Daily and others in this area,
and it is a map that indicates the U.S.
Internet POPs, the points of presence
of broadband hubs in America.

What is interesting about the map is
that an awful lot of our country does
not have the presence of an Internet, a
broadband high-speed hub, located on
their map. The map becomes more in-
teresting when it is compared to a re-
port that was recently published on the
new economy index, an attempt by the
Democratic Leadership Council to
identify the States of our country
where the high technology or digital
economy has really arrived and is
achieving great results for its citizens
and the places around our country
where the high technology economy,
the digital economy, the Internet econ-
omy, however you want to call it, has
yet to arrive and may be very slow in
arriving.

The State new economy index ranked
the States of America in terms of the
high-technology connects, the
connectivity of our people, of homes, of
businesses, to the Internet and the
presence of broadband capable struc-
tures that are going to allow those
States and those economies to do well
in the new millennium.

In that list of States are listed, of
course, the real winners, the States
where the high technology economy
has really arrived and where high tech-
nology hook-ups, the connections to
the Internet, the capacity of the sys-
tems are really very present. The top
two States are Massachusetts and Cali-
fornia. The lower States, the lower 25
States include Georgia, Hawaii, Kan-
sas, Maine, Rhode Island, North Caro-
lina, Tennessee, Wisconsin, Ohio,
Michigan, Missouri, Nebraska, Indiana,
South Carolina, Kentucky, Oklahoma,
Wyoming, Iowa, South Dakota, Ala-
bama, North Dakota, Montana, my
own State of Louisiana, West Virginia,
Arkansas and Mississippi. We are
ranked 47th in Louisiana in high-tech-
nology connects.

Now why did I find that so alarming,
and why this event in Baton Rouge
next Monday?

I found it so alarming because, as
chairman of the Subcommittee on
Telecommunications, Trade, and Con-
sumer Protection of the Committee on
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Commerce, I have seen the high-tech-
nology economy at work in other parts
of the country and around the world. I
have seen how connecting to the Inter-
net makes a difference in the education
of children. I have seen how connecting
to the Internet makes a business pros-
per or fail. I have seen the promise of
the broadband technologies, in effect
high-speed Internet connects, to an
economy are going to make the dif-
ference between whether some econo-
mies succeed or fail.

And I have lived in the State of Lou-
isiana that I love dearly and yet I
know suffers from a high illiteracy rate
and a need for children to be uplifted,
an economy that desperately needs a
connect to this high-technology econ-
omy; and yet I see these numbers that
say we are 47th, and I see so many
other States lingering near the bottom
of this list.

And so on next Monday we have con-
vened what might be the last big high-
technology summit conference of this
millennium where on October 11 in
Baton Rouge we are going to feature
such speakers as:

Bill Kennard, the Chairman of the
Federal Communications Commission,

Robert Pitofsky, the chairman of the
Federal Trade Commission,

Barry Diller, the chairman and CEO
of USA Networks,

Charlie Ergen, chairman of Echostar
Satellite Communications,

Bob Coonrod, chairman of the Cor-
poration for Public Broadcasting,

Greg Maffei, the Senior Vice Presi-
dent of Microsoft,

Afshin Mohebbi, the President and
CEO of Quest Communications,

Mike McCurry, former White House
spokesman, now a cochairman with our
own Susan Molinari of the broadband
Coalition, an organization formed to
try to make sure every part of Amer-
ica, not just the few States that have
high-technology connects, but every
part of America is brought together;
that we do not have a digital divide in
the new economy of the future; along
with folks like Hal Krisbergh, chair-
man and CEO of Worldgate Commu-
nications, a company that is manufac-
turing equipment that can put every
child in this country on the Internet on
television without the necessity of a
computer for about $5 a month rental,
technologies that mean the difference
between children being left behind, and
businesses being left behind and econo-
mies being left behind or being a part
of the new fast economy that is being
described as the new economy of the
new millennium.

This summit conference will be avail-
able to all of America on the Internet,
and I want to tell you how you can log
in, how you can tune in. If you are in-
terested in knowing how critical it is
for your homes and your businesses to
be connected to the Internet and to be,
more importantly, connected to the
high-speed Internet of the future, the
broadband services that are going to
combine all the new economies on the

Internet with the high-speed visual and
audio and data services that are going
to be available on those services. If you
are interested, you can tune in. It will
be broadcast live on the Internet all
day long next Monday, and you can
find it at www.mobiletel.com.

That site is connected to other ISPs
or Internet service providers.

You can tune in, you can get a sense
of how your State can do what Lou-
isiana, I hope, will do, and that is start
a major effort to connect every family,
every business to this new economy
and to the high speed Internet. Join us
at www.mobiletel.com on Monday all
day at LSU and learn what the future
looks like for your State.

f

LEAVE OF ABSENCE

By unanimous consent, leave of ab-
sence was granted to:

Ms. KAPTUR (at the request of Mr.
GEPHARDT) for today on account of per-
sonal business.

Ms. GRANGER (at the request of Mr.
ARMEY) for today after 3:30 p.m. on ac-
count of personal reasons.

f

SPECIAL ORDERS GRANTED

By unanimous consent, permission to
address the House, following the legis-
lative program and any special orders
heretofore entered, was granted to:

(The following Members (at the re-
quest of Mr. TOWNS) to revise and ex-
tend their remarks and include extra-
neous material:

Mr. HILL of Indiana, for 5 minutes,
today.

Ms. CARSON, for 5 minutes, today.
Mr. BROWN of Ohio, for 5 minutes,

today.
Mr. TOWNS, for 5 minutes, today.
Ms. WATERS, for 5 minutes, today.
(The following Members (at the re-

quest of Mr. RAMSTAD) to revise and ex-
tend their remarks and include extra-
neous material:)

Mr. RAMSTAD, for 5 minutes, today.
Mr. TAUZIN, for 5 minutes, today.
Mr. NETHERCUTT, for 5 minutes,

today.

f

ADJOURNMENT

Mr. TAUZIN. Mr. Speaker, I move
that the House do now adjourn.

The motion was agreed to; accord-
ingly (at 5 o’clock and 52 minutes
p.m.), under its previous order, the
House adjourned until tomorrow, Fri-
day, October 8, 1999, at 10 a.m.

f

EXECUTIVE COMMUNICATIONS,
ETC.

Under clause 8 of rule XII, executive
communications were taken from the
Speaker’s table and referred as follows:

4710. A letter from the Chief, Office of Reg-
ulations and Administrative Law, USCG, De-
partment of Transportation, transmitting
the Department’s final rule—Special Local
Regulations: Winston Offshore Cup, San

Juan, Puerto Rico [CGD07 99–056] (RIN: 2115–
AE46) received October 4, 1999, pursuant to 5
U.S.C. 801(a)(1)(A); to the Committee on
Transportation and Infrastructure.

f

REPORTS OF COMMITTEES ON
PUBLIC BILLS AND RESOLUTIONS

Under clause 2 of rule XIII, reports of
committees were delivered to the Clerk
for printing and reference to the proper
calendar, as follows:

Mr. YOUNG of Alaska: Committee on Re-
sources. H.R. 748. A bill to amend the Act
that established the Keweenaw National His-
torical Park to require the Secretary of the
Interior to consider nominees of various
local interests in appointing members of the
Keweenaw National Historical Parks Advi-
sory Commission; with amendments (Rept.
106–367). Referred to the Committee of the
Whole House on the State of the Union.

Mr. YOUNG of Alaska: Committee on Re-
sources. H.R. 1615. A bill to amend the Wild
and Scenic Rivers Act to extend the designa-
tion of a portion of the Lamprey River in
New Hampshire as a recreational river to in-
clude an additional river segment (Rept. 106–
368). Referred to the Committee of the Whole
House on the State of the Union.

Mr. YOUNG of Alaska: Committee on Re-
sources. H.R. 2140. A bill to improve protec-
tion and management of the Chattahooche
River National Recreation Area in the State
of Georgia; with an amendment (Rept. 106–
369). Referred to the Committee of the Whole
House on the State of the Union.

Mr. PORTER: Committee on Appropria-
tions. H.R. 3037. A bill making appropria-
tions for the Departments of Labor, Health
and Human Services, and Education, and re-
lated agencies for the fiscal year ending Sep-
tember 30, 2000, and for other purposes (Rept.
106–370). Referred to the Committee of the
Whole House on the State of the Union.

f

PUBLIC BILLS AND RESOLUTIONS

Under clause 2 of rule XII, public
bills and resolutions were introduced
and severally referred, as follows:

By Mr. HANSEN:
H.R. 3035. A bill to designate certain lands

in the State of Utah as wilderness, and for
other purposes; to the Committee on Re-
sources.

By Mr. SHUSTER (for himself, Mr.
OBERSTAR, Mr. PETRI, and Mr.
RAHALL):

H.R. 3036. A bill to provide for interim con-
tinuation of administration of motor carrier
functions by the Federal Highway Adminis-
tration; to the Committee on Transportation
and Infrastructure.

By Mr. ANDREWS (for himself, Mr.
GRAHAM, and Mr. OWENS):

H.R. 3038. A bill to amend the Fair Labor
Standards Act of 1938 to clarify the exemp-
tion from the minimum wage and overtime
compensation requirements of that Act for
certain computer professionals; to the Com-
mittee on Education and the Workforce.

By Mr. BATEMAN:
H.R. 3039. A bill to amend the Federal

Water Pollution Control Act to assist in the
restoration of the Chesapeake Bay, and for
other purposes; to the Committee on Trans-
portation and Infrastructure.

By Mrs. CHENOWETH-HAGE (for her-
self, Mr. YOUNG of Alaska, Mr. DUN-
CAN, Mr. DOOLITTLE, Mr. PETERSON of
Pennsylvania, Mr. HILL of Montana,
Mr. SCHAFFER, Mr. SHERWOOD, and
Mr. HAYES):

H.R. 3040. A bill to require the appoint-
ment of the Chief of the Forest Service by



CONGRESSIONAL RECORD — HOUSE H9645October 7, 1999
the President, by and with the advice and
consent of the Senate; to the Committee on
Agriculture.

By Mr. DEUTSCH:
H.R. 3041. A bill to provide for a dem-

onstration project to allow certain organiza-
tions that provide care under Medicare to
purchase home-care services from self-em-
ployed caregivers through home-care referral
agencies; to the Committee on Commerce,
and in addition to the Committee on Ways
and Means, for a period to be subsequently
determined by the Speaker, in each case for
consideration of such provisions as fall with-
in the jurisdiction of the committee
concerned.

By Mr. GOODE:
H.R. 3042. A bill to designate the facility of

the United States Postal Service located at
1031 Volens Road in Nathalie, Virginia, as
the ‘‘Susie A. Davis Post Office’’; to the
Committee on Government Reform.

By Mr. GREEN of Wisconsin:
H.R. 3043. A bill to amend title 10, United

States Code, to direct the Secretary of the
Army to establish a combat artillery medal;
to the Committee on Armed Services.

By Mr. HILL of Indiana (for himself,
Mr. DINGELL, Mr. FROST, Mr. DUNCAN,
Mr. CRAMER, Mr. PASTOR, Mr. ROE-
MER, Mr. SCOTT, Mr. STUPAK, Mr.
ETHERIDGE, Mr. BARRETT of Wis-
consin, Mr. SANDLIN, Ms. HOOLEY of
Oregon, Ms. CARSON, Mrs. TAUSCHER,
Mr. LARSON, Mrs. JONES of Ohio, Mr.
BAIRD, Mr. HOEFFEL, Mr. PHELPS, Mr.
GONZALEZ, Mr. LUCAS of Kentucky,
Mr. WU, and Mr. MOORE):

H.R. 3044. A bill to provide grants to local
educational agencies to develop smaller
schools; to the Committee on Education and
the Workforce.

By Mr. LAZIO (for himself, Mr. BAR-
RETT of Wisconsin, Mrs. KELLY, Mr.
EHLERS, and Mr. MCHUGH):

H.R. 3045. A bill to amend title XIX of the
Social Security Act to extend the authority
of State Medicaid fraud control units to in-
vestigate and prosecute fraud in connection
with Federal health care programs and abuse
of residents of board and care facilities; to
the Committee on Commerce.

By Mr. LEACH (for himself, Mr. LA-
FALCE, Mrs. ROUKEMA, and Mr.
VENTO):

H.R. 3046. A bill to preserve limited Fed-
eral agency reporting requirements on bank-
ing and housing matters to facilitate con-
gressional oversight and public account-
ability, and for other purposes; to the Com-
mittee on Banking and Financial Services.

By Mr. MATSUI (for himself, Mr.
WELLER, Mr. ANDREWS, Mr. BENTSEN,
Mr. GEJDENSON, Mrs. KELLY, and Mr.
POMEROY):

H.R. 3047. A bill to amend the Employee
Retirement Income Security Act of 1974 and
the Internal Revenue Code of 1986 to require
plans which adopt amendments that signifi-
cantly reduce future benefit accruals to pro-
vide participants with adequate notice of the
changes made by such amendments; to the
Committee on Education and the Workforce,
and in addition to the Committee on Ways
and Means, for a period to be subsequently
determined by the Speaker, in each case for
consideration of such provisions as fall with-
in the jurisdiction of the committee
concerned.

By Mr. MCCOLLUM:
H.R. 3048. A bill to amend section 879 of

title 18, United States Code, to provide clear-
er coverage over threats against former
Presidents and members of their families,
and for other purposes; to the Committee on
the Judiciary.

By Ms. MCKINNEY (for herself and Mr.
ROHRABACHER):

H.R. 3049. A bill to cancel the bilateral
debt owed to the United States by the heav-
ily indebted poor countries, to prohibit
United States funding of the International
Monetary Fund until debt owed to the Inter-
national Monetary Fund by the heavily in-
debted poor countries has been canceled, and
for other purposes; to the Committee on
Banking and Financial Services, and in addi-
tion to the Committee on International Re-
lations, for a period to be subsequently de-
termined by the Speaker, in each case for
consideration of such provisions as fall with-
in the jurisdiction of the committee
concerned.

By Mr. SPRATT (for himself, Mr.
SPENCE, and Mr. SKELTON):

H.R. 3050. A bill to provide for the post-
humous advancement of Rear Admiral (re-
tired) Husband E. Kimmel and Major General
(retired) Walter C. Short on the retired lists
of their respective services; to the Com-
mittee on Armed Services.

By Mr. UDALL of New Mexico (for
himself, Mr. SKEEN, Mrs. WILSON, Mr.
KILDEE, Mr. HAYWORTH, Mr. KENNEDY
of Rhode Island, Mr. YOUNG of Alas-
ka, Mr. GEORGE MILLER of California,
and Mr. BECERRA):

H.R. 3051. A bill to direct the Secretary of
the Interior, the Bureau of Reclamation, to
conduct a feasibility study on the Jicarilla
Apache Reservation in the State of New
Mexico, and for other purposes; to the Com-
mittee on Resources.

By Mr. VITTER:
H.R. 3052. A bill to amend the Internal Rev-

enue Code of 1986 to allow certain coins to be
acquired by individual retirement accounts
and other individually directed pension plan
accounts; to the Committee on Ways and
Means.

By Mr. WELDON of Pennsylvania (for
himself and Mr. ANDREWS):

H.R. 3053. A bill to provide for assessments
and contingency planning relating to emerg-
ing missile threats to the United States; to
the Committee on Armed Services, and in
addition to the Committee on International
Relations, for a period to be subsequently de-
termined by the Speaker, in each case for
consideration of such provisions as fall with-
in the jurisdiction of the committee
concerned.

By Mr. WEYGAND:
H.R. 3054. A bill to support the fiscal year

2000 proposed budget; to the Committee on
Banking and Financial Services.

H.R. 3055. A bill to support the fiscal year
2000 proposed budget; to the Committee on
Banking and Financial Services.

By Mr. DEAL of Georgia:
H. Con. Res. 194. Concurrent resolution rec-

ognizing the contributions of 4–H Clubs and
their members to voluntary community
service; to the Committee on Education and
the Workforce.

By Mr. LANTOS (for himself, Mr. SAW-
YER, Mr. LAHOOD, Mr. BURTON of In-
diana, Mr. WAXMAN, Mr. CONDIT, Ms.
DEGETTE, Mr. HOUGHTON, Mr. INSLEE,
Mr. JACKSON of Illinois, Mr. LIPINSKI,
Mrs. MYRICK, Mr. OXLEY, Mr. PACK-
ARD, Mr. SCHAFFER, Mr. UDALL of
Colorado, Mrs. MCCARTHY of New
York, and Mr. SCARBOROUGH):

H. Res. 324. A resolution supporting Na-
tional Civility Week, Inc. in its efforts to re-
store civility, honesty, integrity, and re-
spectful consideration in the United States;
to the Committee on Government Reform.

By Mr. LAFALCE (for himself, Mr.
NETHERCUTT, Ms. DEGETTE, and Mr.
WELDON of Pennsylvania):

H. Res. 325. A resolution expressing the
sense of the House of Representatives regard-
ing the importance of increased support and
funding to combat diabetes; to the Com-
mittee on Commerce.

MEMORIALS

Under clause 3 of rule XII, memorials
were presented and referred as follows:

261. The SPEAKER presented a memorial
of the Legislature of the State of Louisiana,
relative to House Concurrent Resolution No.
222 memorializing the United States Con-
gress to continue to support and fund the
United States-Asia Environmental Partner-
ship, the Environmental Partnership, the
Environmental Technology Network for
Asia, and the Council of State Governments’
State Environmental Initiative; to the Com-
mittee on International Relations.

262. Also, a memorial of the Legislature of
the State of Louisiana, relative to House
Concurrent Resolution No. 257 memorializing
the Congress of the U.S. to limit the appel-
late jurisdiction of the federal courts regard-
ing the specific medical partice of partial-
birth abortions; to the Committee on the Ju-
diciary.

263. Also, a memorial of the Legislature of
the State of Louisiana, relative to House
Concurrent Resolution No. 56 memorializing
the United States Congress to appropriate
sufficient funds to install lighting on Inter-
state Highway 10 and Interstate Highway 310
in the vacinity of the intersection of Jeffer-
son Parish, and St. Charles Parish, Lou-
isiana; to the Committee on Transportation
and Infrastructure.

264. Also, a memorial of the Legislature of
the State of Louisiana, relative to House
Concurrent Resolution No. 266 memorializing
the U.S. Congress to appoint a task force to
close the Mississippi River Gulf Outlet; to
the Committee on Transportation and Infra-
structure.

265. Also, a memorial of the Legislature of
the State of Louisiana, relative to House
Concurrent Resolution No. 342 memorializing
Congress to take measures which would
allow receipients of Social Security benefits
and other government benefits to marry or
remarry without fear of losing or experi-
encing a reduction in such benefits or other
adverse financial consequences; to the Com-
mittee on Ways and Means.

266. Also, a memorial of the Legislature of
the State of Louisiana, relative to House
Concurrent Resolution No. 284 memorializing
the United States Congress to take such ac-
tions as are necessary to allow social secu-
rity recipients born between 1917 and 1921 to
receive an equal amount of social security
benefits as those recipients born between
1910 and 1916; to the Committee on Ways and
Means.

f

PRIVATE BILLS AND
RESOLUTIONS

Under clause 3 of rule XII:
Mr. FLETCHER introduced A bill

(H.R. 3056) for the relief of Margaret M.
LeBus; which was referred to the Committee
on the Judiciary.

f

ADDITIONAL SPONSORS

Under clause 7 of rule XII, sponsors
were added to public bills and resolu-
tions as follows:

H.R. 72: Mr. TOWNS.
H.R. 123: Mr. SHAYS and Mr. BATEMAN.
H.R. 218: Mr. REYES.
H.R. 303: Mr. FLETCHER, Ms. PELOSI, and

Mr. GOODLATTE.
H.R. 354: Mr. BASS, Mr. GALLEGLY, Mr. SES-

SIONS, Mr. DOOLITTLE, Mr. MALONEY of Con-
necticut, Mr. TANCREDO, Mrs. BIGGERT, and
Mr. BARR of Georgia.

H.R. 460: Mr. POMBO and Mr. BARCIA.
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H.R. 688: Mr. KING.
H.R. 699: Mr. WEXLER.
H.R. 718: Mr. BALLENGER.
H.R. 721: Mr. BRADY of Texas.
H.R. 761: Mr. WEINER.
H.R. 864: Mr. STRICKLAND.
H.R. 1071: Mr. UNDERWOOD and Mr.

COSTELLO.
H.R. 1103: Mr. FILNER.
H.R. 1180: Mr. HALL of Ohio, Mr. LATHAM,

and Mr. BURTON of Indiana.
H.R. 1248: Mr. RAHALL and Mr. SANDLIN.
H.R. 1274: Mr. MCGOVERN and Ms. JACKSON-

LEE of Texas.
H.R. 1285: Mr. LOBIONDO.
H.R. 1304: Mr. MORAN of Kansas and Mrs.

EMERSON.
H.R. 1325: Mr. RAMSTAD.
H.R. 1329: Mr. SHERWOOD.
H.R. 1362: Ms. LEE.
H.R. 1389: Mr. DIAZ-BALART.
H.R. 1482: Mr. EVANS.
H.R. 1590: Mr. QUINN.
H.R. 1592: Ms. DUNN.
H.R. 1606: Mr. SHAYS.
H.R. 1640: Mr. BRADY of Texas, Ms.

STABENOW, Mr. ABERCROMBIE, Mr. GONZALEZ,
Mr. MENENDEZ, Mr. MEEKS of New York, Mr.
LAMPSON, Mr. DOYLE, and Mr. LAFALCE.

H.R. 1644: Mr. EDWARDS.
H.R. 1708: Mr. BOYD, Mr. BARTLETT of

Maryland, and Ms. STABENOW.
H.R. 1732: Mr. KIND and Mr. WATT of North

Carolina.
H.R. 1754: Mr. HALL of Texas.
H.R. 1777: Mr. REYES.
H.R. 1785: Mr. FILNER, Mr. MCDERMOTT, and

Mr. FRANK of Massachusetts.
H.R. 1870: Mr. DUNCAN, Mr. SCHAFFER, and

Mr. MCHUGH.
H.R. 1987: Mr. ISAKSON, Mrs. NORTHUP, Mr.

HERGER, Mr. HEFLEY, Mr. ROGAN, Mr. BUR-
TON of Indiana, Mr. PICKERING, Mr. KNOLLEN-
BERG, and Mr. PETERSON of Pennsylvania.

H.R. 1990: Mr. DOYLE and Mr. BACHUS.
H.R. 1998: Mr. WATKINS and Mr. MCINNIS.
H.R. 2059: Mr. FORBES.
H.R. 2068: Mr. VITTER.
H.R. 2100: Mr. TOOMEY.
H.R. 2106: Mrs. CAPPS.
H.R. 2121: Ms. WATERS, Mr. UDALL of Colo-

rado, and Mr. LUTHER.
H.R. 2162: Mr. ROYCE.
H.R. 2221: Mr. DELAY.

H.R. 2247: Mr. STUMP.
H.R. 2282: Mr. ARMEY.
H.R. 2294: Mrs. LOWEY.
H.R. 2300: Mr. CHABOT and Mr. SHADEGG.
H.R. 2370: Mrs. LOWEY.
H.R. 2387: Mr. ETHERIDGE and Ms. LOFGREN.
H.R. 2418: Mr. SANFORD, Mrs. MINK of Ha-

waii, and Mr. LOBIONDO.
H.R. 2451: Mr. CALVERT.
H.R. 2463: Mr. THOMPSON of Mississippi and

Mr. RANGEL.
H.R. 2500: Ms. PELOSI and Ms. MCKINNEY.
H.R. 2505: Mrs. TAUSCHER and Mrs. JONES of

Ohio.
H.R. 2534: Mr. CALVERT.
H.R. 2539: Mr. ROHRABACHER and Mr. PACK-

ARD.
H.R. 2541: Mr. WICKER, Mr. SHOWS, Mr.

PICKERING, and Mr. THOMPSON of Mississippi.
H.R. 2573: Mr. WEINER and Mr. UNDERWOOD.
H.R. 2640: Mr. BARCIA.
H.R. 2655: Mr. YOUNG of Alaska and Mr.

MICA.
H.R. 2660: Mr. PETERSON of Minnesota.
H.R. 2662: Mrs. MALONEY of New York, Ms.

EDDIE BERNICE JOHNSON of Texas, Mr. SHAYS,
Mr. RANGEL, Mr. THOMPSON of Mississippi,
and Mr. LEWIS of Georgia.

H.R. 2687: Mr. SHAYS.
H.R. 2711: Mr. RANGEL.
H.R. 2733: Ms. EDDIE BERNICE JOHNSON of

Texas and Mr. LIPINSKI.
H.R. 2735: Mr. MCCRERY.
H.R. 2749: Mr. DOOLITTLE.
H.R. 2759: Mr. DOYLE.
H.R. 2783: Mr. FOSSELLA and Mr. OXLEY.
H.R. 2785: Mr. BLAGOJEVICH.
H.R. 2798: Mr. GALLEGLY, Mr. GREENWOOD,

Mr. DIXON, Mrs. CAPPS, and Mr. KUYKENDALL.
H.R. 2801: Mr. WU, Mr. SCOTT, and Ms.

SANCHEZ.
H.R. 2807: Mr. OWENS.
H.R. 2814: Mr. MATSUI.
H.R. 2383: Mr. HINCHEY.
H.R. 2870: Mrs. LOWEY.
H.R. 2899: Mr. HINOJOSA and Mr. BERMAN.
H.R. 2907: Mr. DEAL of Georgia, Ms. MCKIN-

NEY, and Mr. GEORGE MILLER of California.
H.R. 2925: Mr. WALSH, Mr. GILMAN, Mr.

PICKERING, Mr. THOMPSON of Mississippi, Mr.
KING Mr. ENGLISH, and Mr. CANADY of Flor-
ida.

H.R. 2934: Mr. KENNEDY of Rhode Island.
H.R. 2939: Mr. ENGLISH, Mr. CAMPBELL, Mr.

HINCHEY, and Mr. JACKSON of Illinois.

H.R. 2960: Mr. TANCREDO.
H.R. 2962: Mrs. TAUSCHER, Mr. GEORGE MIL-

LER of California, and Mr. MARTINEZ.
H.R. 2966: Mr. BARCIA, Mr. BILBRAY, Mr.

BONIOR, Mr. CUNNINGHAM, Ms. DANNER, Mr.
EHRLICH, Mrs. EMERSON, Mr. FILNER, Mr. PE-
TERSON of Minnesota, Mr. PICKERING, Mr. RA-
HALL, Mr. ROGAN, and Mr. THOMPSON of Mis-
sissippi.

H.R. 2991: Mr. POMEROY, Mr. ENGLISH, Mr.
OSE, Mr. HAYES, Mr. FOLEY, Mr. MORAN of
Kansas, and Mrs. EMERSON.

H.R. 2999: Mr. FROST.
H.J. Res. 48: Mr. MINGE and Mr. LARSON.
H.J. Res. 56: Mr. FOSSELLA.
H.J. Res. 70: Mr. BROWN of Ohio.
H. Con. Res. 51: Mr. MCGOVERN and Mr.

WOLF.
H. Con. Res. 89: Mr. HALL of Texas and Mr.

HORN.
H. Con. Res. 141: Mr. FARR of California,

Mrs. KELLY, Ms. NORTON, Ms. BALDWIN, Mr.
KING and Ms. MILLENDER-MCDONALD.

H. Con. Res. 166: Mr. SESSIONS.
H. Con. Res. 186: Mr. CALVERT, Mr. COL-

LINS, Mr. MICA, Mr. POMBO and Mr. RADANO-
VICH.

H. Con. Res. 189: Mr. KUYKENDALL.
H. Con. Res. 190: Mr. PACKARD.
H. Res. 82: Mr. THOMPSON of California.
H. Res. 213: Mr. KLECZKA.
H. Res. 298: Mr. HOYER, Ms. ROYBAL-AL-

LARD, Mr. CONDIT, Mr. ENGEL, Mr. HALL of
Ohio, Mr. MOAKLEY, Mr. POMEROY and Mr.
SKELTON.

H. Res. 303: Mr. CALVERT, Mr. LARGENT and
Mr. GILLMOR.

H. Res. 315: Mr. FARR of California, Mr.
WAXMAN, Mr. DIXON, Ms. PELOSI, Mr. GEORGE
MILLER of California, Mr. CLAY, Mr. FROST,
Mr. PORTMAN and Ms. ROYBAL-ALLARD.

f

DELETIONS OF SPONSORS FROM
PUBLIC BILLS AND RESOLUTIONS

Under clause 7 of rule XII, sponsors
were deleted from public bills and reso-
lutions as follows:

H. Con. Res. 189: Mr. UNDERWOOD.
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Senate
The Senate met at 9:30 a.m. and was

called to order by the President pro
tempore [Mr. THURMOND].

The PRESIDENT pro tempore. To-
day’s prayer will be offered by our
guest Chaplain, Dr. John C. Compton,
First Baptist Church of Alexandria,
VA. He is the guest of Senator HELMS.

We are delighted to have you with us.

PRAYER

The guest Chaplain, Dr. John C.
Compton, offered the following prayer:

Let us pray.
Heavenly Father, we thank You for

the privilege of bowing our heads today
and acknowledging You as our Creator
Lord. We confess that we are dependent
upon You completely for everything.
Father, we ask for Your leadership on
this day. We pray for each man and
woman in the Senate, Father, that You
would give them wisdom and courage
and insight as they are about to delib-
erate on national and international af-
fairs. Heavenly Father, we thank You
for the wisdom of Your word that
teaches us that the supreme principle
of life is to love the Lord our God with
all our heart, mind, and soul and to
love our neighbors as ourselves. Fa-
ther, may this principle of love guide
everything the Senate does today. And,
Dear Lord, we ask that You bless each
Senator with a measure of health and
fulfillment as they serve You, for we
pray in Jesus’ name. Amen.
f

PLEDGE OF ALLEGIANCE
The Honorable JOHN ASHCROFT, a

Senator from the State of Missouri, led
the Pledge of Allegiance, as follows:

I pledge allegiance to the Flag of the
United States of America, and to the Repub-
lic for which it stands, one nation under God,
indivisible, with liberty and justice for all.

f

RECOGNITION OF THE ACTING
MAJORITY LEADER

The PRESIDENT pro tempore. The
Senator from Pennsylvania is recog-
nized.

Mr. SPECTER. Mr. President, I
thank the Chair. I compliment the dis-
tinguished leader of the prayer, and I
compliment the President pro tempore.

I will be glad to yield to my distin-
guished colleague from North Carolina.

The PRESIDING OFFICER (Mr.
CRAPO). The Senator from North Caro-
lina is recognized.
f

GUEST CHAPLAIN JOHN C.
COMPTON

Mr. HELMS. Mr. President, the in-
spiring prayer which Senators just
heard was delivered by the remarkable
Dr. John C. Compton, whose church is
the home church for Dot Helms and me
when the Senate is in session.

The congregation at First Baptist Al-
exandria includes many good folks
from North Carolina, with relatives in
our State. Dr. Compton has been senior
pastor at First Baptist Alexandria
since June 1997, and what an enormous
impact he has had. His powerful ser-
mons are always meaningful and help-
ful. Young adults are flocking to the
various services and other events at his
church. Dr. Compton’s messages to all
who hear him are straight from the
Bible. He dares to address with candor
the moral and spiritual breakdown so
evident in America today. That is be-
cause his message, without exception,
emphasizes the hope available to all
who will follow and embrace the pre-
cepts and faith of our Founding Fa-
thers.

John and Teresa Compton have two
daughters, Sarah and Rachel. Dr.
Compton’s father, deceased, and his
mother served as missionaries in Brazil
for a quarter of a century beginning in
1950.

Numerous staff members from Cap-
itol Hill attend First Baptist Alexan-
dria, including several from my own of-
fice. A warm welcome is extended to
the Senate’s guest Chaplain for today,
Dr. John C. Compton. And for my part,
Mr. President, I am genuinely grateful

for what this remarkable minister has
meant to Dot Helms and me and count-
less others.

I thank the Chair and I yield the
floor.

f

RESERVATION OF LEADER TIME

The PRESIDING OFFICER. Under
the previous order, the leadership time
is reserved.

f

DEPARTMENTS OF LABOR,
HEALTH AND HUMAN SERVICES,
AND EDUCATION, AND RELATED
AGENCIES APPROPRIATIONS
ACT, 2000

The PRESIDING OFFICER. The Sen-
ate will now resume consideration of S.
1650, which the clerk will report.

The legislative assistant read as fol-
lows:

A bill (S. 1650) making appropriations for
the Departments of Labor, Health and
Human Services, and Education, and Related
Agencies for the fiscal year ending Sep-
tember 30, 2000, and for other purposes.

Pending:

Abraham (for Coverdell) amendment No.
1828, to prohibit the use of funds for any pro-
gram for the distribution of sterile needles
or syringes for the hypodermic injection of
any illegal drug.

The PRESIDING OFFICER. The Sen-
ator from Pennsylvania.

Mr. SPECTER. Mr. President, on be-
half of the leader, I have been asked to
announce that we will proceed now to
the consideration of the bill on Labor,
Health and Human Services, and Edu-
cation. The pending amendment is one
offered by the distinguished Senator
from Michigan, Mr. ABRAHAM.

We are culling the list, and we have
it now in reasonable shape so that I do
believe that if we are able to have a
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couple of very contentious amend-
ments not acted upon and proceed
promptly, we can complete action on
this bill today.

The leader has asked me to announce
that following completion of the
Labor-HHS appropriations bill, it is the
intention of the leader to consider the
Agriculture appropriations conference
report, and the Senate may also con-
sider any other conference reports
available for action.

When we move beyond Senator ABRA-
HAM’s amendment, the next amend-
ment to be offered is by Senator BINGA-
MAN. It is hoped that we could get rea-
sonably short time agreements.

I would ask if we may proceed now,
as we had on so many matters yester-
day, with a 30-minute time agreement
equally divided on this pending amend-
ment.

The PRESIDING OFFICER. Is there
objection?

Mr. WELLSTONE. Mr. President, re-
serving the right to object for just a
moment, could we look at it for a sec-
ond, the second degree?

Mr. ABRAHAM. Here is a copy.
Mr. SPECTER. While the Senator

from Minnesota and the Senator from
Nevada are taking a look at it, Mr.
President, this would be a good time
for me to say that we hope that anyone
who wishes to offer amendments will
come to the floor promptly so that we
can inventory the amendments and try
to establish time agreements. We are
going to have to move very expedi-
tiously without quorum calls if we do
have any realistic chance of finishing
the bill today.

Mr. WELLSTONE. Mr. President, the
time agreement is fine on our side.

Mr. SPECTER. Thirty minutes equal-
ly divided, Mr. President.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. WELLSTONE. Thirty minutes
equally divided on the second degree.

Mr. SPECTER. The same agreement
we had yesterday with respect to 30
minutes on second degrees.

The PRESIDING OFFICER. Without
objection, the time on the second-de-
gree amendment will be 30 minutes
equally divided.

Under the previous order, the Sen-
ator from Michigan, Mr. ABRAHAM, is
recognized to speak on amendment No.
1828.

Mr. ABRAHAM. Mr. President, before
I speak, may I clarify, I believe I am
speaking on the second-degree amend-
ment?

The PRESIDING OFFICER. The sec-
ond-degree amendment has not been of-
fered.

AMENDMENT NO. 2269 TO AMENDMENT NO. 1828

(Purpose: To prohibit the use of funds for
any program for the distribution of sterile
needles or syringes for the hypodermic in-
jection of any illegal drug)
Mr. ABRAHAM. Mr. President, I call

up amendment No. 2269.
The PRESIDING OFFICER. The

clerk will report the amendment.
The legislative assistant read as fol-

lows:

The Senator from Michigan [Mr. ABRA-
HAM], for himself, Mr. COVERDELL, Mr.
GRASSLEY, Mr. ASHCROFT, and Mr. SMITH of
New Hampshire, proposes an amendment
numbered 2269 to amendment No. 1828.

Mr. ABRAHAM. Mr. President, I ask
unanimous consent that reading of the
amendment be dispensed with.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The amendment is as follows:
Strike all after the first word and insert

the following:
Notwithstanding any other provision of

this Act, no funds appropriated under this
Act shall be used to carry out any program
of distributing sterile needles or syringes for
the hypodermic injection of any illegal drug.
This provision shall become effective one
day after the date of enactment.

Mr. ABRAHAM. Mr. President, I rise
to join Senator COVERDELL in offering
this amendment to the Labor, Health
and Human Services appropriations
bill. Our amendment would prohibit
the expenditure of taxpayer dollars on
programs that provide free hypodermic
needles to drug addicts.

In the past, President Clinton,
through his Secretary of Health and
Human Services, Donna Shalala, has
tried to lift the ongoing ban on federal
funds for needle exchange programs.
His reasoning? Such programs could re-
duce the rate of HIV infection among
intravenous (IV) drug users without in-
creasing the use of drugs like heroin.

Unfortunately, the evidence we have
to date suggests that each of these sus-
picions is wrong. We now know beyond
a reasonable doubt that needle ex-
change programs actually increase
both the rate of HIV infection and the
use of IV drugs.

What is more, they send the wrong
message to our children. And they hurt
our communities.

This administration has claimed a
great deal of credit for the recent drop
in some categories of drug use.

I don’t want to downplay the
progress that has been made over the
last year.

But we must keep in mind that the
improvements were small, and that
this administration has a lot of work
to do before it can bring us back to the
levels of drug use achieved in 1992, the
year before President Clinton took of-
fice.

The percentage of 8th, 10th, and 12th
graders who had used an illicit drug
during the previous 30 days dropped be-
tween 1997 and 1998, by 0.8 for 8th grad-
ers, 1.5 for 10th graders and 0.6 for 12th
graders percentage points.

But levels of drug use remain sub-
stantially higher than in 1992—in some
instances almost twice as high.

In 1992, 6.8 percent of 8th graders, 11
percent of 10th graders, and 14.4 per-
cent of 12th graders reported having
used an illicit drug within the past 30
days.

By 1998, even with recent dips, those
figures ranged from 12.1 percent for 8th
graders to 21.5 percent for 10th graders
to 25.6 percent—more than one in four
12th graders.

Now is not the time, Mr. President,
to let our guard down in the war on
drugs. As we continue to fight our dif-
ficult battle with drug abuse, the last
thing we need is for Washington to
send the message that drug use is
okay.

Let me very quickly review some of
the overwhelming evidence that has
made it crystal clear that needle ex-
change programs are inherently ill-
considered and doomed to failure.

First, we now know that needle ex-
change programs encourage drug use:
Deaths from drug overdoses have in-
creased over five times since 1988.

In addition, we now have clinical
studies, including one conducted in
Vancouver and published in the Jour-
nal of AIDS. That study showed that
deaths from drug overdoses have in-
creased over five times in that city
since needle exchanges began in 1988.
Vancouver now has the highest death
rate from heroin in North America.

Such terrible statistics should not
surprise us given the lack of basic,
commonsense logic in needle exchange
programs.

Mr. President, giving an addict a
clean needle is equivalent to giving an
alcoholic a clean glass.

And once we lose sight of this logic,
we have already lost the war on drugs.
We have, in effect, handed our streets
over to people who do not believe that
we should win that war.

Let me cite just one example of the
recklessness with which so many of
these programs are run. The New York
Times magazine in 1997 reported that
one New York City needle exchange
program gave out 60 syringes to a sin-
gle person, little pans to ‘‘cook’’ the
heroin, instructions on how to inject
the drug, and a card exempting the
user from arrest for possession of drug
paraphernalia.

But needle exchange programs do not
have to be run recklessly in order to
encourage drug use.

Dr. Janet Lapey with Drug Watch
International recently quoted pro-nee-
dle activist Donald Grove, who pointed
out that ‘‘most needle exchange pro-
grams . . . Serve as sites of informal
organizing and coming together. A user
might be able to do the networking
needed to find drugs in the half an hour
he spends at the street-based needle ex-
change site—networking that might
otherwise have taken half a day.’’

It’s just common sense, Mr. Presi-
dent. If you give an addict more nee-
dles, he will use them, drug use will in-
crease, and so will the dying.

And that includes deaths from HIV/
AIDS. We now know that needle ex-
change programs actually increase the
spread of this dread disease.

For example, a Montreal study was
published in the American Journal of
Epidemiology. It found that intra-
venous drug users in a needle exchange
program were more than twice as like-
ly to become infected with HIV as ad-
dicts not using such a program.
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And the figures from the Vancouver

study are astounding. When the Van-
couver needle exchange program start-
ed in 1988, 1 to 2 percent of drug addicts
in that city had HIV. Now 23 percent of
drug addicts in Vancouver have HIV.

To put it succinctly, Mr. President,
we now know that needle exchange pro-
grams are bad for drug users. They pro-
mote this deadly habit and they pro-
mote the spread of HIV.

But we know more, Mr. President.
We also know that needle exchange
programs send the wrong message to
our kids:

Let me quote President Clinton’s
own drug czar, General Barry McCaf-
frey, who said ‘‘the problem is not
dirty needles, the problem is heroin ad-
diction. . . . The focus should be on
bringing help to this suffering popu-
lation—not giving them more effective
means to continue their addiction. One
doesn’t want to facilitate this dreadful
scourge on mankind.’’

Mr. President, needle exchange pro-
grams undermine our drug fighting ef-
forts, and they undermine the very rule
of law we all depend on for our safety
and freedom.

I urge my colleagues to support our
amendment to prohibit taxpayer dol-
lars from being spent on needle ex-
change programs.

Mr. President, I reserve the remain-
der of my time.

The PRESIDING OFFICER. Who
yields time?

Mr. SPECTER. Mr. President, I sug-
gest the absence of a quorum.

The PRESIDING OFFICER. The
clerk will call the roll.

The legislative assistant proceeded
to call the roll.

Mr. SPECTER. Mr. President, I ask
unanimous consent that the order for
the quorum call be rescinded.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. SPECTER. Mr. President, in the
absence of anyone seeking recognition,
I ask unanimous consent that the
quorum call be charged equally.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The clerk will call the roll.
The legislative assistant proceeded

to call the roll.
Mr. SPECTER. Mr. President, I ask

unanimous consent that the order for
the quorum call be rescinded

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. SPECTER. Mr. President, the
Senate bill language, as it currently
reads, is as follows: Notwithstanding
any other provision of this act, no
funds appropriated under this act shall
be used to carry out any program of
distributing sterile needles or syringes
for the hypodermic injection of any il-
legal drug unless the Secretary of
Health and Human Services determines
that such programs are effective in pre-
venting the spread of HIV and do not
encourage the illegal use of drugs.

The amendment, which is now pend-
ing, would strike the discretion of the

Secretary to make a determination
that such a program would be effective
in preventing the spread of HIV and
would not encourage the use of illegal
drugs.

This issue on needle exchange is a
highly emotional issue. There is no
doubt the reuse of needles by drug ad-
dicts does result in the infection of
more people with HIV/AIDS. The Sec-
retary of Health and Human Services
has never used this waiver language to
make a determination that such pro-
grams are effective in preventing the
spread of HIV and do not encourage the
use of illegal drugs. There is dispute on
whether clean needles would, in fact,
prevent the spread of HIV and whether
clean needles would—in fact, could—be
used without the encouragement of the
use of illegal drugs.

It is the view of the subcommittee
and the full committee, which passed
this in its present form, that question
ought to be left open to the Secretary
of Health and Human Services, who has
never used this exception and is not
likely to use it promiscuously but only
if there was a very sound scientific
base for doing so. My own preference is
to continue the discretion of the Sec-
retary to be able to make this waiver,
if the facts and figures show that such
a needle exchange would not encourage
the use of illegal drugs, that such a
legal exchange would prevent the
spread of HIV/AIDS.

There is some concern within the
community that is interested in having
needle exchange that raising this issue
again may lead to some broader prohi-
bition, which might even reach private
groups. I think that is highly unlikely.
But those are concerns that we are try-
ing to resolve in deciding what step to
take with response to the Abraham
amendment.

The PRESIDING OFFICER. Who
yields time?

Mr. WELLSTONE. Mr. President,
with the support of this side, I yield
myself 5 minutes.

The PRESIDING OFFICER. The Sen-
ator from Minnesota is recognized.

Mr. WELLSTONE. Mr. President, let
me just support the remarks of my col-
league from Pennsylvania, Senator
SPECTER. I understand all the emotion
that surrounds this issue, but I think it
would be a profound mistake on our
part to now pass an amendment that
would take away an important discre-
tion from the Secretary of Health and
Human Services as to whether or not
the needle exchange program is badly
needed and would be effective in some
of our local communities. I think to
have an across-the-board prohibition
without taking a really close look at
this question could have tragic con-
sequences.

So I say to my colleagues I think if
we no longer enable the Secretary of
Health and Human Services to have
some discretion and to know when Fed-
eral funds would make a huge dif-
ference, and to make sure this is all
being done in an above-board manner,

then I think we are passing a prohibi-
tion which, in personal terms, will
translate into more of our citizens—
many of them inner city, many poor,
and too many of them children—be-
coming HIV infected and dying from
AIDS. I rise to support the comments
of my colleague from Pennsylvania.

I yield the floor.
The PRESIDING OFFICER. Who

yields time?
Mr. SPECTER. Mr. President, after

consulting with the distinguished
ranking member, Senator HARKIN, and
listening to the comments of the Sen-
ator from Minnesota, it is the judg-
ment of the managers that prudence
would warrant accepting the Abraham
amendment on a voice vote, if that is
acceptable to the distinguished Sen-
ator from Michigan.

Mr. ABRAHAM. Mr. President, I ap-
preciate the offer. I think we would be
prepared to accept a voice vote. My
colleague from Georgia is here and had
planned to speak briefly on the amend-
ment. So I defer to him if he wishes to
have up to 5 minutes.

Mr. SPECTER. Mr. President, before
the Senator from Georgia speaks, I
want to propound a unanimous consent
request. We have Senator BINGAMAN
present now. His amendment will be
the next one offered. I ask unanimous
consent that there be 40 minutes equal-
ly divided on the Bingaman amend-
ment, subject to the same terms and
conditions on the other time agree-
ments.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The Senator from Georgia is recog-
nized.

Mr. COVERDELL. Mr. President, I
will just be a moment and yield to the
Senator from Michigan so he might
call for a voice vote on his amendment.

I want to just quote the administra-
tion’s own drug czar, General McCaf-
frey. He said:

As public servants, citizens, and parents,
we owe our children an unambiguous no use
message. And if they should become en-
snared in drugs, we must offer them a way
out, not a means to continue addictive be-
havior.

The problem is not dirty needles, the prob-
lem is heroin addiction . . . the focus should
be on bringing help to this suffering popu-
lation—not giving them more effective
means to continue their addiction. One
doesn’t want to facilitate this dreadful
scourge on mankind.

James Curtis, a professor of psychi-
atry at Columbia University Medical
School and Director of Psychiatry at
Harlem Hospital, said:

[Needle exchange programs] should be rec-
ognized as reckless experimentation on
human beings, the unproven hypothesis
being that it prevents AIDS.

Addicts are actively encouraged to con-
tinue to inject themselves with illegal drugs,
and are exempted from arrest in areas sur-
rounding the needle exchange program.

I can go on and on with expert people
involved in the drug war. This is a good
amendment. I am pleased that the
other side has decided to adopt it. I
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compliment the Senator from Michi-
gan for bringing it to the floor.

I yield the floor.
Mr. ABRAHAM addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from Michigan is recognized.
Mr. ABRAHAM. Mr. President, I be-

lieve we had a previous acknowledg-
ment of moving to a voice vote.

Before we do, I thank the Senator
from Georgia for his leadership on this
issue. Again, our goal is to send a clear
message to the children of this country
that the Federal Government will not
be supporting, in any way, programs
that would seem to lead to increases in
the uses of drugs, as well as HIV, as it
appears in studies.

At this point, I am prepared to yield
the remainder of our time.

Mr. REID. The minority yields back
our time.

Mr. COVERDELL. As does the major-
ity.

The PRESIDING OFFICER. Without
objection, the second-degree amend-
ment is agreed to.

The amendment (No. 2269) was agreed
to.

The PRESIDING OFFICER. Without
objection, the first-degree amendment,
as amended, is agreed to.

The amendment (No. 1828), as amend-
ed, was agreed to.

Mr. ABRAHAM. Mr. President, I
move to reconsider the vote.

Mr. COVERDELL. I move to lay that
motion on the table.

The motion to lay on the table was
agreed to.

The PRESIDING OFFICER. Under
the previous order, the Senator from
New Mexico is recognized.

AMENDMENT NO. 1861

(Purpose: To ensure accountability in
programs for disadvantaged students)

Mr. BINGAMAN. Mr. President, I
send an amendment to the desk and
ask for its immediate consideration.

The PRESIDING OFFICER. The
clerk will report.

The legislative clerk read as follows:
The Senator from New Mexico [Mr. BINGA-

MAN], for himself, Mr. REED, Mr. KERRY, and
Mr. KENNEDY, proposes an amendment num-
bered 1861.

Mr. BINGAMAN. Mr. President, I ask
unanimous consent that reading of the
amendment be dispensed with.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The amendment is as follows:
On page 52, line 8, after ‘‘section 1124A’’, in-

sert the following: ‘‘Provided further, That
$200 million of funds available under section
1124 and 1124A shall be available to carry out
the purposes of section 1116(c) of the Elemen-
tary and Secondary Education Act of 1965.’’

Mr. BINGAMAN. Mr. President, first
let me yield myself 6 minutes off of my
time at this point.

I am offering this amendment on be-
half of myself, Senator JACK REED from
Rhode Island and JOHN KERRY from
Massachusetts, and I believe they will
both be here, I hope, to speak on behalf
of the amendment as well.

This amendment is intended to en-
sure greater accountability in our edu-

cational system and in the expenditure
of title I funds. Let me make it very
clear to my colleagues at the very be-
ginning of this debate, this amendment
does not add money to the bill. Instead,
it tries to ensure that a small portion
of the title I funds that we are going to
appropriate in this bill are spent to
achieve greater accountability and im-
provement in the schools that are fail-
ing, about which we are all so con-
cerned.

I think we can all agree that greater
accountability in our schools is an im-
perative. It is particularly important
to have this accountability where high
concentrations of disadvantaged stu-
dents are in order to ensure that all
students have some semblance of equal
educational opportunity. Although
most States have adopted statewide
standards, they have not directed ade-
quate resources to schools that are
failing to meet those new standards.
Dedicated funds are necessary in order
to develop improved strategies in those
schools and create rewards and pen-
alties that will hold schools account-
able for continuous improvement in
their students.

The Federal Government directs over
$8 billion, nearly $9 billion, in Federal
funding to provide critical support for
disadvantaged students under title I.
But the accountability provisions in
title I have not been adequately imple-
mented due to insufficient resources.
Title I authorizes State school support
teams to provide support for
schoolwide programs and to provide as-
sistance to schools in need of improve-
ment through activities such as profes-
sional development or identifying re-
sources for changing the instruction in
the school or the organization of the
school.

In 1998, however, only eight States
reported that school support teams
have been able to serve the majority of
the schools identified as needing im-
provement. Less than half of the
schools identified as being in need of
improvement in the 1997–1998 school
year reported that this designation of
being a school needing improvement
led to additional professional develop-
ment or assistance.

Schools and school districts need ad-
ditional support and resources to ad-
dress weaknesses soon after those
weaknesses are identified. They need
that support to promote a progres-
sively intensive range of interventions,
continuously assess the results of those
interventions and implement incen-
tives and strategies for improvement.

The bill before the Senate does not
identify specific funds for account-
ability enforcement efforts. I believe
we need to ensure that a significant
funding stream is provided to guar-
antee these accountability provisions
are enforced.

This amendment seeks to ensure that
2.5 percent of the funds appropriated to
LEAs under title I—that is $200 million
in this year’s bill—is directed toward
this objective. This money is to be used

to ensure that States and local school
districts have the necessary resources
available to implement the corrective
action provisions of title I by providing
immediate and intensive interventions
to turn around low-performing or fail-
ing schools.

The type of intervention that the
State and the school district could pro-
vide using these funds includes a vari-
ety of things. Let me mention a few:

One would be purchasing necessary
materials such as updated textbooks
and curriculum technology.

The second would be to provide in-
tensive, ongoing teacher training. In-
adequate training of teachers has been
a problem in many of the failing
schools.

A third would be providing access to
distance learning where they don’t
have the teachers on site who can pro-
vide that instruction.

Fourth, extending the learning time
for students through afterschool or
Saturday programs or summer school
programs so students can catch up to
the grade level at which they should be
performing.

Next, providing rewards to low-per-
forming schools that show significant
improvements, including cash awards
or other incentives such as release
time for teachers.

Sixth, intensive technical assistance
from teams of experts outside the
schools to help develop and implement
school improvement plans in failing
schools. The teams would determine
the causes of low performance—for ex-
ample, low expectations, an outdated
curriculum, poorly trained teachers or
unsafe conditions—and provide assist-
ance in implementing research-based
models for improvement.

One example of the type of research-
based school improvement model that
needs to be introduced in failing
schools and can be introduced in failing
schools with the resources we are ear-
marking in this amendment is the Suc-
cess for All Program. This program is a
proven early grade reading program in
place now in over 1,500 schools around
the country, some in my own State of
New Mexico. At the end of the first
grade, Success for All Program schools
have average reading scores almost 3
months ahead of those in matching
controlled schools. By the end of the
fifth grade, students read more than 1
year ahead of their control group peers.
This program can reduce the need for
special education placements by more
than 50 percent and virtually eliminate
retention of students in the grade they
have just completed.

This Success for All Program incor-
porates small classes, regular assess-
ments, team learning, and parental in-
volvement into a comprehensive read-
ing program based on phonics and con-
textual learning techniques. In order to
implement this program, however,
schools need resources, particularly in
the first year. The estimated costs is
about $62,000 for 500 students in that
first year; that decreases substantially
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to about $5,000 per year in the third
year the program is in place. They
must provide the initial training for
the school’s principal, the facilitators,
the teachers, and 23 days of onsite
training and curriculum materials.

This is the kind of program of which
we need to see more. It is the kind of
program for which the funds we would
earmark in this amendment would be
made available. In my view, this is the
type of thing the American people
want to see. Instead of just sending an-
other big check, let’s try to attract
some attention to the strategies we
know will work so the failing schools
can move up and the students who at-
tend these schools can get a good edu-
cation.

I see my colleague, Senator REED. I
reserve the remainder of my time and
yield 5 minutes to the Senator from
Rhode Island, Mr. REED.

Mr. REED. Mr. President, I rise to
support the amendment sponsored by
my colleague from New Mexico. I com-
mend him for his commitment and
dedication.

During the 1994 reauthorization of
the Elementary and Secondary Edu-
cation Act, I was a member of the
other body. There I proposed an ac-
countability amendment in committee
which strengthened our oversight and
accountability for title I and other ele-
mentary and secondary school pro-
grams. When we came to the con-
ference, it was Senator JEFF BINGAMAN
of New Mexico who was leading the
fight on the Senate side to ensure ac-
countability was part and parcel of the
1994 reauthorization of the Elementary
and Secondary Education Act. I am
pleased to work with him today on this
very important amendment.

What we propose to do is to provide
$200 million so the States can move
from talking about accountability and
intervening in low-performing schools
to actually taking the steps to do just
that. There are scarce Federal dollars
that we provide for elementary and
secondary education programs, the
principal program being title I. Al-
though we allocate $8 billion a year for
title I, there still appears to be insuffi-
cient resources to ensure that account-
ability reforms and oversight are effec-
tively taking place in our schools.

This amendment provides for those
resources. It ensures we get the best
value for the money we invest in title
I. It allows schools to not only provide
piecemeal services to students but to
look and seek out ways to reform the
way they educate the students in their
classrooms.

We will continue as the reauthoriza-
tion of the Elementary and Secondary
Education Act approaches to stress
this issue of accountability. But today
we have an opportune moment to in-
vest in accountability and school re-
form. What we find is that the States,
either through lack of financial re-
sources, lack of focus, or due to other
commitments and priorities, are not
intervening in low-performing and fail-

ing schools as they should. They are
not directing the kind of school im-
provement teams, for example, that
have been authorized under title I. This
amendment gives them not only the in-
centive but the resources to do that. In
effect, what we are trying to do is
make title I not just a way to dis-
tribute money to low-income schools
but to stimulate the reform and im-
provement of these schools.

It should be noted that the amend-
ment targets the lowest performing
schools to try to lift up those schools
which are consistently failing their
students. We all know if the schools
are not working, these young people
are not going to get the education they
need and require to be productive citi-
zens and workers and to contribute to
our community and to our country.
That is at the heart of all of our efforts
on both sides of the aisle in the Senate.

It is vitally important to turn around
the lowest performing and failing
schools. The 1994 reauthorization fo-
cused attention in the States on ac-
countability, improvement, and re-
form. The States have taken steps to
adopt accountability systems. But
today we are here to give States and
school districts the tools to ensure the
job of turning around failing schools
can be done effectively and completely.
I urge passage of this amendment.

Once again, I commend the Senator
from New Mexico for his leadership and
look forward to working with him as
we undertake the reauthorization of
the Elementary and Secondary Edu-
cation Act in the months ahead.

I yield whatever time I have.
Mr. BINGAMAN. Mr. President, how

much time remains on our side?
The PRESIDING OFFICER (Mr. ROB-

ERTS). The Senator has 8 minutes 10
seconds remaining.

Mr. BINGAMAN. I yield 3 minutes to
the Senator from Massachusetts, Mr.
KENNEDY.

The PRESIDING OFFICER. The dis-
tinguished Senator from Massachusetts
is recognized.

Mr. KENNEDY. Mr. President, I con-
gratulate Senator BINGAMAN, Senator
REED, and Senator WELLSTONE for this
particular proposal. Effectively, what
they are saying is we want to improve
low-performing schools and we want to
do it now—not wait until next year. It
is reasonable to ask whether this kind
of effort can be productive and whether
it can be useful. I want to raise my
voice and say: Absolutely.

I had the opportunity to visit the
Harriet Tubman Elementary School in
New York City, one of the lowest-per-
forming schools in the city, where 99
percent of the children come from low-
income families. After being assigned
to the Chancellor’s District—a special
school district created for the lowest-
performing schools—school leaders,
parents, and teachers devised a plan for
comprehensive change. The school
adopted a comprehensive reform pro-
gram including an intensive reading
program.

By 1997–98, it had been removed from
the state’s list of low-performing
schools and reading scores had im-
proved; the percentage of students per-
forming at or above grade level on the
citywide assessment had risen from 30
percent in 1996, to 46 percent.

We have instance after instance
where that has happened. At Haw-
thorne Elementary school in Texas, 96
percent of the students qualify for free
lunch and 28 percent of the students
have limited English language skills.

In 1992–93, Hawthorne implemented a
rigorous curriculum to challenge stu-
dents in the early grades. In 1994 only
24 percent of students in the school
passed all portions of the Texas Assess-
ment of Academic Skills. In 1998, al-
most 63 percent of students passed this
test, with the largest gains over the pe-
riod being made by African American
students.

The States themselves have been re-
luctant to use scarce resources when
we have not had adequate funding for
the Title I program. The Bingaman
amendment sets aside a specific
amount of resources that will be out
there and available to help those par-
ticular schools. This makes a great
deal of sense.

I hope our colleagues will support the
Bingaman-Reed-Wellstone amendment.
These students have spent enough time
in low-performing schools, and deserve
much better. The time is now to take
action to fix these schools. The na-
tion’s children deserve no less.

Mr. BINGAMAN. Mr. President, I re-
serve the remainder of my time.

The PRESIDING OFFICER. Who
yields time?

The Chair will observe if neither side
yields time, the time will be taken
from both sides and equally charged.

Mr. BINGAMAN. Mr. President, I
yield 2 minutes to the Senator from
Minnesota.

The PRESIDING OFFICER. The dis-
tinguished Senator from Minnesota is
recognized.

Mr. WELLSTONE. Mr. President, I
probably will not even take 2 minutes.

I rise to support the Bingaman
amendment. I appreciate what my col-
league from New Mexico said earlier in
his remarks, which was that the focus
on accountability is terribly impor-
tant. We also have to make sure we in-
vest the resources that will enable each
child to have the same opportunity to
succeed. I think that is extremely im-
portant as well. The two go together.

But I do believe this is very helpful
to States. It is very helpful to low-in-
come children. I think it is terribly im-
portant that States devise and put into
effect strategies that make sure we
have the highest quality title I pro-
grams, which are, after all, all about
expanding opportunities for low-in-
come children, dealing with the learn-
ing gap, enabling a child to do well in
school and therefore well in his or her
life.

I applaud his emphasis on account-
ability and rise to indicate my support.
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Mr. KERRY. Mr. President, the

amendment before us today provides a
chance not just to make this spending
bill better and stronger, not just to
move forward by completing another
stage of the budget process the Amer-
ican people are already unsure we can
complete, but to take this spending bill
and use it as a real vehicle for reform
of our public schools. Today we can
make the single largest investment in
accountability ever at the Federal
level—today we can help serve as a cat-
alyst for the innovative and, I think,
critical reform efforts taking shape
around this country. The amendment
would reserve $200 million of title I
funds for disadvantaged children to
provide assistance and support to low-
performing schools. This amendment
will compel school districts to take
strong corrective actions to improve
consistently low-performing schools.
Passage of this amendment signals our
commitment to the public schools. Our
commitment to their success. And our
commitment to ensuring failing
schools turn around.

For too long in this Nation we have
tolerated low standards and low expec-
tations for our poor children. The
standards movement has begun to turn
the tide on low expectations and we
must build on that momentum and de-
mand accountability from schools that
fail our children. We have this oppor-
tunity at a time when the American
people are telling us that—for their
families, for their futures—in every
poll of public opinion, in every survey
of national priorities—one issue mat-
ters most—and it’s education. Good
news for all of us who care about edu-
cation, who care about our kids. But
the bad news is, the American people
aren’t so sure we know how to meet
their needs anymore. They aren’t even
so sure we know how to listen.

Every morning, more and more par-
ents—rich, middle class, and even the
poor—are driving their sons and daugh-
ters to parochial and private schools
where they believe there will be more
discipline, more standards, and more
opportunity. Families are enrolling
their children in charter schools, pay-
ing for private schools when they can
afford them, or even resorting to home
schooling—the largest growth area in
American education.

This amendment comes at an impor-
tant time for our schools, you might
say it comes at an even more impor-
tant time for this Congress. We have to
break out of the ideological bind we’ve
put ourselves in—we can’t just talk
about education—it’s more than an
issue for an election—we’ve got to do
something about it. Parents in this
country believe that public schools are
in crisis and despite a decade of talk
about reform, they give them no higher
grade than a decade ago. 67 percent are
dissatisfied with the way public edu-
cation is working; 66 percent use the
word crisis to describe what’s going on
in our schools today. But the American
people—at times more than we seem to

be in the Senate—are firmly com-
mitted to fixing our public schools—
fixing our schools—not talking about
fixing them, not using kids as pawns in
a political chess game.

It boils down to one fundamental,
overriding concern: Americans want
accountability for performance and
consequences for failure in the public
school system. Americans support a va-
riety of innovative approaches to im-
proving education—it’s actually Wash-
ington that is more afraid of change
than the citizens who sent us here. And
it is time for us to be a catalyst for
change—to help facilitate more innova-
tion, not less—to improve the state of
education in America: to address the
problem of reading scores that show
that of 2.6 million graduating high
school students, one-third are below
basic reading level, one-third are at
basic, only one-third are proficient and
only 100,000 are at a world class reading
level.

The time to lay down the marker of
accountability for student performance
is now. That’s why today’s discussion
is so important—because we have the
opportunity today to do it—to stop
talking past each other—and to deliver
on the most important principle of real
education reform—accountability.

When schools begin to fail, when
there is social promotion, when kids
are being left behind, we need to hold
those schools accountable for taking
those best practices and turning
around low performing schools not 5
years from now, not some time in the
future, not after another study, but
today—now. And if we can commit our-
selves to that kind of accountability
then we will have taken an incredible
leap forward, not just building public
confidence in public education, but in
making all our schools better. It is
past time that we coalesce around an
approach to reform grounded in four
simple concepts: high standards; teach-
ing to those standards; giving every
student the opportunity to meet those
standards; and building strict account-
ability into the system to make those
standards meaningful.

Mr. President, 49 States have em-
braced or will soon embrace meaning-
ful standards; there should be no par-
tisan divide over this issue—and now is
the time for us all to embrace the poli-
cies which empower our teachers to
teach to standards and give every stu-
dent the real opportunity to meet high
standards. Now is the time for us to
embrace the accountability that has
worked so well for real leaders like
Gov. Tom Carper in Delaware, and
Mayor Daley in Chicago—now is the
time for us to say not just that we hope
schools will meet high standards, but
that we’ll work with them—holding
them accountable—to get them there.
It’s time for us to say that we’re will-
ing—in our title I spending—to hold
schools accountable for meeting those
high benchmarks—to reach out to low
performing schools and give them the
intensive help they need to turn things

around and help raise student perform-
ance. It boils down to real account-
ability—to acknowledging that though
the Federal role in education, in terms
of pure spending, has been relatively
small, it does provide the leverage—if
we are willing to embrace it—to em-
power schools in need of reform to turn
themselves around rapidly—to cut
through layers of bureaucracy—to ac-
cess new resources—to shake up staff—
and, if need be, to reconstitute itself—
to become a new school in a funda-
mental sense—or to turn itself into, es-
sentially, a charter school within the
public school system. We know that
title I itself, with the early account-
ability reforms already in place have
raised accountability—but I would say
that in this amendment we could do so
much more—and we should.

Consider the impact more account-
ability would make—the ability we
would have to truly adhere to high
standards throughout the system: to
raise teacher quality; reform certifi-
cation; provide mentoring and ongoing
education; embrace merit pay; higher
salaries; and end teacher tenure as we
know it.

Consider the ability to hold schools
accountable for our childrens’ needs—
to say that we will not allow schools to
be the dumping ground for adult prob-
lems—and to acknowledge that we need
to fill those hours after school with
meaningful study—curriculum—and
mentoring.

Consider the ability to hold students
accountable for discipline and violence:
to allow schools to write discipline
codes and create second chance
schools: to eliminate the crime that
turns too many hallways and class-
rooms into arenas of violence.

We need to do these things now—to
be willing to challenge the status quo—
to do more for our schools, to help
every student achieve, to guarantee re-
form when they don’t—and—in no
small measure—to renew the promise
of public education for the 21st cen-
tury.

This will not happen overnight, but
it will happen. I look forward to join-
ing with all of my colleagues in that ef-
fort: to pass this amendment, to make
accountability the foundation of re-
form, and to face the challenge of fix-
ing our public schools together.

Mr. BINGAMAN. Mr. President, I ask
unanimous consent two letters be
printed in the RECORD at this point,
one from Michael Davis, who is the su-
perintendent of public instruction from
my home State of New Mexico, and the
other from Gordon Ambach, who is the
head of the Council of Chief State
School Officers. The first letter from
Mr. Davis is in support of the amend-
ment. The second letter supports pro-
viding additional funds to States to im-
plement the accountability provisions
of title I. Mr. Ambach had not seen the
amendment yet when he wrote that
letter.

There being no objection, the letters
were ordered to be printed in the
RECORD, as follows:
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STATE OF NEW MEXICO,

DEPARTMENT OF EDUCATION,
Santa Fe, NM, October 6, 1999.

Hon. JEFF BINGAMAN,
U.S. Senate, Washington, DC.

DEAR SENATOR BINGAMAN: I write to ap-
plaud your efforts to secure a dedicated
source of funding for States and local school
districts to implement the accountability
provisions of Title I. As you know, we have
been working hard in New Mexico to raise
standards and implement a rigorous account-
ability system. We will be unable to success-
fully implement high standards and account-
ability, however, unless we are able to pro-
vide local districts with additional resources
to help them address weaknesses in their
educational programs and to turn around
failing schools. I believe that your amend-
ment seeking to direct $200 million for this
purpose will go a long way towards ensuring
proper enforcement of the accountability
provisions under Title I.

Thank you for your efforts. Please let me
know if I can be of assistance to you.

Sincerely,
MICHAEL J. DAVIS,

State Superintendent of Public Instruction.

COUNCIL OF CHIEF STATE SCHOOL
OFFICERS,

Washington, DC, June 22, 1999.
Member, House Education and the Workforce

Committee,
U.S. House of Representatives, Washington, DC.
RE: Provisions for Program Improvement in

Reauthorization of ESEA Title I—The need
for greater funding
DEAR REPRESENTATIVE: Title I of the Ele-

mentary and Secondary Education Act
(ESEA) now includes very important provi-
sions for the identification in each state of
those schools with lowest levels of student
achievement and most in need to program
improvement. This provision earmarks funds
for the state education agency (SEA) to as-
sist local education authorities and these
schools with their strategies to improve
achievement. This state role is authorized on
the assumption that if the district and
school had the capacity internally to im-
prove; improvement would have occurred and
be reflected by increased achievement
scores. Unfortunately, the analysis of Title I
school by school test scores reveals that
nearly 7,000 schools have continuing low per-
formance over the years and need ‘‘external’’
program improvement help. The problem is
that the federal appropriation for program
improvement is far too small to serve 7,000
schools effectively.

An increase in the state education agency
(SEA) set-aside for program improvement is
urgently needed to help the 7,000 lowest per-
forming schools in the nation build capacity,
improve student achievement and meet new
accountability requirements for student
progress. As your Committee develops a bill
to reauthorize Title I for introduction and
markup, we urge a substantial increase in
the funds set-aside for improving programs
in schools where students are not making
adequate progress toward achieving state
standards. The current 1⁄2 of 1% of each
state’s total Title I allocation which may be
set-aside for program improvement provides
only $40 million of the $8 billion program for
SEAs to fulfill the required activities for
schools identified as needing improvement.
An increase to 2.5% by FY2001 and 3.5% by
FY 2004 as proposed by the Administration is
critical to provide $200 million to $300 mil-
lion to serve the 7,000 schools with support
teams, mentors, distinguished educators, ad-
ditional comprehensive school reform ef-
forts, professional development and other
forms of technical assistance called for in
the bill.

Increased program improvement funding is
the right strategy for these reasons:

(1) All program improvement funds are
used directly to raise quality in the class-
rooms of the lowest performing Title I
schools. Under the Administration proposal
for ESEA reauthorization, 70% of the funds
authorized for program improvement must
be allocated by the SEA to the LEA to carry
out its program improvement activities in
failing schools according to its local plan ap-
proved by the SEA. The remaining 30% of
the program improvement funds will be used
by the SEA for direct support and assistance
to the classrooms of such schools. This state
service assures that both the state and local
districts are partners in bringing external re-
sources to help teachers and leaders in those
schools. All of the uses of funds for program
improvement are defined as the ‘‘Dollars to
the Classroom’’ bill of the same title. All of
these funds support improvement in the
classrooms which most need the help.

(2) The current $40 million which is avail-
able under the .5% set-aside is woefully inad-
equate for SEAs and districts to serve and
improve low-performing schools. This
amount is grossly insufficient to fulfill the
requirements and needs of the almost 7,000
schools already identified as needing im-
provement. The average amount available
now per school is only $5,715 per year. New
provisions expected in the reauthorization
for school support teams, distinguished edu-
cators and mentors, technical assistance to
adopt and implement research-based models
for improved instruction, and professional
development for teachers and school leaders
in methods which assure student success re-
quire more resources per school. The need
will increase substantially for schools identi-
fied as needing improvement as states and
districts continue to implement challenging
standards and assessments for all students.
Proposed accountability requirements to as-
sure all students are continually learning
the skills necessary to achieve on grade level
and comparability of teacher quality in each
school will add to the challenges for schools
in need of improvement and must be met
with increased external support.

(3) Although Title I is the single largest
federal elementary and secondary program,
Title I has the smallest proportion of funds
devoted to administration, support and as-
sistance, and quality control monitoring of
any of the major federal programs. The Indi-
viduals with Disabilities Education Act
(IDEA) has 25%, and the Perkins Vocational-
Technical Education Act has 15% with an ad-
ditional 10% directed by the state to rural
and urban areas through competitive grants.
Only 1% of the Title I total is authorized for
states to operate and support all eligible
schools in a program which expends $8 bil-
lion in federal taxpayers’ funds to serve 11
million students in 45,000 schools in 90% of
the nation’s school districts. The amount of
funds devoted to state and locally assisted
program improvement in the lowest-per-
forming schools is an additional 0.5%. State
capacity for helping title I districts and
schools is significantly underfunded and
therefore underused. Congress should rely on
state level assistance for Title I, as it does
for IDEA, Perkins Vocational-Technical
Education, Technology Challenge Grants,
and other federal programs. Leveraging sub-
stantial, sustained gains in student achieve-
ment in these schools requires a far stronger
investment in state assistance than in the
current law.

We hope these comments are helpful as you
develop this critical piece of legislation. We
urge you to act on them. Please feel free to

call us at (202) 336–7009 if you have any ques-
tions or find we can be of further assistance.

Respectfully Submitted,
GORDON M. AMBACH,

Executive Director.

Mr. BINGAMAN. Mr. President, let
me read a few sentences from the letter
from Michael Davis. He is a very capa-
ble, respected, State school super-
intendent from my State. He writes:

DEAR SENATOR BINGAMAN: I write to ap-
plaud your efforts to secure a dedicated
source of funding for States and local school
districts to implement the accountability
provisions of Title I. As you know, we have
been working hard in New Mexico to raise
standards and implement a rigorous account-
ability system. We will be unable to success-
fully implement high standards and account-
ability, however, unless we are able to pro-
vide local districts with additional resources
to help them address weaknesses in their
educational programs and to turn around
failing schools. I believe that your amend-
ment seeking to direct $200 million for this
purpose will go a long way towards ensuring
proper enforcement of the accountability
provisions under Title I.

Then, in the letter from the execu-
tive director, Mr. Ambach, of the Coun-
cil of Chief State School Officers, the
point that is made strongly is that the
current $40 million that is available
under the 0.5-percent set-aside for
States is woefully inadequate for local
school districts to serve and improve
low-performing schools. I think those
two letters speak very strongly in
favor of what we are trying to do.

I very much appreciate the support of
Senator KENNEDY, Senator WELLSTONE,
Senator REED, and Senator KERREY.

Let me say a few other things before
my time is up. How much time remains
on my side?

The PRESIDING OFFICER. The Sen-
ator has 1 minute 50 seconds.

Mr. BINGAMAN. Mr. President, this
amendment, as I have said before,
should not be a partisan issue. I know
many of the amendments that have
been brought to the Senate floor in re-
cent days and weeks and even months
have been voted along partisan lines.
This amendment should not be. The
need for accountability is not a par-
tisan issue.

Just yesterday, Governor Bush from
Texas talked about his plan for improv-
ing accountability in title I schools.
Under his plan, school districts and
schools would have to show improve-
ment in test performance. If schools
improved, they would be rewarded with
additional funds. If schools did not im-
prove in 5 years, those funds would be
taken and given to parents or students
in vouchers of $1,500 each.

The problem with this proposal is it
provides the stick, a very big stick
with dire consequences for schools that
do not perform, but it does not provide
resources to help those schools avoid
that failure. This proposal says if you
can figure out how to turn your school
around with the meager resources you
have, fine; if you cannot, then we will
let the clock run out and then take the
money away, so your odds against suc-
ceeding become insurmountable.
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What this amendment will do is pro-

vide that assistance to those schools
immediately when the failing nature of
that school is recognized. I think this
is an extremely important amendment.
It is something we ought to do. I hope
this is considered by each Senator as a
good-faith effort to better use the
funds we are spending in this bill.

Once again, I remind all my col-
leagues, this amendment does not add
money to the bill. This is not a ques-
tion of whether we are going to spend
more or less on education. It is a ques-
tion of how effectively we can spend
the funds we are going to spend.

Mr. President, I gather my time is
up. I yield the floor at this time and
wait for the response, if there is any
opposition to the amendment, which I
certainly hope there is not.

The PRESIDING OFFICER. Who
yields time in opposition?

Without objection, the Chair, acting
in my capacity as an individual Sen-
ator from Kansas, notes the absence of
a quorum, and the clerk will call the
roll.

The bill clerk proceeded to call the
roll.

Mr. COVERDELL. Mr. President, I
ask unanimous consent that the order
for the quorum call be rescinded.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. COVERDELL. Mr. President, the
Bingaman amendment will provide $200
million from the funds the committee
provided for basic and concentration
grants to support State and local ac-
countability efforts to identify school
failure and provide progressively more
interventions to turn around the per-
formance of the local school. Under the
current law, States may now reserve
0.5 percent for such activity. This
amendment would set aside $200 mil-
lion, or 2.5 percent, specifically for
State and local accountability efforts.
States would not, therefore, be given
the choice of whether or not to spend
funds for accountability purposes
which resemble very much a mandate.
This amendment would take education
funds away from States to educate low-
income students. Most States already
have adopted statewide accountability
systems that include State assess-
ments to measure whether students are
meeting State standards, report cards
that summarize performance of indi-
vidual schools, and rating systems that
determine whether a school’s perform-
ance is adequate.

The authorizing committees have not
had the opportunity to carefully exam-
ine the issue of whether to increase the
amount set aside for accountability.
Hearings should be held where States
can express their views, and this issue
should be addressed during the reau-
thorization of the Elementary and Sec-
ondary Education Act.

Mr. President. how much time re-
mains on our side?

The PRESIDING OFFICER. The Sen-
ator from Georgia has 12 minutes 42
seconds.

Mr. BINGAMAN. Mr. President, may
I ask if the Senator will yield for a
question?

Mr. COVERDELL. I would be glad to
yield for a question.

Mr. BINGAMAN. Mr. President, I was
informed that the Governors Associa-
tion supports this amendment, and
that the States would want the initial
ability to use these funds. Does the
Senator have information to the con-
trary? I know he raised a concern
about requiring States to do something
different. My information is that this
is the authority they would want.

Mr. COVERDELL. I am advised by
the committee staff that we don’t have
the same information the Senator has
just expressed, so I cannot comment
one way or the other.

Mr. BINGAMAN. Mr. President, I
might just respond that we will try to
get that information to the Senator
from Georgia before the vote occurs at
11:30.

Mr. COVERDELL. Very good. I ap-
preciate the comment of the Senator.

Mr. President, I suggest the absence
of a quorum.

The PRESIDING OFFICER. The
clerk will call the roll.

The bill clerk proceeded to call the
roll.

Mr. WELLSTONE. Mr. President, I
ask unanimous consent that the order
for the quorum call be rescinded.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. WELLSTONE. Would it be in
order for me to call up my amendment
in order to move on? I ask unanimous
consent to set aside the pending
amendment and call up amendment
numbered 1842.

The PRESIDING OFFICER. Is there
an objection to setting aside the
amendment?

Mr. COVERDELL. Mr. President, re-
serving the right to object——

Mr. WELLSTONE. Just to be clear to
colleagues, I thought we were finished
and were trying to move along. I am
willing to wait, if Senator BINGAMAN
wishes to continue.

Mr. COVERDELL. We may wish to
continue.

Mr. WELLSTONE. Very well.
Mr. COVERDELL. Mr. President, I

suggest the absence of a quorum.
The PRESIDING OFFICER. The

clerk will call the roll.
The bill clerk proceeded to call the

roll.
Mr. WELLSTONE. Mr. President, I

ask unanimous consent that the order
for the quorum call be rescinded.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. WELLSTONE. I wonder whether
I could ask unanimous consent for 3
minutes as in morning business to
make a statement while we are in de-
liberations. I ask unanimous consent
to be able to do that.

The PRESIDING OFFICER. Is there
objection?

Mr. COVERDELL. Mr. President, I do
not object to yielding 3 minutes of

time as in morning business, and that
following that we go back to this.

Mr. WELLSTONE. Absolutely. I am
trying to make the best use of our
time, Mr. President.

The PRESIDING OFFICER. The Sen-
ator is recognized for 3 minutes.
f

MERGERS IN THE MEDIA AND
COMMUNICATIONS INDUSTRIES

Mr. WELLSTONE. Mr. President, we
are in the midst of an unprecedented
wave of mergers and concentration in
the media and the communications in-
dustries. We are talking about the flow
of information in democracy and
whether a few are going to control this.
But instead of doing anything about it,
to protect American consumers or to
safeguard the flow of information that
our democracy depends upon, I am
troubled by efforts underway to under-
mine protections that are already on
the books.

I cite that the CBS-Viacom merger
announced last month would be the
biggest media deal ever. Today, the
FCC announced its approval of a merg-
er between SBC and Ameritech. On
Tuesday, Clear Channel Communica-
tions announced that it is buying
AMFM to create a huge radio conglom-
erate with 830 stations that will domi-
nate American radio.

I am amazed so few people are con-
cerned about these developments. The
reason I rise to speak about this is that
when FCC Chairman Bill Kennard is so
bold as to point out that the MCI-
Sprint deal would undermine competi-
tion, he is simply doing his job. I want
to say on the floor of the Senate, he
should not be punished for doing his
job.

Last year, when the FCC approved
the merger of Worldcom and MCI,
Chairman Kennard said the industry
was one merger away from undue con-
centration. Now this merger would be
the one that pushes us over the top.

So when Antitrust Division Chief
Joel Klein of the Justice Department
brings some very difficult cases to en-
force our country’s antitrust laws, he
is simply doing his job. When FCC
Chairman Bill Kennard raises these
kinds of questions, he is simply doing
his job.

We cannot expect these agencies to
enforce our laws, to do their job, if we
take away their budgets or their statu-
tory authority every time they do it.
We need to strengthen our review of
these mergers. We need to strength our
antitrust laws, on which I think we
have to do much better. And we need to
give the Justice Department, the FTC,
and the FCC the resources they need to
enforce the law.

So more than anything else, I rise to
support Bill Kennard’s concerns, to tell
him he is doing his job, and urge my
colleagues to understand that he has
an important responsibility to protect
the consumers. The flow of information
in our democracy is the most impor-
tant thing we have. He certainly
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should not be punished for doing his
job and doing his job well.

I yield the floor and suggest the ab-
sence of a quorum.

The PRESIDING OFFICER. The
clerk will call the roll.

The bill clerk proceeded to call the
roll.

Mr. BINGAMAN. Mr. President, I ask
unanimous consent that the order for
the quorum call be rescinded.

The PRESIDING OFFICER. Without
objection, it is so ordered.
f

DEPARTMENTS OF LABOR,
HEALTH AND HUMAN SERVICES,
AND EDUCATION, AND RELATED
AGENCIES APPROPRIATIONS
ACT, 2000—Continued

Mr. BINGAMAN. Mr. President, is
there time remaining on the amend-
ment I have offered?

The PRESIDING OFFICER. There is
not. All time has expired.

Mr. BINGAMAN. I ask for the yeas
and nays on the amendment.

The PRESIDING OFFICER. Is there a
sufficient second?

There appears to be a sufficient sec-
ond.

The yeas and nays were ordered.
The PRESIDING OFFICER. The Sen-

ator from Georgia.
Mr. COVERDELL. Mr. President, I

ask unanimous consent that the vote
occur in relation to the Bingaman
amendment at 11:15, with 2 minutes
equally divided prior to the vote.

The PRESIDING OFFICER. Is there
objection?

Mr. BINGAMAN. Mr. President, may
we have 4 minutes equally divided?

Mr. COVERDELL. I change the unan-
imous consent to ask that we have 4
minutes equally divided.

The PRESIDING OFFICER. Is there
objection?

Without objection, it is so ordered.
The Senator from Minnesota.

AMENDMENT NO. 1842

(Purpose: To express the sense of the Senate
regarding the importance of determining
the economic status of former recipients of
temporary assistance to needy families)

Mr. WELLSTONE. I ask unanimous
consent to set aside the pending
amendment, and I call up amendment
No. 1842.

The PRESIDING OFFICER. The
clerk will report the amendment.

The bill clerk read as follows:
The Senator from Minnesota [Mr.

WELLSTONE] proposes an amendment num-
bered 1842.

The amendment is as follows:
At the appropriate place add the following:
SEC. . It is the sense of the Senate that it

is important that Congress determine the
economic status of former recipients of as-
sistance under the temporary assistance to
needy families program funded under part A
of title IV of the Social Security Act (42
U.S.C. 601 et seq.).

Mr. WELLSTONE. Mr. President, let
me first explain this amendment to
colleagues and then marshal my evi-
dence for it.

I believe we will have a good, strong
vote on the floor of the Senate for this
amendment. I have introduced a simi-
lar amendment in the past, which lost
by one vote, but I have now changed
the amendment which I think will
make it more acceptable to colleagues.

In the 1996 welfare law we passed, we
set aside $1 billion for high-perform-
ance bonuses to go to States, and cur-
rently this money goes to States. The
way it works is, it uses a formula that
takes into account the State’s effec-
tiveness in enabling TANF recipients
to find jobs, which is terribly impor-
tant. The whole goal of the welfare bill
was to move families from welfare de-
pendency to becoming economically
independent.

This amendment would add three
more criteria. We have had, in the last
year or two, a dramatic decline in food
stamp participation, about a 25-percent
decline. This should be of concern to
all of us because the Food Stamp Pro-
gram has been the most important
safety net program for poor children in
our country. Indeed, it was President
Nixon, a Republican President, who, in
1972, federalized this program and said:
One thing we are going to do as a na-
tional community is make sure chil-
dren aren’t going hungry in our coun-
try. We are going to make sure we have
a program with national standards and
that those families who are eligible to
participate are, indeed, able to obtain
this assistance.

In addition, what we want to find out
is the proportion of families leaving
TANF who were covered by Medicaid or
health insurance. Families USA, which
is an organization that has tremendous
credibility with all of us, issued a dis-
turbing report a few months ago. To
summarize it, because of the welfare
bill, there are about 670,000 Americans
who no longer have any health care
coverage.

Maybe that is worth repeating. Be-
cause of the welfare bill, there are
about 670,000 Americans who no longer
have any coverage. Since about two-
thirds of welfare recipients have al-
ways been children—this was, after all,
mainly for mothers and children—we
want to make sure these children and
these families still have health care
coverage.

We want to also make sure we get
some information about the number of
children in these working families who
receive some form of affordable child
care. In other words, again, what we
want to find out is, as families move
from welfare to work, which is the
goal—and I think work with dignity is
terribly important—we also want to
make sure the children are OK.

Again, I will use but one of many ex-
amples. It will take me some time to
develop my argument, but one very
gripping example, I say to the Chair, is
when I was in east LA, I was meeting
with a group of Head Start mothers. As
we were discussing the Head Start Pro-
gram and their children, one of the
mothers was telling me she had been a

welfare mother and was emphasizing
that she was working. Indeed, she was
quite proud of working. In the middle
of our discussion, all of a sudden she
became upset and started to cry.

I asked her: If I am poking my nose
into your business, pay no attention to
me, but can you tell me why you are so
upset? She said: The one problem with
my working is when my second grader
goes home—she lived in a housing
project; later I visited that housing
project—it is a pretty dangerous area.
It used to be I could walk my second
grader to school, and then I could walk
her home, make sure she was OK. I was
there with her. Now I am always
frightened, especially after school. I
tell her to go home, and I tell her to
lock the door. I tell her not to take any
phone calls because no one is there.

It makes us wonder how many chil-
dren are in apartments where they
have locked the door and can’t take
any phone calls and can’t go outside to
play, even when it is a beautiful day. I
think we do need to know how the chil-
dren are faring and what is going on.
Again, this is a matter of doing some
good policy evaluation.

Finally, for those States that have
adopted the family violence option,
which we were able to do with the help
of my wife Sheila and Senator PATTY
MURRAY, we want to know how well
they are doing in providing the services
for victims of domestic violence. This
is important. The family violence op-
tion essentially said we are not saying
these mothers should be exempt. What
we are saying is there should be an op-
portunity for States to be able to say
to the Federal Government—it would
be up to States, and they would not be
penalized for that—look, this woman
has been battered and beaten over and
over again and we are not going to get
her to work as quickly as we are other
mothers; there are additional support
services she needs. When she goes to
work, this guy is there threatening
her. Because of these kinds of cir-
cumstances, please give us more flexi-
bility.

We want to find out how these States
are dealing with that. Otherwise, what
happens is if you don’t have that kind
of flexibility, then a mother finds her-
self sanctioned if she doesn’t take the
job; but she can’t really take the job
and, therefore, the only thing she ends
up doing is going back into a very dan-
gerous home. She has left, she has tried
to get away, and she is trying to be
safe. If you cut off her assistance, then
she has no other choice but to go back
into a very dangerous home.

That should not happen in America.
By the way, colleagues, I know it is an
incredible statistic, but October is the
month we focus on violence in homes. I
wish it didn’t happen. About the most
conservative statistic is that every 13
seconds a woman is battered in her
home in our country. I can’t even grasp
the meaning of that. A home should be
a safe place.
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As I have said before—and I hope my

colleagues, Senator HOLLINGS and Sen-
ator JUDD GREGG, will help me keep
this in conference committee—about 5
million children see this violence. So
we talk about the fact children should
not see the violence in movies and on
television. A lot of them see the vio-
lence right in their homes. It has a dev-
astating impact on their own lives. We
need to make sure these kids don’t fall
between the cracks and that we provide
some services.

I am going to start out in a moment
with some examples. I am talking
about nothing more than good policy
evaluation. Let me wear my teacher
hat. All I am saying—and we can dis-
agree or agree about the bill, on should
we have passed it or not, and some
things are working well but some have
questions; I have questions—let’s at
least do some good thorough policy
evaluation. We are saying that the
States just merge their tapes —they
have the data—and present it to Health
and Human Services. We have a report.
We know what is going on in these
areas.

This is a sense-of-the-Senate amend-
ment because, otherwise, I would have
been subject to a rule XVI point of
order. I hoped I would not have had to
do a sense of the Senate because, under
normal circumstances, we would have
had the House bill over here. If the
House bill had been over here, then I
could have introduced this amendment,
and I would not have been subject to
any rule XVI challenge. Since that has
not happened, what I am doing is
bringing this amendment out, getting,
I hope, a good, strong vote, and if the
House does, in fact, move forward with
some work and gets the Labor-Health
and Human Services Appropriation bill
passed, then I will bring this amend-
ment back as a regular amendment. I
say to colleagues, all the time I spend
today will have been well spent, and we
can have 5 minutes of debate and then
vote on it. In a way, I am trying to
move us forward in an expeditious
manner.

When we are talking about families
that are worried about whether they
can put food on the table or worried
about whether they can pay the rent at
the end of the month, I don’t think
they much care whether or not my
amendment is subject to rule XVI; I
don’t think they much care whether or
not this is an amendment on an appro-
priations bill; I don’t think they much
care about why the House hasn’t sent
an appropriations bill over to the Sen-
ate. What they care about are more
pressing issues.

What I am concerned about is that
there is, indeed, a segment of our popu-
lation who are very poor, the majority
of whom are children, who are, indeed,
falling between the cracks. Let me also
say at the very beginning that I think
this is the question: Since the welfare
bill passed, we have reduced the rolls
by about 4.5 million people, the major-
ity of them children. That has been

about a 50-percent reduction in the
welfare population. The question is
whether or not the reduction of the
welfare rolls has led to a reduction of
poverty because the goal of the legisla-
tion was to move these families to
some kind of economic self-sufficiency
and certainly not to put them in a
more precarious situation.

I think we ought to have the data. I
think we ought to do the policy evalua-
tion. I have said it before on the floor
of the Senate, and I think it is worth
saying again: One of my favorite soci-
ologists, Gunnar Myrdal, a Swedish so-
ciologist, once said, ‘‘Ignorance is
never random; sometimes we don’t
know what we don’t want to know.’’ I
think we ought not to be ignorant
about this. We ought to have the data.

My appeal is to do the policy evalua-
tion. This amendment will not cost ad-
ditional money. It can be absorbed into
the existing amount of money, accord-
ing to CBO. There is no reason why we
should not want to know—especially
since, in many States, the drop-dead
date certain is approaching where ev-
eryone will have used up the number of
years they can receive an AFDC benefit
and will be cut off assistance. Before
we do that with the rest of the popu-
lation, let’s at least have some kind of
policy evaluation. Let’s understand
what is happening to these families.

By the way, I think among those
families that are still on welfare, we
are talking about a fair number of chil-
dren who had children and who need,
therefore, to get a high school diploma
or are in need of job training. We are
talking about single parents with se-
verely disabled children. We are talk-
ing about a fair number of single par-
ents who are women who struggle with
substance abuse. I am being blunt
about it. This is an issue I know well
from work I have done all of my adult
life in local communities. We are talk-
ing about women who have been vic-
tims of domestic violence. We need to
be careful about what we are doing.
Sometimes we forget it, but this is
about the lives of people in the country
and, in particular, poor women and
children. I think we ought to have an
honest policy evaluation.

I want to put this in a very personal
context now. Before I do this, I wish to
start out with some art work that will
speak to this part of my presentation.
We had a group of high school students
from Minneapolis here—it was incred-
ible—who were working with the Har-
riet Tubman Center, which is a very
special shelter. These high school
kids—I think 300 or 400 of them sub-
mitted their art, and these 11 or 12 stu-
dents were the ones who had the best
art, but all of it was exceptional—came
to Washington, DC, 2 days ago. This
display is now in the Russell Building
Rotunda for a week. Every year, for
the last 6 or 7 years, Sheila and I have
brought different works from around
the country—sometimes from Min-
nesota and sometimes from other
States—to the Nation’s Capitol. I want

to show a little bit of these students’
work.

So often the focus on students is so
negative. These are inner-city high
school students. It was a wonderful di-
versity, with all sorts of nationalities,
cultures, histories, different colors, a
great group of students. I was so
pleased they came to Washington. This
work I think speaks for itself. I will
read from the top:

Is a corner in your home the only place
your child felt safe today? Why is it always
my fault? Stop it. Speak up. Seeing or hear-
ing violence among family members hurts
children in many ways. They do not have to
be hit to feel the pain of violence.

I am going to hold this up for a mo-
ment so it can be seen by people who
are watching this presentation. My col-
leagues can see this in the Russell Ro-
tunda.

Next picture. I will hold it up. It
says:

In the time it takes you to tie your shoe,
a woman is beaten. . ..Go ahead, now tie
your other one! Speak up! Domestic violence
causes almost 100,000 days of hospitalization,
30,000 emergency room visits, and 40,000 trips
to the doctor every single year.

I will just hold this up for a moment
so it can be seen. This is pretty mar-
velous work. This is art from the heart.
This is art from the heart of high
school students. I say that to the
pages; they are high school students.

The next work:
If we hear the violence and see the vio-

lence, why is it so hard to speak of the vio-
lence?

Is being a passer-by keeping a secret?
‘‘Speak up.’’

Ninety-two percent of women who
are physically abused by their partners
do not discuss these incidents with a
physician. Fifty-seven percent do not
discuss the incidents with anyone.

Finally, this is really powerful. I will
show it this way, too.

So . . . how do your kids behave on a date?
Love isn’t supposed to hurt.

Two high school kids.
On average, 100 out of 300 school stu-

dents are or have been in an abusive
dating relationship. Only 4 out of 10 of
these relationships end when the vio-
lence and abuse begin. One out of three
high school students is or has been in
an abusive dating relationship.

I say to my colleague from Nevada
this is marvelous artwork done by high
school students in inner-city Min-
neapolis. Twelve of them came to
Washington, DC. I thank my colleague,
Senator REID from Nevada, for having
the courtesy and graciousness to ac-
knowledge this work.

I want to tell you about a conversa-
tion I had. Maureen, who works with
Interchange Food Pantry in Mil-
waukee, WI, told me about a phone call
she received on Monday of this week—
Monday this week. On Monday,
Maureen received a phone call. It was a
woman who was well known at the food
pantry, a woman who has a file about
an inch and a half thick documenting
the domestic violence she has endured
at the hands of an abusive husband.



CONGRESSIONAL RECORD — SENATE S12157October 7, 1999
Yesterday, this woman—we are talk-

ing about this week, right now. I want
everyone to understand that this de-
bate is about people’s lives.

Yesterday, this woman ran out of her
home with her 3-year-old child in her
arms, fleeing her abusive husband. She
went to school, and she picked up her
three other young children. She went
to a laundromat. She called Maureen.
She was looking for help, and she
didn’t know where else to turn.

The people at the food pantry tried
to place this woman in a domestic vio-
lence shelter. But homelessness right
now seems to have reached epidemic
proportions in Milwaukee. So many
women are becoming homeless that all
of the battered women’s shelters are
full to overflowing, and desperate
women are presenting themselves as
victims of domestic violence so they
can be placed in shelters. The shelters
don’t have any room because there are
so many homeless women and children.
Some of these women are basically pre-
tending as if they are victims. Plenty
of them are. Because they are so bat-
tered, they try to find shelter. What
this means is there is no place left to
go for homeless women and women who
are victims of domestic violence.

She couldn’t find a shelter at this
food pantry. They could find no shelter
to place this woman. On the phone,
they couldn’t find anything for her.

This is 1999 in America. The economy
is booming. We don’t have this kind of
discussion on the floor of the Senate
enough.

All that food pantry was able to do
was to give her some food vouchers and
a bus ticket so they could go spend the
night with her mother. But her mother
lives in senior housing. She is not sup-
posed to have overnight guests, and she
could actually end up losing her house
if they get caught.

So this woman, who has a 15-year his-
tory of abuse, is going to have to re-
turn to her home. That is where she is
going. She will have to go back to this
abusive, violent, dangerous situation
for herself and for her children because
she lacks the economic independence
to do anything else.

No one should be forced to risk their
life or the lives of their children be-
cause they are poor. This woman’s
story is a welfare nightmare. She is
doing all she can. Her children are
clean, and they are well cared for. But
she is not making it economically. Her
husband isn’t willing to work. There-
fore, the family has been sanctioned by
the welfare department on and off. She
has been forced to rely on the food pan-
try for help.

So she sells her plasma as often as
possible—about three times a week.
She doesn’t have a high school degree.
But the welfare agency, instead of
making sure she gets her GED and the
training she needs to get some kind of
a living-wage job, has put her into a
training program so she can become a
housekeeper in a hotel. Their idea of
getting this woman to a life of eco-

nomic independence is to place her as a
housekeeper in a hotel.

She has been in an abusive, dan-
gerous situation for 15 years. Her case-
worker is aware of her situation. But
there is no help. There is no effort to
make her economically independent so
she can leave the marriage, and she is
now being forced back into this home.
She does not have the economic where-
withal to leave her home.

This woman has tried. She went to
the welfare office. She asked to be
placed in a job. They put her to work
in a light manufacturing job, a job for
which she had no training whatsoever.
Making the situation even worse, they
placed her in a job that was way out in
the suburbs with a 45-minute commute
each way on a bus.

Listen to this. This is why I think we
need to know what is going on in the
country. She had to get up at 4:30 in
the morning, drop her kid off at child
care—child care is hard to find at 4:30
in the morning—travel to her job, put
in a full day’s work, and ride all the
way home, pick up her kids, and go
back home to face her abusive husband.
When she went to the welfare worker
and explained the situation, she was
told that if she quit this job, she would
be sanctioned and she would lose her
benefits.

This woman’s life and the lives of her
children are not going to get better
until she can get out of her situation.
But under the current welfare pro-
gram—at least the way it is working in
one State, in one community—this
isn’t going to happen.

Let me give a few examples from
some of the studies that have been
done. Then let me go into the overall
debate.

Applying for cash assistance has be-
come difficult in many places. In one
Alabama county, a professor found
that intake workers gave public assist-
ance applications to only 6 out of 27
undergraduate students who requested
them despite State policy that says
anyone who asks for an application
should get one.

This was from a Children’s Defense
Fund study. The study cited was by the
professor who was doing fieldwork re-
search on the application process in
two Alabama counties.

Before I actually give the examples,
let me go to the debate. There are
those who argue that we don’t need to
do any policy evaluation because we
have cut the rolls in half. But the goal
was never cutting the rolls in half. The
goal was to reduce poverty.

Let me cite some disturbing evi-
dence: The reduction in the roles is not
bringing a reduction in poverty. We
want to know, what kind of jobs do the
mothers have? What kind of wages?
Are the families still receiving medical
coverage? Is there affordable child
care? Are children still participating in
the Food Stamp Program? This is what
we need to know.

I suggest the absence of a quorum.
The PRESIDING OFFICER (Mr. AL-

LARD). The clerk will call the roll.

The bill clerk proceeded to call the
roll.

Mr. COVERDELL. Mr. President, I
ask unanimous consent that the order
for the quorum call be rescinded.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. COVERDELL. Mr. President, I
ask consent that following the vote
which is to occur momentarily, Sen-
ator WELLSTONE be recognized for an
additional 45 minutes, and following
the use of or yielding back of time,
Senator COVERDELL be recognized to
move to table amendment No. 1842, no
second-degree amendment be in order
prior to the vote, and the vote would
occur at 1:50.

Mr. WELLSTONE. Mr. President, re-
serving the right to object.

The PRESIDING OFFICER. The Sen-
ator from Minnesota.

Mr. WELLSTONE. Mr. President, I
agree with the request and I am
pleased to work within this framework.
I have a judge I have to meet; he is
going to be appearing before an impor-
tant committee. I do not get done with
that until a little bit after 2 o’clock.
Could we say 2:15 instead of 1:50?

Mr. COVERDELL. I wonder if it
could be 1:45? What I am dealing with
is a total sequence of time. There are
other amendments. I wonder if we
voted at 1:45, would it give the Senator
time to get to his introduction? It
would be very helpful if we could do
that.

Mr. WELLSTONE. Mr. President, I
will figure out how to do it.

The PRESIDING OFFICER. Without
objection, it is so ordered.

AMENDMENT NO. 1861

Who yields time on the Bingaman
amendment?

Mr. BINGAMAN. Mr. President, how
much time is there at this point?

The PRESIDING OFFICER. There
are 4 minutes equally divided.

Mr. BINGAMAN. Mr. President, let
me sum up what the amendment does.
It is an amendment to set aside $200
million of title I funds to be targeted
at helping schools that are failing. We
give a lot of speeches about how we
need to help failing schools. This is a
chance to vote to help failing schools.
The amendment does not add money to
the bill. The amendment says we are
serious about accountability. We are
giving the States some funds, ear-
marking some funds so they also can
be serious about accountability in the
expenditure of title I funds.

I have a letter from the National
Governors’ Association. I ask unani-
mous consent it be printed in the
RECORD.

There being no objection, the letter
was ordered to be printed in the
RECORD, as follows:

NATIONAL GOVERNORS’ ASSOCIATION,
Washington, DC, October 7, 1999.

Hon. Senator JEFF BINGAMAN,
703 Hart Senate Office Building,
U.S. Senate, Washington, DC.

DEAR SENATOR BINGAMAN: On behalf of the
nation’s Governors, I write to express our
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strong support for your amendment to pro-
vide states with additional funds to help
turn around schools that are failing to pro-
vide a quality education for Title I students.

As you know, under current law, states are
permitted to reserve one-half of one percent
of their Title I monies to administer the
Title I program and provide schools with ad-
ditional assistance. However, this small set-
aside does not provide the states with suffi-
cient funds to improve the quality of Title I
schools. A recent study by the U.S. Depart-
ment of Education noted that the ‘‘capacity
of state school support teams to assist
schools in need of improvement of Title I is
a major concern.’’ The programs authorized
to fund such improvement efforts have not
been funded. As a result, states have been
unable to provide such services. According to
‘‘Promising Results, Continuing Challenges:
The Final Report of the National Assessment
of Title I,’’ in 1998, only eight states reported
that school support teams had been able to
serve the majority of schools identified as
needing improvement. In twenty-four states,
Title I directors reported more schools in
need of school support teams than Title I
could assist.

Earlier this year, the National Governors’
Association (NGA) adopted an education pol-
icy that recognizes the important role of the
states in providing technical assistance to
local school districts to help them imple-
ment federal education programs. In addi-
tion, the policy calls for full implementation
of the current Title I accountability provi-
sions, including the requirements that states
intervene in low performing schools. How-
ever, the policy calls on the federal govern-
ment to provide states with sufficient funds
to enable states to provide school districts
with the tools to meet federal program re-
quirements. Your amendment would provide
such funding. Therefore, NGA supports your
amendment and will urge other Senators to
support the adoption of it.

We look forward to working with you to-
wards the enactment of this and other provi-
sions that will help states improve the qual-
ity of services provided to Title I students.

Sincerely,
RAYMOND C. SCHEPPACH.

Mr. BINGAMAN. Let me read a few
sentences from it. This is addressed to
me, Senator BINGAMAN.

On behalf of the nation’s Governors, I
write to express our strong support for your
amendment to provide states with additional
funds to help turn around schools that are
failing to provide a quality education for
Title I students.

It goes on to say:
Earlier this year, the National Governors’

Association (NGA) adopted an education pol-
icy that recognizes the important role of the
states in providing technical assistance to
local school districts to help them imple-
ment federal education programs.

It goes on to say:
. . . the policy calls on the federal govern-

ment to provide states with sufficient funds
to enable states to provide school districts
with the tools to meet federal program re-
quirements. Your amendment would provide
such funding. Therefore, NGA supports your
amendment and will urge other Senators to
support the adoption of it.

This is a good amendment. The
States support it. It will help dramati-
cally in improving our schools. We
should not postpone this. We should
not kick this down the road and say we
will deal with it sometime in the fu-
ture. We should do it today.

I urge my colleagues to adopt the
amendment.

The PRESIDING OFFICER. The time
of the Senator has expired. The Sen-
ator from Georgia.

Mr. COVERDELL. Mr. President, the
amendment would take money that
currently goes directly to school dis-
tricts and give it to States for account-
ability purposes. The authorizing com-
mittee, chaired by Senator JEFFORDS of
Vermont, wants to have an opportunity
to take a careful look at this issue dur-
ing reauthorization of the Elementary
and Secondary Education Act. While
the letter from the National Gov-
ernors’ Association states that the as-
sociation supports the amendment, the
fact remains that funds would still be
taken from local school districts.
While this may be a decision the au-
thorizing committee may ultimately
make, it needs to be decided at the au-
thorizing committee level. This is a
significant decision, to take money di-
rectly from classrooms, and should be
carefully reviewed.

I yield the remainder of the major-
ity’s time, if any remains, and I move
to table the Bingaman amendment.

Mr. President, I ask for the yeas and
nays.

The PRESIDING OFFICER. Is there a
sufficient second?

There is a sufficient second.
The yeas and nays were ordered.
The PRESIDING OFFICER. The

question is on agreeing to the motion
to table amendment No. 1861.

The yeas and nays have been ordered.
The clerk will call the roll.
The legislative clerk called the roll.
Mr. NICKLES. I announce that the

Senator from Arizona (Mr. MCCAIN) is
necessarily absent.

Mr. REID. I announce that the Sen-
ator from Connecticut (Mr. DODD) is
absent because of family illness.

The PRESIDING OFFICER. Are there
any other Senators in the Chamber
who desire to vote?

The result was announced—yeas 53,
nays 45, as follows:

[Rollcall Vote No. 317 Leg.]

YEAS—53

Abraham
Allard
Ashcroft
Bennett
Bond
Brownback
Bunning
Burns
Campbell
Chafee
Cochran
Collins
Coverdell
Craig
Crapo
DeWine
Domenici
Enzi

Fitzgerald
Frist
Gorton
Gramm
Grams
Grassley
Gregg
Hagel
Hatch
Helms
Hutchinson
Hutchison
Inhofe
Jeffords
Kyl
Lott
Mack
McConnell

Murkowski
Nickles
Roberts
Roth
Santorum
Sessions
Shelby
Smith (NH)
Smith (OR)
Snowe
Specter
Stevens
Thomas
Thompson
Thurmond
Voinovich
Warner

NAYS—45

Akaka
Baucus
Bayh
Biden
Bingaman
Boxer
Breaux
Bryan

Byrd
Cleland
Conrad
Daschle
Dorgan
Durbin
Edwards
Feingold

Feinstein
Graham
Harkin
Hollings
Inouye
Johnson
Kennedy
Kerrey

Kerry
Kohl
Landrieu
Lautenberg
Leahy
Levin
Lieberman

Lincoln
Lugar
Mikulski
Moynihan
Murray
Reed
Reid

Robb
Rockefeller
Sarbanes
Schumer
Torricelli
Wellstone
Wyden

NOT VOTING—2

Dodd McCain

The motion was agreed to.
AMENDMENT NO. 1842

Mr. COVERDELL. Mr. President, it
is my understanding of the previous
unanimous consent that we now are
ready to hear Senator WELLSTONE from
Minnesota for up to 45 minutes.

The PRESIDING OFFICER. The Sen-
ator from Minnesota is recognized.

Mr. WELLSTONE. I thank my col-
league from Georgia.

Mr. President, since I had a chance to
speak on this amendment, I can be
brief and probably will not need to
take anywhere near the full amount of
time.

Let me remind Senators what the
vote on this amendment will be: To ex-
press the sense of the Senate regarding
the importance of determining the eco-
nomic status of former recipients of
temporary assistance to needy fami-
lies. I am hoping not one Senator votes
against this.

Again, the purpose of this amend-
ment is to express the sense of the Sen-
ate that we want to know, what is the
economic status of welfare mothers no
longer on welfare? What is happening
with this legislation? It is called policy
evaluation.

It is a sense of the Senate because
otherwise I would be subject to rule
XVI. If the House had done their work
and had sent over the Labor, Health
and Human Services appropriations
bill, I could do this amendment and I
wouldn’t have to do a sense-of-the-Sen-
ate amendment. I certainly hope there
is not a motion to table this. I can’t
imagine why it would be controversial.

The Senate goes on record that we
need to determine the economic status
of these former recipients. We need to
know how this legislation is working.
We need to know whether or not these
mothers, who have been sanctioned, ac-
tually have jobs. We need to know
whether the jobs pay a living wage. We
need to know whether these families
have been cut off medical assistance
when they are still eligible. We need to
know whether or not families have
been cut from food stamp assistance
even when they are eligible, and we
need to know what the child care situa-
tion is. We need to know the status of
2-year-olds and 3-year-olds.

This sense-of-the-Senate amendment
has the support of some 120 different
organizations: from Catholic Charities
USA; Center for Community Change;
Food Research and Action Center; Na-
tional Center on Poverty Law; Na-
tional Coalition Against Domestic Vio-
lence; NETWORK, a National Catholic
Social Justice Lobby; YWCA of Amer-
ica—the list goes on and on—Children’s
Defense Fund; Women for Reform Ju-
daism. There is a long list of organiza-
tions to which I think all of us give
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some credibility as important justice
organizations.

Again, I had a chance to speak about
this amendment earlier. I will just
summarize. Yes, the welfare rolls have
been reduced by about half. There are
4.5 million fewer Americans receiving
any assistance. But the goal wasn’t to
basically reduce the welfare rolls; the
goal was to reduce poverty. There are
still some 34-, 35 million poor Ameri-
cans. Unfortunately, some 6.5 million
children live in households with in-
comes less than half of the official pov-
erty level. Among one subgroup of our
population, the poorest of poor people,
poverty has gone up.

Today, about 20 percent of all the
children in our country and about a
third of the children of color under the
age of 6 are growing up poor. Still
today the largest poverty-stricken
group of Americans are children. Still
today we have a set of social arrange-
ments that allow children to be the
most poverty-stricken group in our
country. I cite as evidence, again, some
disturbing studies. Families USA says
we have about 670,000 fewer people who
no longer receive medical coverage be-
cause of the welfare bill; 670,000 citi-
zens no longer receiving any medical
assistance because of the welfare bill.
We have the U.S. Department of Agri-
culture telling us there has been about
a 20- to 25-percent drop in food stamp
participation, which has been the most
important safety net program for chil-
dren.

In addition, we have any number of
different studies—NETWORK, Catholic
Justice Organization being but one—
which point out that most of the jobs
these mothers are getting pay about $7
an hour. But if they don’t have any
health care coverage, they are worse
off. There are too many examples I can
give. Again, I want to make sure we
have the data about children, 2 and 3
years old, who are not receiving ade-
quate child care.

The question I am asking is embodied
in the wording of this amendment: To
express the sense of the Senate regard-
ing the importance of determining the
economic status of these former recipi-
ents.

What has happened to these women
and children? How are they doing? Is
this welfare bill working? We should do
some honest policy evaluation. Today,
at about quarter to 2, we will have a
vote on an amendment every Senator
should support. How can a Senator
argue that it isn’t important to know
the economic status of these women
and children? I don’t see the case
against it. I hope we get a strong vote,
and then that will give us some mo-
mentum for finally moving forward
with some legislation that eventually
will have some teeth that will, in fact,
call for this kind of policy evaluation.

I say to colleagues I could give many
State-by-State examples of ways in
which I don’t think this is working
quite the way we want it to. I won’t. I
could say to Democrats and Repub-

licans that, in some cases, in some
communities, there is success; in other
cases, in other communities, what is
going on it is rather brutal.

I can certainly say to all of my col-
leagues, in very good faith, we need to
understand the drop in food stamp par-
ticipation; they are so important to
meeting the nutritional needs of chil-
dren. We need to understand why so
many people have been dropped from
medical assistance. We need to know
whether there is decent child care for
these children, and we need to know
whether or not these families are mov-
ing toward economic independence.

It is extremely important that we do
this policy evaluation. That is all this
amendment calls for. It is a sense-of-
the-Senate amendment. It is to get
Senators on record with a good, strong
vote that we ‘‘express the sense of the
Senate regarding the importance of de-
termining the economic status of
former recipients of temporary assist-
ance in needy families.’’

Mr. President, I don’t know that
more needs to be said about this
amendment. I yield the floor and sug-
gest the absence of a quorum.

The PRESIDING OFFICER (Mr.
GRAMS). The clerk will call the roll.

The legislative assistant proceeded
to call the roll.

Mr. REID. Mr. President, I ask unan-
imous consent that the order for the
quorum call be rescinded.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. REID. Mr. President, we will
allow the majority to go to another
amendment and we will reserve the
time of the Senator from Minnesota.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. BOND addressed the Chair.
The PRESIDING OFFICER. A vote is

set for 1:50 on the Wellstone amend-
ment.

The Senator from Missouri is recog-
nized.

Mr. BOND. Mr. President, I ask unan-
imous consent that the pending amend-
ment be set aside.

The PRESIDING OFFICER. Without
objection, it is so ordered.

AMENDMENT NO. 1825

(Purpose: To prohibit the use of funds for the
promulgation or issuing of any standard
relating to ergonomic protection)
Mr. BOND. Mr. President, I send an

amendment to the desk and ask for its
immediate consideration.

The PRESIDING OFFICER. The
clerk will report.

The legislative assistant clerk read
as follows:

The Senator from Missouri [Mr. BOND] pro-
poses an amendment numbered 1825.

Mr. BOND. Mr. President, I ask unan-
imous consent that reading of the
amendment be dispensed with.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The amendment is as follows:
At the appropriate place, insert the fol-

lowing:
SEC. ll. (a) FINDINGS.—Congress makes

the following findings:

(1) The Department of Labor, through the
Occupational Safety and Health Administra-
tion (referred to in this section as ‘‘OSHA’’)
plans to propose regulations during 1999 to
regulate ergonomics in the workplace. A
draft of OSHA’s ergonomics regulation be-
came available on February 19, 1999.

(2) A July 1997 report by the National Insti-
tute for Occupational Safety and Health that
reviewed epidemiological studies that have
been conducted of ‘‘work related musculo-
skeletal disorders of the neck, upper extrem-
ity, and low back’’ showed that there is in-
sufficient evidence to assess the level of risk
to workers from repetitive motions. Such
evidence would be necessary to write an effi-
cient and effective regulation.

(3) An August 1998 workshop on ‘‘work re-
lated musculoskeletal injuries’’ held by the
National Academy of Sciences reviewed ex-
isting research on musculoskeletal disorders.
The workshop showed that there is insuffi-
cient evidence to assess the level of risk to
workers from repetitive motions.

(4) In October 1998, Congress and the Presi-
dent agreed that the National Academy of
Sciences should conduct a comprehensive
study of the medical and scientific evidence
regarding musculoskeletal disorders. The
study is intended to evaluate the basic ques-
tions about diagnosis and causes of such dis-
orders.

(5) To complete that study, Public Law 105-
277 appropriated $890,000 for the National
Academy of Sciences to complete a peer-re-
viewed scientific study of the available evi-
dence examining a cause and effect relation-
ship between repetitive tasks in the work-
place and musculoskeletal disorders or re-
petitive stress injuries.

(6) The National Academy of Sciences cur-
rently estimates that this study will be com-
pleted late in 2000 or early in 2001.

(7) Given the uncertainty and dispute
about these basic questions, and Congress’
intention that they be addressed in a com-
prehensive study by the National Academy
of Sciences, it is premature for OSHA to pro-
pose a regulation on ergonomics as being
necessary or appropriate to improve work-
ers’ health and safety until such study is
completed.

(b) PROHIBITION.—None of the funds made
available in this Act may be used by the Sec-
retary of Labor or the Occupational Safety
and Health Administration to promulgate or
issue, or to continue the rulemaking process
of promulgating or issuing, any standard or
regulation regarding ergonomics prior to
September 29, 2000.

AMENDMENT NO. 2270 TO AMENDMENT NO. 1825

(Purpose: To prohibit the use of funds for the
promulgation or issuing of any standard,
regulation, or guideline relating to ergo-
nomic protection)
Mr. BOND. Mr. President, I send an

amendment to the desk and ask for its
immediate consideration.

The PRESIDING OFFICER. The
clerk will report.

The legislative assistant clerk read
as follows:

The Senator from Missouri [Mr. BOND] pro-
poses an amendment numbered 2270 to
amendment No. 1825.

Mr. BOND. Mr. President, I ask unan-
imous consent that reading of the
amendment be dispensed with.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The amendment is as follows:
On page 1 of the amendment, strike all

after the first word and insert the following:
ll. (a) FINDINGS.—Congress makes the

following findings:
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(1) The Department of Labor, through the

Occupational Safety and Health Administra-
tion (referred to in this section as ‘‘OSHA’’)
plans to propose regulations during 1999 to
regulate ergonomics in the workplace. A
draft of OSHA’s ergonomics regulation be-
came available on February 19, 1999.

(2) A July 1997 report by the National Insti-
tute for Occupational Safety and Health that
reviewed epidemiological studies that have
been conducted of ‘‘work related musculo-
skeletal disorders of the neck, upper extrem-
ity, and low back’’ showed that there is in-
sufficient evidence to assess the level of risk
to workers from repetitive motions. Such
evidence would be necessary for OSHA and
the Administration to write an efficient and
effective regulation.

(3) An August 1998 workshop on ‘‘work re-
lated musculoskeletal injuries’’ held by the
National Academy of Sciences reviewed ex-
isting research on musculoskeletal disorders.
The workshop showed that there is insuffi-
cient evidence to assess the level of risk to
workers from repetitive motions.

(4) In October 1998, Congress and the Presi-
dent agreed that the National Academy of
Sciences should conduct a comprehensive
study of the medical and scientific evidence
regarding musculoskeletal disorders. The
study is intended to evaluate the basic ques-
tions about diagnosis and causes of such dis-
orders.

(5) To complete that study, Public Law 105-
277 appropriated $890,000 for the National
Academy of Sciences to complete a peer-re-
viewed scientific study of the available evi-
dence examining a cause and effect relation-
ship between repetitive tasks in the work-
place and musculoskeletal disorders or re-
petitive stress injuries.

(6) The National Academy of Sciences cur-
rently estimates that this study will be com-
pleted late in 2000 or early in 2001.

(7) Given the uncertainty and dispute
about these basic questions, and Congress’
intention that they be addressed in a com-
prehensive study by the National Academy
of Sciences, it is premature for OSHA to pro-
pose a regulation on ergonomics as being
necessary or appropriate to improve work-
ers’ health and safety until such study is
completed.

(b) PROHIBITION.—None of the funds made
available in this Act may be used by the Sec-
retary of Labor or the Occupational Safety
and Health Administration to promulgate or
issue, or to continue the rulemaking process
of promulgating or issuing, any standard,
regulation, or guideline regarding
ergonomics prior to September 30, 2000.

Mr. BOND. Mr. President, the per-
fecting amendment corrects an error in
the date in the language we provided in
the original amendment.

This is an amendment with respect
to ergonomics. The issue of protecting
employees against workplace injuries
is critically important. We all can and
must agree to that. However, we are
concerned about the proposed actions
of OSHA. Small businesses and con-
cerned employers know that ensuring
safe workplaces is critical to their em-
ployees and to their businesses. It is in
their best interest to protect employ-
ees from workplace injury, but they
can only accomplish that goal without
regulations that are unduly harsh.
They need to proceed on a basis that is
carefully thought out, makes sense,
and is based on sound science.

Since the 1990s, OSHA has been try-
ing to develop a rule that would tell
employers what they are supposed to

do to protect employees from ergo-
nomic injuries. But the agency still has
no answers to fundamental questions
that need to be answered before a regu-
lation can be issued or will be effective.
These questions are basic: How much
lifting is too much? How many repeti-
tions are too many? How can an em-
ployer determine what part of an in-
jury is due to workplace factors? And,
perhaps most important: What can an
employer do to prevent injuries or to
cure an injury that has happened?

After all the effort and time OSHA
has spent on developing their proposal,
there is not a single threshold or rec-
ommendation contained in it. Instead,
it basically says to employers. ‘‘We
know there’s a problem, and we can’t
figure it out. So we expect you to fig-
ure it out for us, and we will inspire
you with fines and penalties if you
don’t.’’

That doesn’t make much sense.
As I said before, employers—particu-

larly small businesses—know how
much they can lose in lost time and
lost employees through ergonomic in-
juries. They want help and good guid-
ance. They don’t want to say: Take
your best guess and we will fine you if
you are wrong. That is no way to do
business.

The amendment I propose today
delays the Occupational Safety and
Health Administration’s (OSHA) pro-
posed standard on ergonomic protec-
tion until the essential scientific re-
search to support this standard has
been completed. Sound science to sup-
port a sound safety standard.

Some opponents have tried to deflect
attention from the flaws and lack of
scientific basic for OSHA’s proposal by
mischaracterizing this amendment as
‘‘anti-women.’’ Nothing could be fur-
ther from the truth. To use the words
of several women construction business
owners representing the Associated
General Contractors of America (AGC):
‘‘Safety has no gender.’’

We all want to promote safe and
healthy workplaces. To date, voluntary
efforts by the business community
have led to a 17 percent decline in re-
petitive stress injuries over the past 3
years, according to the Bureau of
Labor Statistics. This includes a 29
percent decline in carpal tunnel syn-
drome cases and a 28 percent decline in
tendinitis cases—two of the most com-
monly cited ergonomic injuries. Such
injuries make up just 4 percent of all
workplace injuries and illnesses.

There are too many. We need to do
better. But we need to do so based on
sound science so employers, and par-
ticularly small businesses, will know
what reasonable standards they should
meet so they can protect their employ-
ees, which they, I believe, not only
want to do but which is in their eco-
nomic self-interest to do.

Despite this decline in ergonomic in-
juries, OSHA is on a rampage to impose
new mandates with no clear thresholds
or guidance to address the causes of
these injuries. This irresponsible be-

havior helps no employee—woman or
man.

Some proponents of OSHA’s
ergonomics standard have argued that
because many large companies have
been able to spend significant resources
of time and money to solve ergonomic
problems in their workplaces, all em-
ployers should now be required to do
this. The problem with using these ex-
amples as the basis of a regulation is
that each one of these companies ap-
proached the problem differently, and
was able to address the problem in a
way that made sense for them in their
workplace and in their business with
their employees. It does not follow
from these examples that OSHA should
seek to impose on all employers a regu-
lation that will have to fit a wide vari-
ety of companies. There is a vast dif-
ference between Ford Motor Company
being able to implement an ergonomics
program and a small business being
able to hire the necessary consultants,
purchase the necessary equipment, and
possibly redesign its processes to ad-
dress ergonomic questions.

OSHA’a ergonomics rule is different
from all other OSHA regulations that
establish a threshold for exposure to a
specific hazard and then tell the em-
ployer that if an employee exceeds that
threshold, certain measures must be
taken, or exposure must be reduced.

Because of this vagueness of OSHA’s
proposed standard, and the impact it
would have on small businesses which
would be forced to comply with it, I in-
troduced the Sensible Ergonomics
Needs Scientific Evidence Act—the
SENSE Act—S. 1070 on May 18 of this
year.

The amendment I offer today is fun-
damentally the same as that bill. It is
simple and direct—it tells OSHA that
it may not proceed with publishing a
proposed rule on ergonomics until after
fiscal year 2000. Why?

Because by that time National Acad-
emy of Sciences is expected to have
completed a study that Congress and
the President agreed upon last year.
This study is intended to determine
whether there is sufficient evidence to
answer those questions I just laid out
and to support a regulation on
ergonomics.

We agreed to pay $890,000 for a study.
As I said, Congress agreed, and the
President signed it. If we are to dis-
regard that, we waste the money, and
we don’t get the benefit of the inves-
tigation that has been going on during
this period of time and is expected to
make a sound basis for proceeding in a
scientific manner to do something
about workplace ergonomic injuries.
But if OSHA publishes its proposal
first, that is a classic example of what
I have described as the bureaucracy’s
desire for, ready, fire, and aim. You
need to figure out what you need to ac-
complish, and how you can do it before
you start out and do it.

My amendment would not preclude
OSHA from continuing its study of this
issue, and I urgently call on the agency
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to redouble its efforts, especially in
light of the report of the SBA Chief
Counsel for Advocacy, which I received
last week.

That report is very critical of
OSHA’s estimates outlined in the agen-
cy’s Preliminary Regulatory Flexi-
bility Analysis of the proposed
ergonomics standard. In fact, the re-
port concludes that ‘‘OSHA’s estimates
of the benefits of the proposed standard
may be significantly overstated.’’ In
other words, this standard may not
help employees—women and men—as
much as OSHA would have us believe.

Equally troubling is the report’s con-
clusion that the cost of the ergonomics
standard to all businesses could be as
much as 15 times more than what
OSHA estimates. Moreover, the report
emphasizes that the cost of the
ergonomics standard could be as much
as 10 times higher for small businesses
than for large companies.

So for what a large company would
have to do for employees, if it had to
pay $1,000 per employee, a small busi-
ness might have to pay $10,000 per em-
ployee. Those are some pretty signifi-
cant margins of error. If this rule goes
forward, small business, once again, is
left holding the bag.

The report also points out that ‘‘a
small business is not simply a large
business with fewer employees. Many
factors affect how a standard may im-
pact a small business much differently
than a large business.’’ It goes on to
discuss the fact that small businesses
often have higher employee turnover
rates meaning that any training re-
quirement will have a more significant
impact on the small firm than the
large one.

For women business owners, the cost
issue is particularly worrisome. As
AGC’s women construction business
owners put it: ‘‘Women-owned compa-
nies are the fastest growing sector of
our economy. Unfortunately, burden-
some regulations are a barrier to
women starting their own businesses.
Often, these regulations discourage
women from starting a new business or
expanding an existing one.’’

Mr. President, one thing is very
clear—this is an extremely com-
plicated issue. And we must have more
reliable cost and benefit estimates—
not to mention sound science and thor-
ough medical evidence—before we push
the Nation’s small businesses into an-
other maze of redtape.

If there are regulations which are
burdensome but which are necessary on
the basis of sound science to protect
against ergonomic injuries, then let
OSHA set them out. Let everybody
abide by those standards. But when we
don’t even know what best medical and
scientific evidence provides, why are
we going forward down a blind alley
with nothing but a huge cost at the
other end?

Employees have a right to expect
regulations will achieve realistic bene-
fits to them—not exaggerated lofty
goals that miss the mark and help no
one.

Let me be clear about something.
When you talk to workers who are in
businesses or in jobs where they do lift-
ing and work, they are very much con-
cerned about their medical care.

They are very much concerned about
their pension. They are also concerned
about their job.

We are talking about something that
could be a job killer. If we are telling
this employee—because we have issued
a standard without scientific basis—
the cost may be so great that your em-
ployer can’t afford to continue to hire
you, what favor have we done that em-
ployee? If she is put out of work be-
cause the unknown requirements of a
very expensive regulation are too much
for the employer to bear, that woman
could lose her job and lose the means of
livelihood in the name of lessening
ergonomic injuries, without any proof
that they do so.

Let me stress again, we all agree in
protecting employees from workplace
injuries, it is extremely important.
That is something we must do, we
must assure. Employers want employ-
ees to be safe. If your mother, father,
sister, or brother is working in a job
with lifting or repetitive motions, the
employers want them to be safe. How-
ever, small firms cannot accomplish
the goal of worker protection through
ill-conceived and poorly supported pro-
posals such as OSHA’s ergonomic
standard which has such potential bur-
den for small business. If the burdens
are too high, the business may not sur-
vive.

As I indicated earlier, this has been a
concern that women-owned businesses
have shared. If a business folds, there
are no employees to protect. Where is
the sense in that? OSHA is doing every-
thing in its power to get its proposal
published soon. The House passed legis-
lation on this issue, the Workplace
Preservation Act, H.R. 987, by a vote of
217–209. I think it is time for the Sen-
ate to add its voice to the call for
OSHA to act responsibly, to act dis-
passionately, but to act in good
science.

To summarize: We don’t have the
science; we don’t have the medical evi-
dence; we don’t have accurate cost fig-
ures; we don’t know the benefits to em-
ployees; and we don’t know what works
in preventing injuries. Moreover, OSHA
doesn’t know those either. All we have
is a potentially burdensome standard
that small businesses, whether owned
by a woman or a man, can ill afford.

I urge my colleagues to support this
amendment to make certain that
OSHA’s ergonomic standard is based on
sound science and ensure that we are
protecting men and women in the
workplace. I hope we can get a reason-
able time agreement so views on both
sides can be expressed and we can pro-
ceed to a vote on this very important
amendment.

Mr. SPECTER. Mr. President, I seek
to propound a unanimous-consent re-
quest for a time limit. I have already
had some informal indications that

Members on the other side of the aisle
intend to speak at some length. I will
propound a request for consent when
the manager returns to the floor.

Mr. DURBIN. Will the Senator yield?
Mr. SPECTER. For a question.
Mr. DURBIN. I am happy to propound

a question. Does the Senator from
Pennsylvania not understand, the com-
plexity of this issue virtually prohibits
a time agreement? We will continue
the debate until it is fully explored.

I think the Senator from Pennsyl-
vania and Senator from Missouri are
forewarned: Bringing an issue of this
complexity to the floor invites a
lengthy debate regarding worker safe-
ty, and we will object to a time limit.

Mr. SPECTER. This Senator does not
understand how this matter—for that
matter, any matter—is so complicated
as not to be subject to a time agree-
ment. We are all here under time limi-
tations. I only have 5 years 3 months
left on my term, for example. We all
have some time limitations.

I think it is possible to have a time
agreement. However, if the other side
intends to talk at length—I do not
want to inject the word ‘‘filibuster’’
into the discussion, but if the other
side wishes to talk at length and is un-
willing to enter into a time agreement,
I do understand that; I do not under-
stand that any matter is so com-
plicated as to preclude a time agree-
ment.

The PRESIDING OFFICER. The Sen-
ator from Pennsylvania has the floor.

Mr. SPECTER. I will speak since I
have the floor and I am manager of the
bill.

Mr. President, this issue has been the
subject of very contentious debate for
years. Last year in the conference com-
mittee in the House and Senate, we de-
bated at great length; the year before,
we debated at great length. There is no
doubt about emotions running high.

The subject of ergonomics is an effort
to have some way to stop repetitious
motions which cause physical injury to
workers. Many of the big companies
have adopted procedures which will
protect their employees because it is
cost effective to do so in the long run.
Small businesses face a little different
situation, which I understand. The dis-
tinguished chairman of the Small Busi-
ness Committee has offered this
amendment. I understand the point he
is making.

I point out that there have been
many studies on the issue. In 1998, a
peer review of the National Academy of
Sciences involving 85 of the world’s
leading ergonomic experts found ‘‘re-
search clearly demonstrates’’ that spe-
cific interventions can reduce or pre-
vent musculoskeletal disorders. The 6-
month study answered the same seven
questions the National Academy of
Sciences is now reviewing.

A 1997 review by NIOSH of 600 studies
produced the same result and found
that ergonomic solutions were being
successfully applied in many work set-
tings. During last year’s negotiations,
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Congress and the administration
agreed, by funding the study, they did
not intend to delay OSHA’s ruling.
House Appropriations Chairman Liv-
ingston and ranking member OBEY—I
think, on the record—made it clear
that the Director of the Office of Man-
agement and Budget, Jack Lew, also
concurred. We have had a letter from
the Secretary of Labor with a veto
threat. That is not unusual.

However, I believe there is a balance
which can be obtained to protect work-
ers and not to unduly burden busi-
nesses, including small businesses.
That is why, as chairman of the sub-
committee involved in the conference
for several years, I have tried to work
this out so we can find a way not to
overburden small business and at the
same time to protect workers from
these musculoskeletal problems.

Right now, the Office of Management
and Budget has the regulation and we
do not know what form it will finally
take. But someday we have to come to
grips with the issue and stop studying
it. Studies are very important to find
out what the facts are, and then we
must act on the facts. When studies are
used to interminably delay, it doesn’t
become a study; it is a filibuster by
study on one side, as it is filibuster by
an assertion that it is too complicated,
too intricate, to be able to come to
grips with it and decide.

We are sent here to try to decide the
issues. It is my hope we can debate the
facts, try to understand what the un-
derlying issues are, and then try to
find a consensus on public policy. At
some date, we will have to go ahead
and act one way or another on the pro-
tection of the workers.

I yield the floor.
The PRESIDING OFFICER. The Sen-

ator from Oklahoma.
Mr. NICKLES. Mr. President, I appre-

ciate the comments made by the man-
ager of the bill, and I also understand
the Senate lingo that means if we offer
this amendment, you will filibuster.
That disappoints me greatly.

I ask unanimous consent to be a co-
sponsor of the Bond amendment.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. NICKLES. I thank and com-
pliment the Senator from Missouri for
offering this amendment. It is needed.
This amendment is needed because the
administration is getting ready to pro-
mulgate some regulations in the near
future that will cost hundreds of mil-
lions, if not billions, of dollars for
American industry. When I say Amer-
ican industry, I am talking about small
business, as well as, big business. I am
talking about an unbelievably complex
set of regulations and there is no tell-
ing how much it will cost to implement
these regulations.

These regulations consist of how
many motions you should make. That
if you do more than a certain amount,
then maybe that is not safe; or if you
lift something, it cannot be lifted more
than this number of times, or it will be

too heavy or too stressful. OSHA and
the Department of Labor try to make
these very regulations and at the same
time they say they honestly do not
know what they are doing, so in many
cases they will wait until laborers com-
plain and then they will try to come up
with regulations to alleviate their
pain. These methods are not successful.

We have in fact already addressed
this issue. The Senate houses the Con-
gressional Research Service, a non-
partisan group, to research complex
issues. There is a CRS study that was
updated August 31, 1999. I will read
from a copy of this report that address-
es further ergonomic regulation:

Due to the wide variety of circumstances,
however, any comprehensive standard would
probably have to be complex and costly,
while scientific understanding of the prob-
lem is not complete.

It would be costly, it would be complex,
and, frankly, it would not be understandable.
It would not be workable.

The state of scientific knowledge about
ergonomics—and especially the role of non-
work and psychological factors in producing
observed syndromes—has become a key issue
in the debate over how OSHA should proceed.

Even if the problem were fully understood,
the wide variety of circumstances will be-
devil efforts to frame simple cost-effective
rules. What are called ‘‘ergonomic’’ injuries
are actually a range of distinct problems,
much as ‘‘cancer’’ is not one but a family of
diseases.

Throughout the summary of this re-
port, the point is that, due to a lot of
circumstances, any comprehensive
rules would have to be complex and
costly while scientific understanding of
the problem is not complete.

What about a scientific study? Why
don’t we ask the scientists? If Con-
gress’ research arm says this is going
to be costly, we do not have the sci-
entific basis to do it, why don’t we
have scientific basis? Why don’t we ask
the experts to take a look at it and see
if there is something they can come up
with that would be workable?

Well, we did do that. Last year, Con-
gress passed and almost every Member
of this body, or the majority of the
Members of both Houses of Congress,
passed a bill that funded $900,000 for
the National Academy of Sciences to
complete a study and review the sci-
entific literature as mandated by Con-
gress and the President on ergonomics.
They have not completed that study.
They should complete the study in
about a year, January 2001; in 13 or 14
months.

We are spending almost a million
dollars on the study to ask the sci-
entists to do an in-depth review. Yet
many people say they want OSHA to go
forth and come up with these complex
rules in spite of the unfinished study.
They are saying that they trust OSHA
to come up with rules and regulations
without this study, without the basis
for making such rules? You talk about
repetitive motions—OSHA often tells
companies that they may possibly be
doing something wrong and a company
could ask OSHA whether or not they
are in violation of certain standards

and OSHA would reply: ‘‘We don’t
know.’’

These standards are almost impos-
sible to define. What is repetitive mo-
tion? Standing at a machine on the job
for 8 hours a day—that is ergonomic—
is that too much? I grew up in a ma-
chine shop. I grew up in Nickles Ma-
chine Corporation. We lifted and moved
a lot of heavy equipment. There is no
way in the world some Federal bureau-
crat knows what is the proper amount
of weight that individuals should be
moving around. There is no way to cre-
ate a uniform standard that applies to
each individual.

Are they going to come in and super-
vise and say: You should not be stand-
ing there for that period of time?
Maybe you should not be working at
your computer for this amount of time.
Maybe you should not be engaged in
moving heavy objects.

We are going to have the heavy hand
of the Federal Government, Federal bu-
reaucrats running all across the coun-
try trying to make those kinds of de-
terminations, saying: If you do not
comply with our infinite wisdom, we
are going to fine you. We are going to
close you down. Amazing. It is amazing
that we would do such a thing.

The proposed regulations by OSHA
are not workable. They are unbeliev-
ably complex. Anybody who has looked
at them from a standpoint of real-life
experience in the workforce agrees that
this is not workable. So what have we
done if we succeed with this amend-
ment? We have passed restrictions
keeping this administration from going
forward on this enormously complex,
expensive, regulatory scheme.

Last year, we said let’s have this
study, let’s let this study go forward;
let’s look at real scientific facts before
we implement a standard that could
cost billions of dollars, and no telling
how many jobs would be lost as a re-
sult. Let’s let that happen. I regret
that this was not already included in
the committee bill.

I think most people will acknowledge
we have a majority vote on this. We
have the votes to do this. We have
Democrats and Republicans who will
support this amendment. We have a
majority; we have a majority vote in
the House as well. Now we have this
implied senatorial discussion: If you
have this amendment, due to its com-
plexity, we will discuss it for a long
time; i.e. we will filibuster this amend-
ment. We will not let this bill pass. We
don’t care if we bring down the largest
appropriations bill, that deals with
Education, Labor, Health and a mul-
titude of Governmental agencies—we
don’t care if we bring down the whole
thing.

Why? Because organized labor wants
this rule to go forward. I guess if the
leadership of AFL/CIO wants this rule
to go forward, we should absolutely let
it go forward. That is what a few peo-
ple are saying, although masked with
niceties, in senatorial discussion: If
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you insist on a vote on this amend-
ment, we are going to talk for a long
time and not let this bill pass.

As I said, we passed related legisla-
tion in 1998. We authorized the study I
previously mentioned, to look deeper
into the problems employees and indus-
try face. Let’s let the study work. Let’s
find out what the scientists have to
say. Let’s listen to the experts.

We had a couple of congressional
hearings regarding this very issue. The
following was concluded from a hearing
in 1997:

Any attempt to construct an ergonomic
standard as a remedy for regional musculo-
skeletal injuries in the workplace is not just
premature, it is likely to be counter-
productive in its application and enforce-
ment.

It is likely to be counterproductive.
Does this give unions a chance to file
complaints for harassment purposes?
Has anybody thought of that? Of course
they have. Does this increase people’s
leverage? ‘‘If you work with us, maybe,
a little bit, we will not be quite as vig-
orous in our complaints.’’ Is this what
we really want?

Another statement was made by Dr.
Stephen Atcheson and others with the
American Medical Association:

The debate concerning whether certain oc-
cupations actually cause repetitive motion
disorders is now well over a century old and
far from settled.

This is complex business. You are
talking about movements and actions
in the workforce, and there are an un-
limited number of movements and ac-
tions. Now we are going to have that
regulated by the Federal Government?
We are going to turn loose the Depart-
ment of Labor, OSHA, to come up with
regulations that have the force and the
power to fine and assess and have bu-
reaucrats telling people how to operate
their businesses? As if people running
those businesses could care less about
their employees?

The whole premise of this regulation
is Government knows best; employers
certainly don’t care about their em-
ployees—which I do not believe. I have
been an employer. You show me an em-
ployer who doesn’t care about his em-
ployees, and I will show you somebody
who is going out of business in a very
short period of time and probably de-
servedly so. It is this presumption—
the Government knows best; we need
Government as the caretaker for busi-
ness operations—that I think is absurd.
And we trust some bureaucrat in
OSHA, who probably knows nothing
about a particular operation, to come
in and say: Here is how you should run
your business. We know better than the
people that have been managing that
plant, working in that plant for years.
There is no telling how much it will
cost. No telling how many jobs will be
lost, the costs that could be imposed,
the costs that could result from unfair,
unworkable regulations.

I compliment my colleague from Mis-
souri, and I urge my colleagues to sup-
port the Bond amendment.

I yield the floor.
The PRESIDING OFFICER. The Sen-

ator from Minnesota.
Mr. WELLSTONE. Mr. President, I

am going to be brief because other col-
leagues are going to speak, and then I
will come back later as we go forward
in this debate.

I say to my colleagues on the other
side, what Senator DURBIN from Illi-
nois said is right on the mark. As rank-
ing minority member on the Labor
Committee, now called HELP, which
has jurisdiction over OSHA and occu-
pational health and safety issues which
are very important to working people,
I have a lot to say about this amend-
ment. What I will say, as this debate
goes forward, will be substantive, and
it will be important in determining
how all of us vote. This is an incredibly
important issue.

I will start out for a few brief min-
utes right now and then turn it over to
other colleagues. I will come back later
as this debate develops.

This Bond amendment will basically
stop OSHA from doing its job, which is
the mission of the mandate of keeping
American workers from getting injured
at work. It basically stops OSHA from
doing its job, and OSHA’s job is to pre-
vent workers from being injured at
work.

This amendment will shut down the
normal rulemaking process and stop
OSHA from doing anything at all about
ergonomic job hazards that are seri-
ously injuring over 600,000 workers
every year. That is a statistic my col-
leagues do not like to talk about. I
have heard the arguments about bu-
reaucrats and big government and all
of the rest, but we ought not be too
generous with the suffering of others.
We are talking about 600,000 workers
who are seriously injured every year.
That is what this debate is all about.

Ergonomic injuries are serious inju-
ries from repetitive motions, overexer-
tion, and physical stress. They include
carpal tunnel syndrome, back injuries,
and tendonitis. The amendment before
us will stop OSHA from issuing a
standard to prevent these injuries until
the National Academy of Sciences
completes a new study which will take
somewhere between 18 to 24 months.
This amendment will stop OSHA from
issuing not only a regulation, but even
voluntary guidelines or standards. This
amendment is an extreme amendment,
extremely harsh in its impact on work-
ing people.

Last week, Secretary of Labor Her-
man wrote that she would recommend
a veto of S. 1650 if this amendment is
adopted. By the way, I also say to my
colleagues, the reason Senator DURBIN
was right in what he said earlier—that
this debate will take some time—is be-
cause it is important to put a focus on
the people and their lives and who is
going to be affected by this.

With all due respect, quite often—and
this particular case is a perfect exam-
ple—when we talk about OSHA or
NIOSH, when we talk about occupa-

tional health and safety, we are talk-
ing about a group of Americans who
are rarely in the Senate or the House.
These are not in the main, our sons or
daughters. These are not in the main,
our brothers or sisters or our parents.
In fact, I think if they were, this
amendment would not even be before
the Senate. I do not want to lose sight
of about whom we are talking.

There are four points I want to make
as this debate develops. I will not de-
velop any of these points right now,
but I will mention them.

First, I want to spend some time
later on talking about the people, real
people who are affected by this debate.
As we speak, there are workers who are
injured needlessly because of the con-
tinuing efforts by this Congress, as rep-
resented by the Bond amendment, to
keep OSHA from doing its job. These
are real people with real health prob-
lems who are hurt at the workplace
with disabling injuries. I want to spend
a lot of time talking about who these
people are. I want to present stories. I
want to talk about these people in the
most personal terms possible so we
know what is at stake.

Second, I want to make the case that
something can be done to stop people
from being injured in this way, from
stopping these physically disabling in-
juries, from stopping the pain. There is
no need to wait another 2 years for an-
other study. We do not need another
study to show that ergonomic hazards
cause injuries and these injuries can be
prevented. We already know it. There
are already reams of scientific evidence
to prove it, and one more review of the
scientific literature is not going to
change anything. Later on in this de-
bate, I will talk about the studies that
have already taken place and what
their conclusions are, all of which say
we need to go forward right now.

Third, I want to dispel the mistaken
impression among some Senators that
a deal was worked out last year where-
by OSHA would delay this rulemaking
until the National Academy of
Sciences completes its second study.
Actually, that appears to be just the
opposite of what happened.

According to the parties involved in
those negotiations, there was an under-
standing that this new NAS study
would not prevent OSHA from going
forward. There was a clear under-
standing that this new NAS study
would not prevent OSHA from going
forward.

Finally, I want to make it clear that
the issue is not the substance of
OSHA’s proposal. There is already a
process in place for addressing any
criticisms or any modifications that
Senators and others may have. It is the
same rulemaking process that is used
for any other regulation: Interested
parties are encouraged to comment and
suggest changes. Criticisms or quibbles
with OSHA’s current proposal should
not be used as an excuse to stop OSHA
from doing anything whatsoever, and
that is exactly what is happening. This
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ergonomic standard has been delayed
for far too long.

It was first proposed in 1990 by then-
Secretary of Labor Elizabeth Dole. I
will go back through that history as
well, but I will conclude right now by
saying that this amendment just shuts
down the normal rulemaking process.
It stops OSHA from doing its job. It
does not speak to the 600,000 workers
right now who are being injured and
who are struggling because, in fact, we
do not have ergonomic job standards.
These injuries are serious injuries.
They are disabling injuries. Surely, we
can take action right now.

This is all about working people. It is
all about making sure there is some
safety at the workplace. It is all about
our responsibility to move forward
with a standard that will provide some
protection. It is all about making sure
OSHA is not gutted. It is all about
making sure this amendment, which I
view as a direct threat to many hard-
working people, does not go forward.

Yes, we are here to debate this. My
colleague, Senator DURBIN, is ready to
speak. Senator HARKIN is going to
speak. Senator KENNEDY will be here.
And later on in the debate, I will come
back and lay out story after story of
families that will be affected by this
amendment. I will talk about what this
means in personal terms. I will talk
about all the studies that have already
taken place and what the science clear-
ly suggests to us. We will have a major
debate on this. I have no doubt the vast
majority of people in this country ex-
pect the Senate to be on the side of
providing some decent protection for
hard-working Americans. I yield the
floor.

The PRESIDING OFFICER. The Sen-
ator from Arkansas.

Mr. HUTCHINSON. Mr. President, I
rise in support of the Bond amendment,
and I ask unanimous consent to be
added as a cosponsor of the amend-
ment.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. HUTCHINSON. Mr. President, it
is my understanding there are a num-
ber of colleagues on both sides of the
aisle who want to speak on the amend-
ment. I ask unanimous consent that we
limit the debate to 1 hour on this
amendment.

Mr. DURBIN. I object.
The PRESIDING OFFICER. Objec-

tion is heard.
Mr. HUTCHINSON. Mr. President, I

will speak for a moment about why I
think this amendment is so important.

When I travel through Arkansas and
with the opportunities I have had to be
in other parts of the country where we
have had hearings on workforce protec-
tions, one of the complaints I hear so
frequently from my constituents is
that regulatory agencies in general ex-
ceed the authority that has been dele-
gated by the Congress. One of the frus-
trations I hear expressed from so many
small businesspeople and others is: If
you in the Senate and the House are

the ones elected by us to represent us,
why do these regulatory agencies seem
to go off on their own, contrary to
what you have expressed in legislation?

It is a question that is always dif-
ficult to answer. Frankly, too often we
have allowed, whether it be OSHA or
the IRS, regulatory agencies to exceed
their statutory authority, and we have
done an insufficient job in reining in
what they are doing.

In this particular case, I think we see
exactly that. OSHA is an agency to
which we have delegated power. It
seems to be determined to extend its
regulatory power in a negative way
through the imminent implementation
of this ergonomic standard, regardless
of that standard’s effectiveness in pro-
tecting workers or its cost to American
industry.

So, yes, there is an issue of safety;
yes, there is an issue of cost; and, yes,
there is an issue of what is the sci-
entific basis for what OSHA is pro-
pounding to do.

So often what we find regulatory
agencies doing ends up having unin-
tended consequences which the Con-
gress must go back and try to rectify
at some later date or which results in
a reversal of the rulemaking process in
these various agencies.

We have already heard, in evidence
presented on the floor of the Senate
today, that there is concern that a pre-
mature ergonomic standard could have
counterproductive consequences.

I say to my colleagues, if you are
concerned about the health and welfare
of the American workplace, if you are
concerned about the safety of the
American worker, then let’s be sure
that when OSHA implements a rule,
they do so with a sound scientific basis
for what they are doing.

Now, I don’t know. If we can’t count
on the nonpartisan, highly respected
Congressional Research Service, then
who do we look to? That is why we pay
them. That is why we have established
them. They are well-respected. This is
what they said. Senator NICKLES ear-
lier quoted part of the CRS report. Let
me quote an additional part of what
they said. They said:

. . . because of the wide variety of tasks,
equipment, stresses and injuries involved,
any comprehensive standard would probably
have to be complex and costly.

They continue:
. . . ergonomics is a difficult issue because,

while there is substantial evidence of a prob-
lem, it is very complex and only partially
understood.

I think it is not prudent to move for-
ward with a rule when the CRS has
concluded the issue is complex and we
do not understand it. It is only par-
tially understood. How can you imple-
ment a rule that is in the best interest
of the American worker, much less the
American economy, if we do not under-
stand what the problem is and we can
only acknowledge it is partially under-
stood and it is complex?

As an example, the CRS cites that
while a whole ‘‘host of new products

and services have become popular—
such as back braces and newly designed
keyboards—there is little in the way of
scientific evidence about whether they
do any good.’’

What the opponents of this amend-
ment are suggesting is that though we
do not understand the issue, though it
is acknowledged to be complex, though
the CRS says we have a host of new
products and services out there but
there is no scientific evidence as to
whether they do any good or not, we
should nonetheless give the green light
for OSHA to move ahead in a rule-
making process without substantial
scientific basis for that rule.

Proponents of the ergonomics stand-
ard claim this issue has been ade-
quately studied, if not overstudied—
and that is what my friend and col-
league from Minnesota was just say-
ing—but it is simply not the case.

The National Institute for Occupa-
tional Safety and Health, NIOSH, after
conducting an extensive review of the
literature, stated that there are ‘‘huge,
fundamental gaps in our under-
standing’’ which ‘‘make it clear how
little we really know about
ergonomics.’’

So those who would say, well, we
have studied it—we have studied it and
studied it—we have studied it enough,
so let’s go ahead with the rule, they
are ignoring the basic conclusion, the
overwhelming conclusion of the evi-
dence and the literature on this issue,
which concludes we simply do not un-
derstand ergonomics.

There are ‘‘huge, fundamental gaps
in our understanding.’’

To my colleagues, I say it is for that
reason that the Congress wisely, I be-
lieve, last year, in the omnibus appro-
priations bill, appropriated $890,000 so
that we could fill those huge, funda-
mental gaps in our understanding con-
cerning the issue of ergonomics—
$890,000 for a more thorough review of
literature by the National Academy of
Sciences, a thorough study by the NAS,
which, if there is a more respected
group than the CRS, certainly in the
area of science, it would be the NAS.

We want a rule, but we want a rule to
be based upon good science, not some-
thing that is moved forward without
adequate study and without adequate
scientific basis, that could have nega-
tive impacts upon workers, and cer-
tainly will have negative impacts upon
the workplace and the economics of the
workplace.

Nonetheless, in spite of the fact that
we authorized, we spent, we appro-
priated $890,000, OSHA has refused to
wait for the results of that study. They
already released a discussion draft of
the ergonomic standard in February of
this year.

I simply find it inexplicable why
OSHA cannot wait for this definitive
study to be completed. To me, it does
not seem prudent to rush to judgment.
To me, it does not seem prudent to
rush to implement a rule without
knowing exactly what the consequence
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of that rule would be, how much it
would help workers, or how much it
might hurt workers, or exactly how
much of a burden it would be to busi-
nesses. We do not know the answers to
those questions. We need to know the
answers before we allow OSHA to move
forward with the rule.

Finally, I do not know that I can jus-
tify to my constituents in Arkansas,
and to the average Arkansas worker
who makes a median income of $27,000,
how the Federal Government effec-
tively wasted $890,000 of their hard-
earned tax dollars by not even waiting
for the completion of this study.

Therefore, I urge my colleagues to
adopt the Bond amendment and make
OSHA await the outcome of the NAS
study so they can devise an ergonomics
standard that will be effective in pro-
tecting American workers without un-
necessarily burdening American busi-
nesses.

I thank the Chair and yield the floor.
Mr. HARKIN addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from Iowa.
Mr. HARKIN. I rise in opposition to

the amendment of my friend from Mis-
souri and the Chairman of the Small
Business Committee. I heard not all
but most of the opening comments by
the offerer of the amendment, Senator
BOND. What I heard mostly was the
concerns expressed by Senator BOND re-
garding its impact on small businesses.

While I happen to serve on the Small
Business Committee, Senator BOND is
the chairman of that committee. It
goes without saying that Senator BOND
has had a long and intense interest in
the impact of rules and regulations on
small businesses. I think I can say
without fear of contradiction that Sen-
ator BOND has done a very good job in
protecting and defending the rights of
small businesses. Quite frankly, I be-
lieve I have, too, and others on the
committee. I can understand Senator
BOND’s concern, legitimate concern
about what would happen with the
small businesses.

In that regard, I support his thrust in
terms of making sure that we do not
impact unduly on small businesses and
that we fulfill our obligation to ensure
that small businesses get the support
whatever it might be, to help change
and redesign a workplace that would be
injurious to workers suffering from
ergonomic types of illnesses.

To say that it would have an impact
on small businesses does not mean we
can’t do anything about it because I
think we have an obligation to protect
the health and the safety and the wel-
fare of the workers of this country.
Whether they work for IBM or General
Motors or whether they work for a
small concern that employs five peo-
ple, I believe we have an obligation to
be concerned about their health and
their safety.

Obviously, we also have an obligation
to be concerned about the small busi-
nesses in this country. That is why I
say, to the extent we can, we better be

prepared to help small businesses to
cut down on the illnesses and injuries
to workers from musculoskeletal dis-
orders and the results of ergonomic ill-
nesses.

So again, I hope this is not just the
reason someone might vote against
this, because of the impact on small
businesses; think about the impact on
the workers, what is happening to
workers out there.

I would also like to point out that if
a small business has no workers with
work-related musculoskeletal disorders
(MSDs), is not in manufacturing and
does not have workers with significant
handling duties, that small business
doesn’t have to do a thing. Millions of
small businesses (drycleaners, banks,
advertising agencies, shoe repair) will
have no obligation to comply unless a
worker gets hurt. Then let us have a
meeting of the minds to do both. Let’s
protect our workers, and then meet our
obligation to help small businesses. It
seems to me this is the way to go.

I know the Senator from Illinois has
been waiting to speak, but let me also
comment upon the fact that Senator
BOND had said something about
women-owned businesses, that women-
owned businesses will be at risk. Quite
frankly, women are at risk.

Here is a study done on ergonomics,
called A Women’s Issue, from the De-
partment of Labor. The title says: Who
is at Risk? Women experienced 33 per-
cent of all serious workplace injuries—
those who required time off of work—in
1997, but they suffered 63 percent of re-
petitive motion injuries, including 91
percent of injuries resulting from re-
petitive typing or keying and 61 per-
cent from repetitive placing. Women
experienced 62 percent of work-related
cases of tendonitis and 70 percent of
carpal tunnel syndrome cases. So this
is a women’s issue. It is women who are
suffering more from repetitive injury
diseases and illnesses than men are. We
should keep that in mind.

Secondly, we hear about doing a
study and that we shouldn’t promul-
gate or have these rules prior to the
study being done. Well, first of all, for
the record, there is no new study being
done. The study being done by the Na-
tional Academy of Sciences, which is
referred to often, is just a study or a
review of existing literature. They are
not conducting any new research. All
of the literature being reviewed by the
National Academy of Sciences is al-
ready available to OSHA. The study
the NAS is doing is a review of all the
existing studies. We have studied this
issue to death. There have been more
than 2,000 ergonomic studies, and there
have been 600 epidemiological studies
done on ergonomics. We have more
than enough information to move
ahead in protecting workers. The study
we keep hearing about is simply a
study of all the studies. Let us keep
that in mind.

We have been a long time in this
rulemaking process. We have had over
8 years of study. I think it is well to

note, too, the first Secretary of Labor
who committed the agency to issuing
an ergonomic standard. It was then-
Labor Secretary Elizabeth Dole, who
committed the agency to issuing an
ergonomic standard. We have been
studying it ever since.

Also, keep in mind, no rule has been
issued, not even a proposed rule. Again,
that is all we are talking about, letting
OSHA go ahead with a proposed rule.
That is not the end of it. Once the pro-
posal is issued, the public, people on all
sides of the debate will have ample op-
portunity to comment on the proposal.

Lastly, this really does kind of break
the agreement we had last year. Our
word is our bond around this place. If
we don’t keep our word, this place dis-
integrates. Last year, we had an agree-
ment made with the House Members,
Congressman Livingston, who at that
time was chairman of the Appropria-
tions Committee, and DAVID OBEY, who
was the ranking member. They signed
a letter dated October 19, 1998. What
they said was: We understand that
OSHA intends to issue a proposed rule
on ergonomics late in the summer of
1999. We are writing to make clear that
by funding the NAS study, it is in no
way our intent to block or delay
issuance by OSHA of a proposed rule on
ergonomics. It was signed by Chairman
Livingston and ranking member OBEY.

I happen to be a member of the Ap-
propriations Committee. Obviously, we
are on an appropriations bill. I was in-
volved in the discussions on that last
year. The agreement was made to go
ahead and let the National Academy of
Sciences do a review—that is all it is;
it is not a new study—of the studies
that have already been done.

Let’s keep that in mind; this is not a
new study. During that time, OSHA
was not prevented from going ahead
and issuing a proposed rule—not a final
rule, a proposed rule, which I have
pointed out, then, allows everyone to
have their input and allows us in Con-
gress to see it. Again, people talked
about this study, and we had this
agreement. We should live up to the
agreement.

They talk about the cost. Here is a
whole packet—I will have them here if
anybody wants to read them—of ergo-
nomic changes made by companies,
both large and small, to help reduce
the significance and the number of in-
juries. These are what companies on
their own did.

One caught my eye. This is from Sun
Microsystems. They make computer
equipment and systems in California.
Problem: In 1993, the average work-re-
lated musculoskeletal disorder dis-
ability claim was $45,000 to $55,000. The
solution: Sun Microsystems purchased
ergonomic chairs and provided edu-
cation and work station assessments to
all who requested them. The company
also encouraged workers to adopt prop-
er posture while working with com-
puters. The impact: The average
repetitive-strain-injury-related claim
dropped from $45,000 to $55,000 in 1993 to
$3,500 in 1997.
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Does it work? Yes, it does. It works

well. We ought to get on with it. Let
OSHA issue their proposed rule. These
delays hurt workers. More than 600,000
workers lose work each year because of
ergonomic-related injuries. These are
our cashiers, nurses, cleaning staff, as-
sembly workers in manufacturing and
processing plants, computer users, cler-
ical staff, truck drivers, and meat cut-
ters.

This amendment should be defeated
because the workers of this country de-
serve to have their health and their
safety protected.

I yield the floor.
The PRESIDING OFFICER (Mr.

BUNNING). The Senator from Illinois.
Mr. DURBIN. Mr. President, I rise in

opposition to the amendment offered
by the Senator from Missouri, Mr.
BOND.

During the course of this debate, we
will hear many terms, which sound
technical in nature, about the issue at
hand. It has been described as
ergonomics, musculoskeletal disorders.
I think we ought to try to get this
down to the real-world level of what
this debate concerns.

I have before me a study from the
Centers for Disease Control and the
U.S. Department of Health and Human
Services relative to this particular
problem. They state, early in the
study, the term ‘‘musculoskeletal dis-
orders’’ refers to conditions that in-
volve the nerves, tendons, muscles, and
supporting structures of the body.

Another definition says: Ergonomic
injuries have many names. They are
called musculoskeletal disorders, re-
petitive stress injuries, cumulative
trauma disorders, or just simply
strains and sprains. These injuries
occur when there is a mismatch be-
tween the physical requirements of a
job and the physical capacity of a
worker.

I wanted to make sure we said that
at the outset, so those who are fol-
lowing this debate will understand that
what is at issue is not a highly tech-
nical, scientific issue but something
that every one of us who do manual
chores at home or at the workplace un-
derstands. If you sit there and have to
peel a bag of potatoes, when it is all
over your hand is a little sore. What if
you had to peel a bag of potatoes every
half hour, 8 hours a day, 40 hours a
week, 12 months a year? How would
your hands react to it? That is what we
are talking about—ergonomics; mus-
culoskeletal disorders.

I note that the Republican majority
wants to limit this debate. They have
asked on two occasions that we agree
to a limitation. I hope they will reflect
on the fact that we are talking about
injuries that occur to 600,000 workers a
year. It is only fair to those workers,
when we consider this amendment by
Senator BOND of Missouri, that this de-
bate reflect the gravity of the issue. I
will not make a unanimous consent re-
quest at this time, but I think it is rea-
sonable that we allot in this debate

perhaps 1 minute for every 250 workers
who were injured each year by one of
these conditions.

That is 1 minute of debate for every
250 workers. By my calculation, that
comes out to about 24,000 minutes, and
it turns out to be a 40-hour work week.
Wouldn’t it be interesting if the Mem-
bers of the Senate had to stand in their
workplaces 4 and 5 hours at a time de-
bating this amendment and then talk
about the aches and pains they suffer.
Imagine the worker who puts up with
that every single day.

Each of us in the Senate brings our
own personal experiences to this job. I
am sure there are many colleagues in
support of this amendment who have
been engaged in manual labor. I oppose
this amendment. I have had the experi-
ence, in my youth, of some pretty
tough jobs. My folks were pretty ada-
mant that I take on tough jobs so I
would want to go back to school and
finish my college and law school edu-
cation.

Well, it worked. I grew up in East St.
Louis, IL, and spent several summers
working in the stockyards, sometimes
working the graveyard shift, from mid-
night until 8 in the morning, and other
times during the day. I did all sorts of
manual labor, such as moving live-
stock, cleaning up in areas that needed
to be cleaned up. It was a lot of hard,
tough work. At the end of each sum-
mer, I was darn glad to go back to
school.

But there were two jobs I had that
educated me more than others about
the workplace, and dangers, and why
this debate is not about some dry con-
cept but about real people who get up
every single morning, pull themselves
out of bed, brush their teeth, and head
off to work to earn a paycheck to pay
for their families’ needs and maybe to
realize the American dream.

One job I had was on a railroad. It
was considered a clerical job. It in-
volved a lot of moving back and forth,
sometimes in the middle of the night,
in Brooklyn, IL, between trains that
stopped. I was a bill clerk walking up
and down with a lantern, trying to
keep track of these trains. One night,
in the middle of the night, I climbed a
ladder on the side of one of these gon-
dolas to see if it was empty or full. As
I started to jump down from that lad-
der, my college graduation ring caught
on a burr on the ladder, causing a pret-
ty serious injury and a scar I still
carry. That was a minor injury. I was
back at work in a few days. Some
workers aren’t so lucky.

But the job I had really educated me
about this issue, so I understand it per-
sonally. I hope my colleagues can come
to understand it. It is a fact that I
worked four straight summers in a
slaughterhouse, the Hunter Packing
Company of East St. Louis, processing
hogs and pork products. We were
unionized, the Amalgamated Meat Cut-
ters and Butcher Workers of Greater
North America, and we had a contract.
Thanks to that contract, I think I re-

ceived $3.50 an hour, which, in the
early 1960s, was a great wage for a col-
lege student. I could finish that sum-
mer and take $1,500 back to school and
do my best to pay my bills. My kids,
and a lot of college students today,
laugh when they consider that amount
of money, but that was a large amount
of money in my youth. When you came
to the slaughterhouse as a college stu-
dent, you expected the worst jobs, and
you took them if you wanted to make
the salary you needed. So I worked all
over this slaughterhouse.

The union had entered into an agree-
ment with the company, Hunter Pack-
ing Company, which said: You will
work an 8-hour day, but we define an 8-
hour day in terms of the number of
hogs that are processed. If I recall cor-
rectly, our contract said we would
process 240 hogs an hour, which meant
slaughtering or processing on 2 dif-
ferent floors, 2 different responsibil-
ities.

Some people who worked there said:
Wait a minute, if 240 hogs equals an
hour, and we are supposed to work 8-
hour days, and at the end of the day we
are supposed to have processed or
slaughtered 1,920 hogs, if we can speed
up the line that carries these hogs, or
speed up the conveyor belt that carries
the meat products, we might be able to
get out in 7 hours.

So it was a race every day to get to
1,920 hogs. Hundreds of men and women
who were standing on these processing
lines were receiving that piece of the
animal or piece of meat to process it,
knowing another one was right behind
it, just as fast as they could move—re-
petitive action, day in and day out.

I saw injuries in that workplace be-
cause of the repetition and the speed. I
can remember working on what we
called the ‘‘kill floor,’’ where the first
processing of a hog took place. I
worked next to an elderly African
American gentleman, a nice guy. He
joked with me all the time because I
was this green college student doing
everything wrong. One day, I looked
over as he slumped and fell to the floor;
he passed out.

I can recall another day when I was
working on a line where they were put-
ting hams on a table to be boned and
then stuck into a can so we could enjoy
them at home. These men were—it was
all men at that time—paid by the ham.
The faster they could bone the hams,
the more money they made. The knives
they used were the sharpest they could
possibly get their hands on. They cov-
ered the other hand with a metal mesh
glove, and they would set out to bone
the ham as quickly as they could.
There were hams flying in every direc-
tion and hands flying in every direc-
tion. The next thing you know, there
were injuries and cuts.

Of course, if your hand is cut and you
work as a piece worker, you really
don’t make much money until it heals.
You can’t go back too soon into an en-
vironment with a lot of meat juices
and water because it won’t heal. I



CONGRESSIONAL RECORD — SENATE S12167October 7, 1999
would see these men with bandaged
hands standing over to the side waiting
for another chance to make a living for
their family.

These images are as graphic in my
mind today, in 1999, standing on the
floor of the Senate, as they were in my
experience as a kid in that packing
house. As I looked around at the men
and women who got up every single day
and went to work—hard work, dirty
work, but respectable work—and
brought home a good paycheck for a
hard day’s work, I saw time and time
again these injuries on the job.

The amendment offered by the Sen-
ator from Missouri, Mr. BOND, says to
the Federal Government—in this case,
it says to the Secretary of Labor—not
to study and not to come up with regu-
lations that would protect workers in
the workplace from repetitive injuries.

It is a common question in legisla-
tures and on Capitol Hill: Who wants
this amendment? Who is pushing for
this amendment? Who would want to
leave millions of American workers
vulnerable in the workplace from re-
petitive stress injuries when we know
that over 600,000 workers a year are in-
jured? Who is it who wants to stop or
slow down this process?

Well, I am virtually certain it is
some business interest. I don’t know
which one, because the curious thing is
that every business that comes to talk
to this Senator, or others, is quick to
say: We care about our workers. We put
things in place to protect our workers.
We don’t need the Federal Government
to come in because safety in the work-
place is No. 1 at our plant.

I hear that over and over again. I
don’t dispute it. When I talk to you a
little later on about some of the com-
panies that have responded to this par-
ticular challenge, you are going to find
big names, Fortune 500 names, such as
Caterpillar Tractor Company of Illi-
nois, a big employer in my State. I am
proud of what this company makes and
exports around the world. You will
hear about what they have done to deal
with the problem. Chrysler Motor Com-
pany in Belvidere, IL. I have been
there. We will talk about what they
did.

Finally, you are going to say, if the
Fortune 500 companies and the ones
that talk to you are the good guys, the
companies that are really trying to
protect workers and understand how
expensive and serious it is to have inju-
ries in the workplace, who in the world
is pushing for this amendment that
would eliminate holding every business
in America responsible for safety in the
workplace?

My conclusion is that some bad ac-
tors out there in the business commu-
nity who are not living up to the same
standard as these companies are the
ones behind this amendment. And the
sad reality is, the larger companies,
through the organizations that rep-
resent them in Washington, have
joined ranks with the bad actors.

They are playing down the lowest
common denominator. They are trying

in a way to protect their competitors
that aren’t living up to the same good
standards for their workers. I think
that is shameful. I think it is disgrace-
ful.

This Bond amendment—make no
mistake—I want to read to you what it
does—says after a lot of preparatory
language:

None of the funds made available in this
act may be used by the Secretary of Labor,
or the Occupational Safety and Health Ad-
ministration, to promulgate, or to issue, or
to continue the rulemaking process of pro-
mulgating or issuing any standard regula-
tion or guideline regarding ergonomics prior
to September 30, 2000.

In other words, turn out the lights
downtown on establishing standards
that you send down to businesses to
protect workers.

Mr. SCHUMER. Mr. President, will
the Senator from Illinois yield for a
question?

Mr. DURBIN. I am happy to yield to
the Senator from New York for a ques-
tion.

Mr. SCHUMER. I thank the Senator
for yielding.

As I go around my State of New
York, I meet all kinds of people who
are unable to use their hands anymore
because of the kinds of jobs they have
had. We have had, for instance, in New
York City, workers from a variety of
jobs come together to talk about the
need for some kind of standard. Many
have been disabled by workplace inju-
ries and have had to limit the amount
of hours they work. One woman, for in-
stance, an editor for a local TV station,
says she can’t use her hands for cook-
ing, for opening doors, or for carrying
anything.

I ask my colleague from Illinois, how
would this amendment affect people in
that position?

Mr. DURBIN. The Bond amendment,
offered by the Senator from Missouri,
would basically say to those workers:
Your Government can’t establish a
standard to protect you in the work-
place. It stops the Government from es-
tablishing a standard for workers.

Mr. SCHUMER. Mr. President, if the
Senator might yield for another ques-
tion, I guess there is some talk about
whether we need to study further; that
they are not yet ready to have stand-
ards. Yet it is my understanding that
scientific and medical journals have
had over 2,000 articles about the need
for some kinds of standard, about what
the problems are, and that it is pretty
clear cut that in many new kinds of in-
dustries the problems that have devel-
oped at the workplace are so real that
we have far more than enough informa-
tion to develop standards.

Would the Senator care to comment
on whether or not the argument that
we are not ready to have standards in
ergonomics washes?

Mr. DURBIN. I say to the Senator
from New York, he is correct. Over
2,000 studies have established a causal
relationship between certain work pat-
terns and certain injuries.

I also say to the Senator from New
York that this large volume I referred
to earlier from the Centers for Disease
Control, which is not a political orga-
nization—it is an organization dedi-
cated to public health in America—
concluded after one of their more re-
cent studies as follows:

A substantial body of credible epidemiolog-
ical research provides strong evidence of an
association between musculoskeletal dis-
orders and certain work-related physical fac-
tors when there are high levels of exposure,
and especially in combination with exposure
to more than one physical factor; that is to
say, repetitive lifting of heavy objects in ex-
treme or awkward postures.

So the Senator from New York is cor-
rect. The evidence is in. There is need
for standard of protection.

Mr. SCHUMER. Mr. President, will
the Senator yield for a further ques-
tion?

Mr. DURBIN. I would be happy to
yield.

Mr. SCHUMER. Mr. President, I
thank the Senator. I respect his exper-
tise on this issue. I know he has been
involved in it for a long time.

It is my understanding that in 1990
the Secretary of Labor, Elizabeth
Dole—not a member of our party, now
a candidate for President—said that
OSHA must take all the needed steps
to develop an ergonomics standard.
That was virtually 10 years ago. There
has been lots of planning since. Am I
correct in assuming that even at the
beginning of the decade it was pretty
clear we needed some kind of standard,
and that we have delayed and delayed
to the harm of thousands, tens of hun-
dreds, and hundreds of thousands of
workers?

Mr. DURBIN. The Senator from New
York is accurate. At the conclusion of
my remarks, I will ask unanimous con-
sent to enter into the RECORD a news
release from the U.S. Department of
Labor that is dated Thursday, August
30, 1990, a release from then-Secretary
of Labor, Elizabeth Dole, that says as
follows in the opening paragraphs:

Secretary of Labor, Elizabeth Dole——

The same person who is now a Repub-
lican candidate for President, I might
add——
* * * today launched a major initiative to re-
duce repetitive motion trauma, one of the
Nation’s most debilitating across-the-board
worker safety and health illnesses of the
1990s.

She goes on with a quote that says:
These painful and sometimes crippling ill-

nesses now make up 48 percent of all record-
able industrial workplace illnesses. We must
do our utmost to protect workers from these
hazards, not only in the red meat industry,
but all U.S. industries.

That was Secretary Elizabeth Dole,
Republican administration, 1990.

Mr. President, I ask unanimous con-
sent to have printed in the RECORD this
news release in its entirety from the
Department of Labor.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:
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SECRETARY DOLE ANNOUNCES ERGONOMICS

GUIDELINES TO PROTECT WORKERS FROM RE-
PETITIVE MOTION ILLNESSES/CARPAL TUN-
NEL SYNDROME

Secretary of Labor Elizabeth Dole today
launched a major initiative to reduce repet-
itive motion trauma, once of the nation’s
most debilitating across-the-board worker
safety and health illnesses of the 1990’s.

‘‘These painful and sometime crippling ill-
nesses now make up 48 percent of all record-
able industrial workplace illnesses. We must
do our utmost to protect workers from these
hazards, not only in the red meat industry
but all U.S. industries,’’ Secretary Dole said.

‘‘We are publishing these guidelines now
because we want to eliminate as many ill-
nesses as possible, as quickly as possible.

‘‘The Department is committed to taking
the most effective steps necessary to address
the problem of ergonomic hazards on an in-
dustry-wide basis. Thus, I intend to begin the
rulemaking process by asking the public for
information about ergonomic hazards across
all industry. This could be accomplished
through a Request for Information or an Ad-
vanced Notice of Proposed Rulemaking con-
sistent with the Administration’s Regu-
latory Program.

‘‘We are emphasizing the need for employ-
ers to fit the job to the employee rather than
the employee to the job,’’ Secretary Dole
said. ‘‘This involves such measures as design-
ing flexible work stations which can be ad-
justed to suit individuals and relying on
tools developed to minimize physical stress
and eliminate crippling injuries. It begins
with organizing work processes with the
physical needs of the workers in mind.’’

Repetitive motion trauma, also referred to
as cumulative trauma disorders (CTD’s), are
disorders of the musculoskeletal and nervous
systems resulting from the repeated exer-
tion, or awkward positioning, of the hand,
arm, back, leg or other muscles over ex-
tended periods daily.

They include lower back injuries, carpal
tunnel syndrome, (a nerve disorder of the
hand and wrist), and various tendon dis-
orders, among others.

‘‘We are initially focussing on the red meat
industry because its problems are well-docu-
mented and very severe,’’ Secretary dole
said.

The guidelines for the red meat industry,
being issued in the form of a booklet by the
Labor Department’s Occupational Safety and
Health Administration (OSHA), were devel-
oped to assist employers in the industry in
developing ergonomic hazard abatement pro-
grams.

‘‘The message in the guidelines is simple:
repetitive motion illnesses can be minimized
through proper workplace engineering and
job design and by effective employee train-
ing and education,’’ Secretary Dole said.
‘‘The guidelines list the keys for success:
commitment by top management, a written
ergonomics program, employee involvement
and regular program review and evaluation.

‘‘We will be closely monitoring and assess-
ing the success of the Red Meat Guidelines in
addressing ergonomic hazards to give us
more information on which to proceed as we
deal with these issues on an industry-wide
basis.

‘‘We owe a debt of thanks to the United
Food and Commercial Workers, AFL–CIO;
the American Meat Institute, and the Na-
tional Institute for Occupational Safety and
Health for their expert assistance in devel-
oping these guidelines. Their willingness to
join with us in finding and implementing so-
lutions to ergonomic problems has been most
encouraging.’’

Assistant Secretary of Labor Gerard F.
Scannel, who heads OSHA, said his agency

would begin an inspection program early
next year in the red meat industry as an-
other phase of the special emphasis program
initiated by the issuance of the guidelines.

He said the special emphasis program for
the meat industry has been designed to en-
sure that the well-recognized ergonomic haz-
ards in the industry are being adequately ad-
dressed and that ergonomic programs are in
place in all major meatpacking plants.

Each red meat plant in the U.S. will be
sent a copy of the meatpacking guidelines.
As part of the special emphasis program, em-
ployers will be offered the opportunity to
enter into agreements with OSHA to abate
their ergonomic hazards.

Though those who sign such an agreement
will be subject to monitoring visits and
OSHA inspections in response to complaints,
they will not be cited or penalized on ergo-
nomic issues if the monitoring visits show a
comprehensive effort and satisfactory
progress in abating such hazards.

Scannell said that while the guidelines are
advisory, ‘‘compliance with them could dem-
onstrate to an OSHA inspection team that
an employer is committed to addressing
ergonomic hazards.’’

Scannell said the guidelines include a list
of questions and answers about common
problems to provide more specific assistance
to small businesses.

‘‘Ergonomics Program Management Guide-
lines for Meatpacking Plants,’’ the official
title of the booklet, builds on the coopera-
tive approach of OSHA’s safety and health
program management guidelines issued in
January 1989. Although strict adherence to
today’s guidelines is not mandatory, OSHA
believes following them can produce signifi-
cant reductions in repetitive motion ill-
nesses.

The recommended program begins with
analysis of the worksite to identify potential
ergonomic problems. Ergonomic solutions
may include: engineering controls such as
proper work stations, work methods and tool
designs, work practice controls such as prop-
er cutting techniques, new employee train-
ing, monitoring adjustments and modifica-
tions, personal protective equipment such as
assuring proper fit of gloves and appropriate
protection against cold and administrative
controls such as reducing the duration, fre-
quency and severity of motions; slowing pro-
duction rates; limiting overtime; providing
adequate rest pauses; increasing the number
of workers assigned to a particular task; ro-
tating workers among jobs with different
stressors; ensuring availability of relief
workers; and maintaining equipment and
tools in top condition.

Further, meatpackers need to develop an
effective training program to explain to em-
ployees the importance of working in ways
that limit stress and strain, and the need to
report symptoms of CTDs early so that pre-
ventive treatment can forestall permanent
damage.

Employers must also instruct employees in
the proper techniques for their individual
jobs. Annual retraining is necessary to as-
sure that employees continue to do their
jobs correctly.

An effective ergonomics program also in-
cludes medical management with trained
health care providers to work with those im-
plementing the ergonomics program and to
treat employees. The guidelines describe
helpful steps including periodic workplace
walkthroughs, symptoms surveys and lists of
light-duty jobs for employees recovering
from repetitive motion injuries.

They stress the importance of a good
health surveillance program; the need to en-
courage early reporting of symptoms; appro-
priate protocols for health care providers;
and evaluation, treatment and follow-up for
repetitive motion illnesses.

Finally, the booklet offers suggestions for
recordkeeping and monitoring injury and ill-
ness trends.

The guidelines also include a glossary of
terms and a list of references. Employers
may contact OSHA regional offices with
questions about ergonomics, recordkeeping
or other safety and health issues by con-
sulting the directory at the end of the book-
let.

Single copies of ‘‘Ergonomics Program
Management Guidelines for Meatpacking
Plants’’ are available free from OSHA Publi-
cations, Room N3101, Frances Perkins Build-
ing, 200 Constitution Ave., NW, Washington,
D.C. 20210 by sending a self-addressed mail-
ing label.

Mr. SCHUMER. Mr. President, I rise
today to state my opposition to this
amendment.

When people say government is not
responsive to people’s problems or that
it gets nothing done—they are talking
about this amendment which bars
OSHA from issuing a standard on
ergonomics.

We know the facts. Ergonomics is no
longer the mystery it once was. Over
2,000 articles related to this appear in
scientific and medical journals.

We do not need new studies. How
many studies do we need before every-
one recognizes the obvious—ergonomic
injury is real?

The 600,000 workers who experience
severe back pain or hand and wrist
pain have been studied ad nauseam.

So let’s move forward and develop a
standard. It will ultimately save busi-
nesses money and it will protect work-
ers, because a standard will keep peo-
ple in the workplace.

The Department of Labor has worked
on formulating a standard since
former-Secretary Elizabeth Dole said
in 1990 that OSHA must take all the
needed steps to develop an ergonomics
standard. That’s 10 years of planning.
We don’t need another year of delay.

This shouldn’t be a partisan issue.
We need not pit business versus labor.
All sides will benefit.

If not now, I predict eventually we
will develop an ergonomics standard.
Because as this economy becomes more
dependent on the computer, and more
top level managers spend much of their
day in front of a screen—they will de-
velop the same injuries that are re-
served now only for secretaries.

And that will be impetus to develop a
standard for them and for those in con-
struction and factories that develop re-
petitive motion stress.

Last April in New York City, workers
from a variety of jobs came together to
talk about the need for an ergonomics
standard. Some have been permanently
disabled by workplace injuries. Some
have had to limit the hours they work.

One woman, an editor at a local tele-
vision station, said can’t use her hands
‘‘not for cooking, opening doors, car-
rying anything.’’

Passing this amendment means we
believe these people are faking it. No
wonder people are so frustrated by gov-
ernment.

Let’s defeat this amendment.
Mr. President, will the Senator also

answer another question?
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Mr. DURBIN. Certainly.
Mr. SCHUMER. This is one other

problem that I have heard from my
constituents in New York. Workers
who have labored long and hard who
show up at the job day in, day out de-
velop certain types of problems, and
because there are no standards, all too
often when they go to their supervisor,
when they go to their boss, when they
go to somebody of some authority in
the company in which they work—it
could be a large company, it could be a
small company—and complain of these
problems, they are told they are faking
because these injuries are different.
Many of them are the kinds of injuries
we are used to where, God forbid, you
see blood or bone or some bruise. These
are injuries that hurt and affect their
ability to work just as much, but they
can’t be seen in the same way.

Has the Senator from Illinois come
across the same type of problem, and
wouldn’t the promulgation and mainte-
nance of standards help these people
prove they have a real problem?

Mr. DURBIN. I think the Senator
from New York identifies the real prob-
lem here in defining the issue because
in many cases we are talking about
what is characterized as a ‘‘soft tissue
injury.’’ In other words, examination
by an x ray or an MRI may not disclose
any problem and yet there is a very se-
rious and real problem.

I used to find in my life experience
people suffering neck and back inju-
ries. You couldn’t point to objective
evidence of why this person was crip-
pling up or why this person had a prob-
lem. In fact, the problem was very real.

What we are trying to do is establish
a standard so the worker is not accused
of malingering and the worker is not
accused of faking it, but the worker
has a recourse when there is a very real
and serious injury to at least get time
off and at least go for some medical at-
tention.

The Senator from Missouri, Mr.
BOND, with this amendment wants to
stop this process, wants to say that
this Government will not establish
that standard of protection for Amer-
ican workers. The net result of it, of
course, is that 600,000 victims of these
injuries each year will not have the
protection to which the Senator from
New York has alluded.

Mr. SCHUMER. I thank the Senator.
Mr. DURBIN. Mr. President, let me

go on to say that the objective of con-
tinuing to study this matter is one of
the oldest strategies on Capitol Hill. It
is the way many people who object to
a certain thing occurring delay the in-
evitable and prolong the process of re-
view.

I have been involved for years in the
battle against the tobacco companies. I
can’t think of a product in America
that has been studied more than to-
bacco. It shouldn’t be. It is the No. 1
preventable cause of death in America
today.

When the tobacco companies ruled
the roost on Capitol Hill, they would

postpone health standards and warning
labels, and banning smoking on air-
planes, for example, by saying: We just
need another study. If we can get an-
other study, then maybe we will arrive
at the truth about what to deal with,
what to do in dealing with tobacco
products.

This is another good illustration. I
listened to the Senator from Missouri.
He said in his conclusion supporting
this amendment, which I rise in opposi-
tion to: ‘‘It is time for OSHA to act
compassionately.’’

I understand the virtue of compas-
sion, and I hope I have some in my life.
But there is no compassion for millions
of American workers if we do not set
out to establish a standard of protec-
tion when it comes to these types of in-
juries.

To postpone this for another year—
which is what this amendment would
do—is to put their health and safety at
risk. For what? So that bad companies
that care less about their worker inju-
ries don’t have to improve the work-
place? That is what it is all about.
That is the bottom line on this debate.

As I said earlier, major companies al-
ready recognize the problem and re-
spond to it. Go into many of your dis-
count stores and one sees workers
wearing back brace belts. I have seen
them at Wal-Mart and other stores.
Their employers understand reaching
over and pulling groceries hour after
hour can cause some back strain, so
they have done something about it.
Voluntarily, on their own, they have
done something. They don’t want the
workers to be off work and an expense
to the company. They want them to
continue on the job with good morale
and they provide them some protec-
tion.

When I went to the Belvidere Chrys-
ler plant where they make the Neon
automobile in my State of Illinois, I
was pleasantly surprised to see all the
changes that had taken place on the
assembly line. In the old days, a work-
er would turn around and pick up a
piece of an automobile, move around,
and put it on the automobile to fix it
in place. That has changed. There are
all sorts of cranes and devices so parts
can be moved without strain or stress
to the employee. That was done not
just to protect the employee but to
protect the bottom line of the com-
pany.

Frankly, worker injuries cost the
companies in terms of time lost and in
terms of productivity as the experi-
enced workers leave the line and some-
one new takes their place. That is
being done by conscientious companies.
OSHA needs to develop a standard for
those that are not conscientious. The
Bond amendment is not compassionate.
The Bond amendment stops the De-
partment of Labor from establishing
that standard of protection.

As I mentioned earlier, over 6 million
workers have been injured in the
course of keeping records on this par-
ticular type of injury, 600,000 each

year. Over 2,000 studies on these haz-
ards have detailed how the hazards in
the workplace harm people and put
them out of work, and the devastating
impact they have had on the American
workforce.

Yet the Bond amendment delays,
stops it, says to the workers who go to
work every single day, put your life
and your earning capacity at risk in
the workplace. And we in Congress,
each year, for the sake of a handful of
companies that refuse to act respon-
sibly in dealing with their workers,
will stop you from any standard of pro-
tection.

The following disorders in 1997 ac-
counted for more than 600,000 work-
place injuries. One is fairly common. In
fact, some people who work in my of-
fice have dealt with this problem be-
cause of the nature of working on a
keyboard. This type of musculoskeletal
disorder is called carpal tunnel syn-
drome. It accounts for $20 billion annu-
ally in workers’ compensation costs.
As I am speaking now, there is a court
reporter standing in front of me work-
ing away at her machine; she does that
every single day. If she is not careful,
she can develop problems, as people in
ordinary clerical situations do on a
regular basis.

I don’t think these people are malin-
gerers. I don’t think these people are
faking. Ever seen the scars from the
surgery? That strikes me as a great
length to go to to fake an injury. I
think these people are in real pain and
seeking real relief.

One of the things I have noticed,
some of the keyboards have been
changed now so there is less stress on
the hands of workers who use them.
Companies have decided in redesigning
the keyboard that they will address
that problem directly. It could be that
the development of a standard by the
Department of Labor will move our
country in that direction and reduce
the $20 billion paid out every year by
American businesses for workers’ com-
pensation cases involving those with
carpal tunnel syndrome.

Who is affected the most by the Bond
amendment? Which workers will be
hurt the most by the Bond amend-
ment? Women across America. Women
workers suffer a much higher rate of
carpal tunnel syndrome. According to
the Bureau of Labor Statistics, 86 per-
cent of repetitive motion injury in-
creases were suffered by women; 78 per-
cent of tendinitis increases were suf-
fered by women. Yet women make up
46 percent of the workforce.

What kind of jobs are these women
in? We have talked about clerical jobs,
obviously. But there are nurses, nurse’s
aides, cashiers, assemblers, maids, la-
borers, custodians, and, yes, many of
these jobs employ minority workers. It
is estimated between 25 and 50 percent
of the workforce are Hispanic and Afri-
can American workers in those par-
ticular jobs.

A 6-month study by the National
Academy of Sciences in 1998 stated,
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‘‘The positive relationship between the
occurrence of musculoskeletal dis-
orders and the conduct of work is
clear.’’

We heard the Senator from Arkansas,
we heard the Senator from Missouri—I
am sure we hear others—stand up and
defy this scientific conclusion. Despite
2,000 studies and this clear language,
some would lead Members to believe
that it is still a mystery how 600,000
workers could complain of this type of
injury in America every single year.
We know better. We know better from
our life experience. That is why this
amendment is so bad, why this amend-
ment, in delaying protection for those
workers, ignores the obvious, the inju-
ries and the scientific conclusion that
leads us to at least a standard of care
to protect those same workers.

A few minutes ago, I made reference
to the press release from the Depart-
ment of Labor, 1990, at a time when the
Secretary was Elizabeth Dole. Eliza-
beth Dole is a person I came to know
and respect when she was Secretary of
Transportation and appeared before my
subcommittee in the House of Rep-
resentatives. There was a time when
we spoke of worker protection issues as
bipartisan issues. Sadly, with a very
few exceptions, that is not the case
anymore.

If we are talking about increasing
the minimum wage, which historically
was a bipartisan issue—both Demo-
crats and Republicans understanding
that people who went to work every
day deserve a living wage—that has
changed. It has changed for the worse.

This amendment, if it comes to a
vote, will evidence that this has be-
come a very partisan matter. Those of-
fering the amendment on the Repub-
lican side of the aisle will generally, if
not exclusively, vote in support of the
amendment; those on the Democratic
side of the aisle will generally vote
against it. We have broken down on
partisan lines.

The sad reality is the workers we are
talking about and the workers who
were injured do not break down on par-
tisan lines. The workers who come off
that job with neck and back injuries
and carpal tunnel syndromes are Re-
publicans, Democrats, Independents,
and nonvoters. They deserve better
than to let this issue break down to the
partisan battle which it has.

Secretary of Labor Elizabeth Dole
said in August of 1990:

We must do our utmost to protect workers
from these hazards in all U.S. industries.

She said at that time, 9 years ago:
We are publishing these guidelines now be-

cause we want to eliminate as many illnesses
as possible as quickly as possible.

She goes on to say:
The Department [of Labor] is committed

to taking the most effective steps necessary
to address the problem of ergonomic hazards
on an industry-wide basis.

That was 9 years ago. Here we are
today, without those standards of pro-
tection, and an effort underway by
Senator BOND of Missouri to, once

again, delay the establishment of these
standards.

Secretary Elizabeth Dole said in 1990:
We are emphasizing the need for employers

to fit the job to the employee, rather than
the employee to the job. This involves such
measures as designing flexible workstations
which can be adjusted to suit individuals and
relying on tools developed to minimize phys-
ical distress and eliminate crippling injuries.
It begins by organizing work processes with
the physical needs of the workers in mind.

That is basically what I have seen ap-
plied to businesses in my home State of
Illinois, by companies that care. This
entire news release has now been
agreed to be part of the RECORD. Those
who review this debate will see that
Secretary Dole was on the right
track—a Republican Secretary of
Labor.

Why, today, the Republican Party,
through the amendment of Senator
BOND of Missouri, wants to take a dif-
ferent venue, a different tack, and to
eliminate this responsibility, I cannot
explain.

This press release is from a different
Labor Secretary, not our current Sec-
retary of Labor, Alexis Herman, who
said if the Bond amendment is adopted,
she will veto this entire important bill;
it is from Secretary Elizabeth Dole.
But it is from Secretary Elizabeth
Dole. Secretaries Dole, Reich, and Her-
man have support this issue, but they
are not alone. Other endorsements es-
tablishing the standard of protection
for American workers come from the
American Nurses Association, the
American Academy of Orthopedic Sur-
geons, the National Academy of
Sciences, the American Public Health
Association, and the National Advisory
Committee on Occupational Safety and
Health.

I received a letter from the American
Public Health Association, which I
would like to make part of this record
as well.

I ask unanimous consent this letter
be printed in the RECORD.

There being no objection, the letter
was ordered to be printed in the
RECORD, as follows:

AMERICAN PUBLIC
HEALTH ASSOCIATION,

Washington, DC, September 27, 1999.
U.S. Senate,
Washington, DC.

DEAR SENATOR: We are deeply concerned
about S. 1070, legislation that would not only
block OSHA from issuing an ergonomics
standard, but even from issuing voluntary
guidelines to protect working men and
women from ergonomic hazards, the biggest
safety and health problem facing workers
today.

We strongly support OSHA’s efforts to pro-
mulgate a standard to protect workers from
ergonomic injuries and illnesses. These dis-
orders are real, they are serious and they ac-
count for nearly a third of all serious job re-
lated injuries (more than 600,000 workers a
year); moreover, they are preventable. One
type, carpal tunnel syndrome, alone results
in workers losing more time from their jobs
than any other type of injury, including am-
putations. The workers’ compensation costs
of ergonomic injuries are estimated at $20
billion annually, the overall costs at $60 bil-
lion.

For women workers, OSHA’s efforts are
particularly important, because nearly half
of all injuries and illnesses among women
workers result from ergonomic hazards.
Though these hazards are present in a vari-
ety of jobs, many of the occupations pre-
dominantly occupied by women are among
the hardest hit by ergonomic injuries.

Workplace musculoskeletal disorders can
be prevented. There is a clear and adequate
foundation of scientific and practical evi-
dence, including a 1998 congressionally re-
quested National Academy of Sciences study
demonstrating that these disorders are
work-related and that ergonomic solutions
in the workplace can prevent injuries. These
workplace solutions can protect workers, de-
crease workers’ compensation costs, and
produce gains in productivity and workplace
innovation.

We recognize that there is another Na-
tional Academy of Sciences study pending,
and that this is the reason for the legisla-
tion. We also recognize that useful informa-
tion will come out of that study that can be
applied to improve protections for workers.
However, sufficient data already exists to
protect workers. Failure to act on adequate
data in this regard is irresponsible.

After almost a decade of work, OSHA is fi-
nally moving forward with a proposed
ergonomics standard to prevent work-related
musculoskeletal disorders. Upon official pub-
lication, this proposal will allow a public de-
bate on ergonomics before a final rule is
issued. We are aware of the differing views
surrounding this proposal. However, such de-
bate is not unique to ergonomics. Such dif-
ferences in views have existed in almost all
of OSHA’s major rulemaking, including
other serious workplace hazards such as as-
bestos, benzene and lead.

The rulemaking process—the proper forum
for debate over regulatory proposals—will
provide the opportunity for all parties to
present their views, opinions and evidence.

We urge you to resist efforts to block
OSHA from working on the development and
adoption of an ergonomics standard by vot-
ing ‘‘no’’ on S. 1070 or any other effort to pre-
vent OSHA from protecting workers from
ergonomic hazards. Blocking these necessary
safeguards will needlessly risk the health of
millions more working people.

Sincerely,
ORGANIZATIONS

9–5, National Association of Working
Women.

Alaska Health Project.
American Association of Occupational

Health Nurses, Inc.
American Nurses Association.
American Public Health Association.
Central New York Occupational Health

Clinical Center.
Chicago Area Committee on Occupational

Safety and Health.
Connecticut Council on Occupational Safe-

ty and Health.
Johns Hopkins Education and Research

Center.
Montana Tech of the University of Mon-

tana, Safety, Health and Industrial Hygiene
Department.

National Organization for Women.
National Partnership for Women and Fam-

ilies.
National Women’s Law Center.
New Hampshire Coalition for Occupational

Safety and Health.
New York Committee for Occupational

Safety and Health.
North Carolina Occupational Safety and

Health Project.
Northwest Center for Occupational Health

and Safety (University of Washington).
Rhode Island Committee on Occupational

Safety and Health.
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Rochester Council on Occupational Safety

and Health.
San Diego State University, Graduate

School of Public Health.
South Central Wisconsin Committee on

Occupational Safety and Health.
Southeast Michigan Coalition on Occupa-

tional Safety and Health.
University of Puerto Rico School of Public

Health.
Western New York Council on Occupa-

tional Safety and Health.
Wider Opportunities for Women.
Wisconsin Committee on Occupational

Safety and Health.
Women Work! The National Network for

Women’s Employment.
Mr. DURBIN. Mr. President, this let-

ter is dated September 27, 1999. It
comes from a long list of organizations
that comprise the American Public
Health Association.

Reading the introductory paragraphs
will make it clear where they stand, in
opposition to the Bond amendment:

We are deeply concerned about S. 1070, leg-
islation that would not only block OSHA
from issuing an ergonomics standard, but
even from issuing voluntary guidelines to
protect working men and women from ergo-
nomic hazards, the biggest safety and health
problem facing workers today.

We strongly support OSHA’s efforts to pro-
mulgate a standard to protect workers from
ergonomic injuries and illnesses. These dis-
orders are real, they are serious and they ac-
count for nearly a third of all serious job re-
lated injuries (more than 600,000 workers a
year); moreover, they are preventable. One
type, carpal tunnel syndrome, alone results
in workers losing more time from their jobs
than any other type of injury, including am-
putations. The worker’s compensation costs
of ergonomic injuries are estimated at $20
billion annually, the overall costs at $60 bil-
lion.

For women workers, OSHA’s efforts are
particularly important, because nearly half
of all injuries and illnesses among women
workers result from ergonomic hazards.
Though these hazards are present in a vari-
ety of jobs, many of the occupations pre-
dominantly occupied by women are among
the hardest hit by ergonomic injuries.

Why is it when it comes to this floor
and the battle is worth fighting, if the
well-heeled special interest groups
with the strongest lobbies can come in,
whether it is an oil company trying to
avoid paying its fair share of royalties
to drill for oil on public lands or other
large companies, we take the time and
end up giving the special favors, but
when it comes to women in the work-
place, minorities in the workplace,
time and time again this Senate, this
Congress, will cut a corner and say, ul-
timately: Perhaps we ought to give the
benefit of the doubt to the employer,
perhaps we ought to ignore the 600,000
who are injured?

As one who spent a small part of my
life in the workplace, that standard is
upside down. If the Senate in Wash-
ington, DC, is not here to protect those
who are voiceless, then we have lost
our bearings completely. This issue
goes to the heart of that debate.

The General Accounting Office has
found employers can reduce costs and
injuries associated with musculo-
skeletal disorders and improve not
only employee health but productivity
and product quality.

When workers know their employer
cares enough about them to make the

workplace safer for them, it is a clear
and strong message to them that in-
creases employee morale. The time has
come for the other side of the aisle to
make good on its promise to the Amer-
ican people. The leader in the can-
didacy for the Presidency on the Re-
publican side, Gov. George W. Bush of
Texas, claims he is a compassionate
conservative. During the course of this
campaign, we will try to figure out
what that means.

Today, we can ask ourselves if we are
seeing an exhibition of compassionate
conservatism from the Republican side
of the aisle. I think not. With this
amendment, I think we see an effort to
turn our backs on people who need
compassion, understanding, and protec-
tion.

Last year, the chairman of the House
Appropriations Committee, Robert Liv-
ingston of Louisiana, and his ranking
Democratic member, DAVID OBEY of
Wisconsin, made it clear in a letter to
the Secretary of Labor:

. . . by funding the National Academy of
Sciences study [on this issue], it is no way
our intent to block or delay issuance by
OSHA of a proposed rule on ergonomics.

The reason I raise that is so those
who are following the debate under-
stand that this attempt at delay is
nothing new. I have the letter. The let-
ter makes it clear that both the Demo-
cratic and Republican leaders on the
House Appropriations Committee last
year made it clear they wanted to go
forward with the rule or a standard of
protection on these types of injuries.

I ask unanimous consent the letter
be printed in the RECORD.

There being no objection, the letter
was ordered to be printed in the
RECORD, as follows:

HOUSE OF REPRESENTATIVES,
COMMITTEE ON APPROPRIATIONS,

Washington, DC, October 19, 1998.
Hon. Alexis Herman,
Secretary of Labor,
Washington, DC.

DEAR MADAM SECRETARY: Congress has
chosen not to include language in the Fiscal
Year 1999 Labor, Health and Human Services,
and Education, and Related Agencies Appro-
priations Act that would prohibit OSHA
from using funds to issue or promulgate a
proposed or final rule on ergonomics. As you
are well aware, the Fiscal Year 1998 Labor,
Health and Human Services, and Education,
and Related Agencies Appropriations Act did
contain such a prohibitiion, though OSHA
was free to continue the work required to de-
velop such a rule.

Congress has also chosen to provide
$890,000 for the Secretary of Health and
Human Services to fund a review by the Na-
tional Academy of Sciences (NAS) of the sci-
entific literature regarding work-related
musculoskeletal disorders. We understand
that OSHA intends to issue a proposed rule
on ergonomics late in the summer of 1999. We
are writing to make clear that by funding
the NAS study, it is in no way our intent to
block or delay issuance by OSHA of a pro-
posed rule on ergonomics.

Sincerely,
BOB LIVINGSTON,

Chairman.
DAVID OBEY,

Ranking Member.

Mr. DURBIN. Here we have the Bond
amendment which says the deal is off.
For the sake of some companies which
do not protect their workers in the
workplace and do not care to spend the
money to do it, we are basically going
to say we will establish no standards
for workplaces across America. Sen-
ator GREGG, my colleague, proposed
the new National Academy of Sciences
study last September in committee.
Then he stated, ‘‘. . . the study does
not in any way limit OSHA’’ in moving
forward with the ergonomic standard.

By the way, this study asks exactly
the same seven questions the previous
study asked. Even Chairman STEVENS
of Alaska stated, ‘‘There is no morato-
rium under this agreement.’’

So we are told the Department is
supposed to go forward in establishing
these standards. Along comes the Bond
amendment. I remind my colleagues,
the Bond amendment stops the Depart-
ment of Labor in its tracks. It pro-
hibits that department, OSHA, from
promulgating or continuing the rule-
making process, issuing any standard,
regulation, or guidelines regarding
ergonomics for a year.

So the deal has been changed. The
losers in this bargain are the workers
across America who expect us to care
and expect us to respond. I think it is
time to bring an end to this charade.
We have a real problem. We need real
solutions. Workers across this country
need real protection. The Bond amend-
ment removes the possibility of estab-
lishing this standard of protection.

A few weeks ago I was visited by
Madeleine Sherod. Madeleine is a vic-
tim of these injuries, a mother of five
children who are now all grown. She
has worked for an Illinois paint com-
pany for 20 years.

When she started, she literally lifted
and moved work stations from one area
of the plant to another. This job con-
sisted of lifting several different sizes
and weights of boxes. After several
months of this type of work she trans-
ferred to the shipping department
where she performed the duties of a
warehouse worker. Her job consisted of
driving a material handling truck and
lifting cartons of paint that were pack-
aged in various sizes and weights (5
gallon pails weighing approximately 20
lbs–90 lbs). She performed this job for
at least 13 years. She later transferred
to a job where she now operates several
different pieces of machinery. She
must keep the equipment operating ef-
ficiently—if the machinery breaks
down then manual labor must be per-
formed.

Her first injury occurred about 15
years ago. She was diagnosed with car-
pal tunnel syndrome and had surgery
to relieve the pain. As a mother of 5
children her ability to perform the nor-
mal tasks as a parent was an everyday
struggle. She was unable to comb her
three daughters hair, wash dishes,
sweep floors, or many other day-to-day
tasks that working moms must per-
form.
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Her second injury occurred about 7

years ago. Madeleine was diagnosed
with tendinitis and this time had tenon
release surgery. Even today she has to
wear a wrist brace to help strengthen
her wrist. Being extra cautious has be-
come part of her everyday life when it
comes to the use of her wrist.

She recently found a lump on her left
wrist, and is preparing herself for yet
another surgery.

The company has not been able to
make any adjustments for her at this
time. They say that there really is
nothing they can do to change the
work that is preformed in the shipping
department to curtail repetitive use of
the hands, knees and back.

And here’s the clincher: the majority
of the women who have worked for this
company for more than 10 year have
had similar surgeries for their injuries.

The PRESIDING OFFICER. If the
Senator will suspend, we have an order
to vote on the Wellstone amendment at
1:50.

Mr. DURBIN. I will suspend.
VOTE ON AMENDMENT NO. 1842

Mr. COVERDELL. Mr. President, I
ask for the yeas and nays on the
Wellstone amendment.

The PRESIDING OFFICER. Is there a
sufficient second?

There appears to be a sufficient sec-
ond.

The yeas and nays were ordered.
The PRESIDING OFFICER. The

question is on agreeing to amendment
No. 1842. The yeas and nays have been
ordered. The clerk will call the roll.

The legislative clerk called the roll.
Mr. REID. I announce that the Sen-

ator from Connecticut (Mr. DODD) is
absent because of family illness.

The result was announced—yeas 98,
nays 1, as follows:

[Rollcall Vote No. 318 Leg.]

YEAS—98

Abraham
Akaka
Allard
Ashcroft
Baucus
Bayh
Bennett
Biden
Bingaman
Bond
Boxer
Breaux
Brownback
Bryan
Bunning
Burns
Byrd
Campbell
Chafee
Cleland
Cochran
Collins
Conrad
Coverdell
Craig
Crapo
Daschle
DeWine
Domenici
Dorgan
Durbin
Edwards
Feingold

Feinstein
Fitzgerald
Frist
Gorton
Graham
Gramm
Grams
Grassley
Gregg
Hagel
Harkin
Hatch
Helms
Hollings
Hutchinson
Hutchison
Inhofe
Inouye
Jeffords
Johnson
Kennedy
Kerrey
Kerry
Kohl
Kyl
Landrieu
Lautenberg
Leahy
Levin
Lieberman
Lincoln
Lott
Lugar

Mack
McCain
McConnell
Mikulski
Moynihan
Murkowski
Murray
Nickles
Reed
Reid
Robb
Roberts
Rockefeller
Roth
Santorum
Sarbanes
Schumer
Sessions
Shelby
Smith (NH)
Smith (OR)
Snowe
Specter
Stevens
Thomas
Thompson
Thurmond
Torricelli
Voinovich
Warner
Wellstone
Wyden

NAYS—1

Enzi

NOT VOTING—1

Dodd

The amendment (No. 1842) was agreed
to.

AMENDMENT NO. 1825

Mr. NICKLES. Mr. President, par-
liamentary inquiry: What is the pend-
ing business before the Senate?

The PRESIDING OFFICER (Mr.
VOINOVICH). Amendment No. 2270, in
the second degree, offered by Senator
BOND.

Mr. BURNS. Mr. President, I am
pleased to support an amendment that
I feel to be extremely important to the
small business owners of Montana.
That amendment is the Sensible
Ergonomics Needs Scientific Evidence
Act, the SENSE Act. This amendment
makes the Occupational Safety and
Health Administration, OSHA, to do
the sensible thing—wait for a scientific
report before OSHA can impose any
new ergonomics regulations on small
business.

According to the Bureau of Labor
Statistics, BLS, the overall injury and
illness rate is currently at its lowest
level. Date shows that musculoskeletal
disorders have declined by 17 percent
over the past 3 years. But OSHA con-
tinues to aggressively move forward
with an ergonomics regulation and ig-
noring the intent of Congress.

I have been hearing from small busi-
ness owners of across the State of Mon-
tana. Businesses that range from con-
struction companies to florists that
fall under OSHA’s mandated ergo-
nomics regulations are telling me
something has to be done. They are
being forced to comply with ridiculous
rules and regulations that OSHA can-
not prove to be harmful to employees.

Before OSHA can move forward with
any new regulations a few things need
to be proven. First, OSHA needs to ob-
jectively define the medical conditions
that should be addressed, not a broad
category of all soft tissue and bone
pains and injuries that might have re-
sulted. Second, they need to identify
the particular exposures in magnitude
and nature which cause the defined
medical conditions. Last they need to
prescribe the changes necessary to pre-
vent their recurrence. Right now OSHA
cannot prove any of these things.

We need to make sure that OSHA is
not running free and loose. They can-
not have free rein to enact new rules
and regulations without having signifi-
cant scientific evidence to back up
their new mandate. This amendment,
to put it simply, will delay moving for-
ward with any ergonomics rule or
guideline until completion of an inde-
pendent study of the medical and sci-
entific evidence linking on-the-job ac-
tivities and repetitive stress injuries.

This is a very complicated issue, and
we need to make sure that there is
sound science and through medical evi-
dence to protect our small business and
employees from misguided rules and
regulations. The SENSE Act does not
prohibit OSHA from continuing to re-

search ergonomics or from exercising
its enforcement authority, it just puts
the small business owner on a level
playing field. I yield the floor.

Mrs. MURRAY. Mr. President, I
strongly oppose this amendment. It is
our responsibility as the Nation’s lead-
er to reduce the hazards that America’s
workers face—not putting roadblocks
in the way of increased workers safety.
Ergonomic injuries are the single larg-
est occupational health crisis faced by
men and women in our workforce
today. We should let the OSHA issue an
ergonomics standard.

Ergonomic injuries hurt America’s
workers. Each year, more than 600,000
private sector workers in America are
forced to miss time from work because
of musculoskeletal disorders, MSDs.
These injuries hurt our America’s com-
panies because these disorders can
cause workers to miss three full weeks
of work or more. Employers pay over
$20 billion annually in worker’s com-
pensation benefits due to MSDs and up
to $60 billion in lost productivity, dis-
ability benefits, and other associated
costs.

The impact of MSDs on women work-
ers is especially serious. While women
make up 46 percent of the total work-
force and only make up 33 percent of
total injured workers, they receive 63
percent of all lost work time ergo-
nomic injuries and 69 percent of lost
work time carpal tunnel syndrome.

In addition, women in the health
care, retail and textile industries are
particularly hard hit by MSDs and car-
pal tunnel syndrome. In fact women
suffer over 90 percent of the MSDs
among nurses, nurse aides, health care
aides, and sewing machine operators.
Women also account for 91 percent of
the carpal tunnel cases that occur
among cashiers.

Despite all the overwhelming finan-
cial and physical impacts of MSDs and
the disproportionate impact they have
on our Nation’s women, there have
been several efforts over the years to
prevent the Occupational Safety and
Health Administration, OSHA from
issuing an ergonomics standard.

Let’s be clear, this amendment is in-
tended to delay OSHA’s ergonomic
standard until yet another scientific
study is performed on ergonomic inju-
ries. We have examined the merits of
this rule over and over again. Contrary
to what those on the other side of this
issue say, the science supports an
ergonomics standard. We also had a bi-
partisan agreement that the current
National Academy of Sciences, NAS,
study would—in no way—impede imple-
mentation by OSHA.

NAS has already studied this issue.
The new study would address the exact
same issues that were dealt with in the
previous study. They are also using the
same science. No new science. It is
mind boggling.

The National Institute for Occupa-
tional Safety and Health, NIOSH, stud-
ied ergonomics and conclude that there
is ‘‘clear and compelling evidence’’
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that MSDs are caused by work and can
be reduced and prevented through
workplace interventions. The Amer-
ican College of Occupational and Envi-
ronmental Medicine, the world’s larg-
est occupational medical society,
agreed with NIOSH and saw no reason
to delay implementation. The studies
and science are conclusive in the Sen-
ator’s mind.

Further—and possibly most persua-
sive—last year, the administration and
leaders in Congress on this side of the
aisle only agreed to a new study be-
cause those on the other side said that
this new study would not delay the
issuance by OSHA of a rule on
ergonomics. Now they are not standing
by their word.

We cannot afford to delay an impor-
tant standard which will greatly im-
prove workplace safety.

I urge my colleagues to oppose this
amendment. We should allow OSHA to
issue an ergonomics standard. It will
be an important first step in protecting
our Nation’s workers from crippling in-
juries.

Mr. KERRY. Mr. President, I want to
spend some time this afternoon speak-
ing to my colleagues to vote against
the amendment before us today, the
amendment that would prohibit the
Department of Labor or the Occupa-
tional Safety and Health Administra-
tion from issuing any standard or regu-
lation addressing ergonomic concerns
in the workplace for one year.

Mr. President, this prohibition would
come just as OSHA prepares, in the
next few weeks, to publish its proposed
rule on ergonomics for public com-
ment. This would be a blow to Amer-
ican workers and a real step backwards
for the kind of cooperative approach to
business and the workplace that we
need in this country.

Mr. President, let’s be clear about
the issue before us, the question of
ergonomics and which workplace inju-
ries will continue to occur if this
amendment becomes law.

Ergonomics is the science of fitting
workplace conditions and job demands
to the capabilities of the working popu-
lation. The study of ergonomics is
large in scope, but generally, the term
refers to the assessment of those work-
related factors that may pose a risk of
musculoskeletal disorders. It is well-
settled that effective and successful
ergonomics programs assure high pro-
ductivity, avoidance of illness and in-
jury risks, and increased satisfaction
among the workforce.

Many businesses and trade associa-
tions have already implemented safety
and health programs in the workplace
and have seen productivity rise as
fewer hours on the job are lost. Accord-
ing to Assistant Secretary of Labor
Charles N. Jeffress in his testimony be-
fore the House Committee on Small
Business, programs implemented by in-
dividual employers reduce total job-re-
lated injuries and illnesses by an aver-
age of 45 percent and lost work time in-
juries and illnesses by an average of 75
percent.

Ergonomic disorders include sprains
and strains, which affect the muscles,
nerves, tendons, ligaments, joints, car-
tilage, or spinal discs; repetitive stress
injuries, that are typically not the re-
sult of any instantaneous or acute
event but are usually chronic in na-
ture, and brought on as a result of a
poorly designed work environment
(these injuries are common causes of
muscoskeletal problems such as chron-
ic and disabling lower-back pain); and
carpal tunnel syndrome.

And let’s be clear that this, Mr.
President, is a real problem for Amer-
ican businesses and workers. Industry
experts have estimated that injuries
and illnesses caused by ergonomic haz-
ards are the biggest job safety problem
in the workplace today, as each year
more than 600 thousand workers suffer
from back injuries, tendinitis, and
other ergonomic disorders. In fact,
OSHA, estimates that injuries related
to carpal tunnel syndrome alone result
in more workers losing their jobs than
any other injury. The worker com-
pensation cost of all ergonomics inju-
ries is estimated at over 20 billion dol-
lars annually.

What is most troubling, Mr. Presi-
dent, is that these types of injuries are
preventable. There is something that
can be done to protect the American
worker. It should be noted that in
drafting its proposed rule—a rule Mr.
President, that is scheduled to be
issued in just a few weeks—OSHA
worked extensively with a number of
stakeholders, including representatives
from industry, labor, safety and health
organizations, State governments,
trade associations, and insurance com-
panies. OSHA has drafted an inter-
active, flexible rule that allows man-
agers and labor to work in unison to
create a safer workplace environment.
OSHA even placed on its Website a pre-
liminary version of the draft proposed
rule, in order to facilitate comments
from the public. Mr. President, this is
not a ‘‘command and control’’ regu-
latory action.

As noted by Assistant Secretary
Jeffress: ‘‘An employer [should] work
credibly with employees to find work-
place hazards and fix them . . . the rule
creates no new obligations for employ-
ers to control hazards that they have
not already been required to control
under the General Duty Clause under
Section 5 of the Occupational Safety
Act or existing OSHA standards.’’

In other words, Mr. President, this
rule is simply an interactive approach
between employee and manager to pro-
tect the assets of the company in ways
that are either already being done, or
should be done under existing rules.
This new rule is a guide and a tool, not
an inflexible mandate.

According to the Department of
Labor, thirty-two states have some
form of safety and health program.
Four States (Alaska, California, Ha-
waii, and Washington) have mandated
comprehensive programs that have
core elements similar to those in

OSHA’s draft proposal. In these four
states, injury and illness rates fell by
nearly 18 percent over the five years
after implementation, in comparison
with national rates over the same pe-
riod.

I’d like to share with my colleagues
two examples from my home state of
Massachusetts that show how business
and labor can benefit from successful
ergonomics programs. Crane & Com-
pany, a paper company located in Dal-
ton, Massachusetts signed an agree-
ment with OSHA to establish com-
prehensive ergonomics programs at
each of their plants. According to the
company’s own report, within three
years of starting this program, the
company’s musculoskeletal injury rate
was almost cut in half.

Lunt Silversmiths, a flatware manu-
facturer in Greenfield, was troubled by
high worker’s compensation costs. One
OSHA log revealed that back injuries
were the number one problem in three
departments. By implementing basic
ergonomic controls, lost workdays
dropped from more that 300 in 1992 to 72
in 1997, and total worker’s compensa-
tion costs for the company dropped
from $192,500 in 1992 to $27,000 in 1997.

That’s the difference this common
sense approach can make. And, Mr.
President, in spite of the arguments for
the Bond amendment, there bulk of the
science and the research proves that an
ergonomic standard is needed in the
American workplace.

The National Academy of Sciences,
the same group directed in this amend-
ment to complete a study on this issue,
already has compiled a report entitled
Work-Related Musculoskeletal Dis-
orders. And the report tells us that
workers exposed to ergonomic hazards
have a higher level of pain, injury and
disability, that there is a biological
basis for these injuries, and that there
exist today interventions to prevent
these injuries.

In 1997, the National Institute for Oc-
cupational Safety and Health com-
pleted a critical review of epidemio-
logic evidence for work-related mus-
culoskeletal disorders of the neck,
upper extremity, and lower back. This
critical review of 600 studies culled
from a bibliographic database of more
than 2,000 found that there is substan-
tial evidence for a causal relationship
between physical work factors and
musculoskeletal disorders.

Furthermore, Mr. President, we are
not talking about a new phenomenon,
or the latest fad. In 1990, Secretary of
Labor Elizabeth Dole, in response to
evidence showing that repetitive stress
disorders (such as carpal tunnel syn-
drome) were the fastest growing cat-
egory of occupational illnesses, com-
mitted the agency to begin working on
an ergonomics standard. This rule-
making has been almost ten years in
the making. Now is the time to put
something in place for the American
worker.

This rule has been delayed for far too
long. In 1996, the Senate and the House
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agreed to language in an appropria-
tions conference report that would pre-
vent OSHA from developing an
ergonomics standard in FY 1997. In
1997, Congress prevented OSHA from
spending any of its FY 1998 budget on
promulgating an ergonomics standard.
Last year, money in the FY 1999 budget
was set aside for the new NAS study
cited in this amendment, and the then-
Chairman and Ranking Members of the
House Appropriations Committee sent
a letter to Secretary of Labor Alexis
Herman, stating that this study ‘‘was
not intended to block or delay OSHA
from moving forward with its
ergonomics standard.’’

Mr. President, we should wait no
longer for this standard to be proposed,
and workers should not have to wait
until a new study is completed to be di-
rected from preventable injuries. The
time to protect the American work-
place is now.

People on the other side of this issue
may argue that this is an expensive
rule, or that the science is inadequate.
This is simply not true. The changes
envisioned by the rule will increase
productivity and save costs. The stud-
ies have been numerous. Preventing
OSHA from even working on an ergo-
nomic standard, much less issuing one,
at the eleventh hour is not the right
approach for American workers.

This standard is a win-win for work-
ers and management: the better that
workers are protected, the more time
they spend on the job. The more time
they spend on the job, the more pro-
ductive the workplace. And it is obvi-
ous, but it bears restating, the more
productive the workplace, the more
productive this country. Workers want
to be at work, and their bosses want
them at work.

We ought to be capable—as a Sen-
ate—to put that common sense ap-
proach and this simple ergonomics
standard into place and we all be able
to vote against the Bond amendment
and help out workers and our busi-
nesses move forward together.

Mrs. FEINSTEIN. Mr. President, I
rise in opposition to the amendment of-
fered by the Senator from Missouri.
This amendment would needlessly
delay OSHA from implementing regu-
lations to prevent one of the leading
causes of work place injuries, musculo-
skeletal disorders (MSDs).

Each year, more than 600,000 Amer-
ican workers suffer work related MSDs
and it is costing businesses $15 to $20
billion in workers’ compensation costs
alone. It is estimated that one out of
every three dollars spent on worker’s
compensation is related to repetitive
motion injuries.

Many of the jobs that are dispropor-
tionately subject to ergonomic injuries
are held by women. In fact, while
women experience 33 percent of all se-
rious workplace injuries, they suffer 61
percent of repetitive motion injuries.
This includes:

91 percent of all injuries related to
repetitive typing;

61 percent of repetitive placing inju-
ries;

62 percent of work related cases of
tendinitis; and

70 percent of carpal tunnel syndrome
cases.

The supporters of this amendment
argue that OSHA should delay ergo-
nomic protection until the National
Academy of Sciences completes a sec-
ond review of existing studies. This
comes despite the fact that there is al-
ready substantial scientific evidence
linking MSDs to the workplace.

The first study completed by the Na-
tional Academy of Sciences found that
‘‘research clearly demonstrates that
specific interventions can reduce the
reported rates of musculoskeletal dis-
orders for workers who perform high-
risk tasks.’’ That peer reviewed study
was conducted just last year.

The National Institute for Occupa-
tional Safety and Health reviewed
more than 2,000 studies of work-related
musculoskeletal disorders. They con-
cluded that ‘‘compelling scientific evi-
dence shows a consistent relationship
between musculoskeletal disorders and
certain work related factors.’’

In a letter to the Department of
Labor, William Grieves, president of
the American College of Occupational
and Environmental Medicine, notes
that ‘‘there is an adequate scientific
foundation for OSHA to proceed with a
proposal and, therefore, no reason for
OSHA to delay the rulemaking process
while the National Academy of Science
panel conducts its review.’’

I ask unanimous consent that this
letter be printed in the RECORD.

There being no objection, the letter
was ordered to be printed in the
RECORD, as follows:

AMERICAN COLLEGE OF OCCUPA-
TIONAL AND ENVIRONMENTAL MED-
ICINE,

February 15, 1999.
CHARLES N. JEFFRESS,
Assistant Secretary of Labor, Occupational

Safety and Health, U.S. Department of
Labor, Washington, DC.

DEAR MR. JEFFRESS: The American College
of Occupational and Environmental Medicine
(ACOEM) urges you to move forward with a
proposed Ergonomics Program Standard.

The College represents over 7,000 physi-
cians and is the world’s largest occupational
medical society concerned with the health of
the workforce. Although the College and its
members may not agree with all aspects of
the draft proposal, we support the Occupa-
tional Safety and Health Administrations’s
(OSHA) efforts to promulgate a standard. An
ergonomics program standard that ensures
worker protection and provides certainty to
employers is preferable to the uncertainties
of the general duty clause. As physicians,
the College’s members will vigorously par-
ticipate during rulemaking to ensure that a
final standard is protective of workers, rep-
resents the best medical practices and is sup-
ported by the science of musculoskeletal dis-
eases.

It is incumbent on OSHA to carefully con-
sider the science and to give all due consid-
eration to the results that will come from
the National Academy of Science panel’s re-
view of the scientific literature regarding
musculoskeletal disorders. However, there is
an adequate scientific foundation for OSHA

to proceed with a proposal and, therefore, no
reason for OSHA to delay the rulemaking
process while the National Academy of
Science panel conducts its review.

The College looks forward to its active par-
ticipation in this rulemaking. In the in-
terim, please do not hesitate to contact me
or Dr. Eugene Handley, Executive Director.

Sincerely,
WILLIAM GREAVES,

President.

Mrs. FEINSTEIN. All of these studies
have found links between repetitive
motion injuries and workplace factors
and suggest that OSHA must be per-
mitted to go forward with sensible reg-
ulations to insure a safe workplace.

Ergonomic programs have proven to
be effective in reducing repetitive mo-
tion injuries in the workplace. Many
businesses which have voluntarily in-
stituted an ergonomic program have
found the long term benefits to far out-
weigh the short term costs.

Red Wing Shoes in Minnesota found
that their workers’ compensation costs
dropped 75 percent in the 4 years after
they began an ergonomic program.

Fieldcrest-Cannon in Columbus,
Georgia, saw the number of workers’
suffering from repetitive motion inju-
ries drop from 121 in 1993 to 21 in 1996.

By redesigning its workstations, Osh-
Kosh B’Gosh reduced workers’ com-
pensation costs by one-third.

Mr. President, I certainly agree that
decisions on government regulations
should be based on sound science. In
this case, there is already a substantial
body of scientific evidence which con-
cludes that there is a relationship be-
tween MSDs and the workplace and
that ergonomic programs can signifi-
cantly reduce these injuries.

During this decade, more than 6.1
million workers have suffered from se-
rious workplace injuries as a result of
ergonomic hazards. As we move into
the next century, American workers
must be given adequate protection
from these preventable injuries. Con-
gress must allow OSHA to move for-
ward with sensible ergonomic regula-
tions. I urge my colleagues to vote to
defeat this amendment.

Ms. MIKULSKI. Mr. President, I rise
in opposition to the Bond Amendment.
It’s bad for American workers and bad
for our economy.

OSHA must move forward with an
ergonomics standard. Each year, more
than 600,000 individuals in our private
sector work force miss time due to
ergonomic injuries, or musculoskeletal
disorders (MSDs). These injuries cost
our economy over $80 billion annually,
including approximately $60 billion on
lost productivity costs. Nearly $1 out
of every $3 in worker’s compensation
payments result from MSDs.

More importantly, these injuries
cause terrible pain and suffering—as
well as increased health care costs.
OSHA’s ergonomics standard is sup-
ported by overwhelming scientific evi-
dence. The National Academy of
Sciences (NAS) study concluded that
workplace interventions can reduce the
incidence of MSDs. When this study
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was funded in 1998, the Appropriations
Committee and the Administration
agreed that funding this study was not
a mechanism for delaying the OSHA
standard. We must honor our agree-
ment and let OSHA do it’s work on be-
half of working men and women in our
country.

Mr. President, ergonomics is also a
women’s issue. Women account for
nearly 75% of lost work time due to
carpal tunnel syndrome and 62% of lost
time due to tendinitis. Many of the
women affected by MSDs are in the
health care industry, including nurses,
nurse aides and health care aides.
Women in the retail industry are also
disproportionately affected by ergo-
nomic injuries.

I strongly urge my colleagues to help
improve workplace safety by joining
me in opposing this amendment. As a
great nation, it is our duty to protect
our most valuable resource—our work-
ing men and women.

Mr. NICKLES. Mr. President, for the
information of my colleagues, we have
been debating for the last hour or so—
although we did have a discussion on
the Wellstone amendment—the issue of
the Bond amendment dealing with
ergonomics. We have been debating it
for a significant period of time. I per-
sonally am ready to vote on the
amendment. I know there has been
some discussion on both sides, but I
ask unanimous consent that we have 30
additional minutes equally divided on
the Bond amendment.

Mr. REID. I object.
The PRESIDING OFFICER. Objec-

tion is heard.
Mr. NICKLES. Mr. President, again, I

think most things have been said on
this amendment that need to be said. I
don’t know if Members want more de-
bate. I will make an additional request,
and that is that we have 2 hours of de-
bate on the Bond amendment equally
divided.

Mr. REID. Reserving the right to ob-
ject, Mr. President, I say to my friend
from Oklahoma, this deserves some at-
tention. We have 600,000 people a year
who are injured as a result of these ac-
cidents. We had over 2,000 studies. The
time is here to go forward with some
rules and regulations to protect Amer-
ican workers. I object.

The PRESIDING OFFICER. Objec-
tion is heard.

Mr. NICKLES. Mr. President, I will
make one additional try. I ask unani-
mous consent that we have 4 hours
equally divided on this bill.

Mr. REID. Reserving the right to ob-
ject, I have been on the floor—this is
the fifth or sixth day—trying to work
with the majority to move this bill
along. We have worked with the Mem-
bers on the minority. We have moved a
significant number of amendments,
probably 65 or 70. We are to a point now
where this bill could be completed but
for this one contentious issue. From
the very beginning, we have said this is
an issue that deserves a lot of atten-
tion. We say, again, we are willing to

work with the majority on this bill,
but if this matter is here, we are going
to have to discuss it. The American
people, 600,000 a year, are injured with
these accidents. It deserves more than
2 hours or 4 hours. I object.

The PRESIDING OFFICER. Objec-
tion is heard.

The Senator from Pennsylvania.
Mr. SPECTER. Senator KENNEDY.
Mr. KENNEDY. Mr. President, I ask

unanimous consent that a minimum
wage amendment be in order and that
we have 1 hour of debate on that.

Mr. NICKLES. I object.
The PRESIDING OFFICER. Objec-

tion is heard.
The Senator from Pennsylvania.
Mr. SPECTER. Mr. President, in

light of the fact that we are not going
to get a time agreement on
ergonomics, on the Bond amendment,
in a moment I will move to table, as
manager. First, I would like to move
ahead on sequencing after the vote.

I ask unanimous consent that the
Senator from West Virginia, Mr. BYRD,
be recognized at the conclusion of the
vote and then, following Senator
BYRD’s statement, we move to the
amendment to be offered by the Sen-
ator from New Hampshire, Mr. SMITH,
so we will be on notice that that will
be the next order of business.

The PRESIDING OFFICER. Is there
objection? Is there objection to the re-
quest?

Mr. KENNEDY. Mr. President, re-
serving the right to object, is it the in-
tention to withdraw the amendment,
then, if it is not tabled?

Mr. NICKLES. Let’s have the vote.
Mr. KENNEDY. Is it the intention to

withdraw the amendment if it is not
tabled?

Mr. SPECTER. If I may respond to
the Senator from Massachusetts, it is
not my amendment, but it is my hope,
as manager of the bill, that that would
happen. But that is up to the offeror of
the amendment.

Mr. KENNEDY. Well, unless such is
clear, I object.

The PRESIDING OFFICER. Objec-
tion is heard.

Mr. SPECTER. Mr. President, I move
to table the Bond amendment No. 1825
and ask for the yeas and nays.

The PRESIDING OFFICER. Is there a
sufficient second?

There appears to be a sufficient sec-
ond.

The yeas and nays were ordered.
Mr. BYRD. Mr. President, was the

unanimous consent request agreed to?
The PRESIDING OFFICER. The re-

quest was objected to.
Mr. BYRD. Mr. President, I ask unan-

imous consent that at the conclusion
of the vote, I be recognized for not to
exceed 30 minutes to speak on another
matter.

The PRESIDING OFFICER. Is there
objection?

Without objection, it is so ordered.
The Senator will have 30 minutes fol-
lowing the vote.

The PRESIDING OFFICER. The
question is on the motion to table.

The clerk will call the roll.
The legislative clerk called the roll.
Mr. REID. I announce that the Sen-

ator from Connecticut (Mr. DODD) is
absent because of family illness.

The PRESIDING OFFICER. Are there
any other Senators in the Chamber de-
siring to vote?

The result was announced—yeas 2,
nays 97, as follows:

[Rollcall Vote No. 319 Leg.]
YEAS—2

Jeffords Specter

NAYS—97

Abraham
Akaka
Allard
Ashcroft
Baucus
Bayh
Bennett
Biden
Bingaman
Bond
Boxer
Breaux
Brownback
Bryan
Bunning
Burns
Byrd
Campbell
Chafee
Cleland
Cochran
Collins
Conrad
Coverdell
Craig
Crapo
Daschle
DeWine
Domenici
Dorgan
Durbin
Edwards
Enzi

Feingold
Feinstein
Fitzgerald
Frist
Gorton
Graham
Gramm
Grams
Grassley
Gregg
Hagel
Harkin
Hatch
Helms
Hollings
Hutchinson
Hutchison
Inhofe
Inouye
Johnson
Kennedy
Kerrey
Kerry
Kohl
Kyl
Landrieu
Lautenberg
Leahy
Levin
Lieberman
Lincoln
Lott
Lugar

Mack
McCain
McConnell
Mikulski
Moynihan
Murkowski
Murray
Nickles
Reed
Reid
Robb
Roberts
Rockefeller
Roth
Santorum
Sarbanes
Schumer
Sessions
Shelby
Smith (NH)
Smith (OR)
Snowe
Stevens
Thomas
Thompson
Thurmond
Torricelli
Voinovich
Warner
Wellstone
Wyden

NOT VOTING—1

Dodd

The motion to table was rejected.
Mr. LOTT. Mr. President, in view of

the time that has been spent discussing
this very important issue, and also the
fact there have been several attempts
to find ways to limit the debate, and
now in view of the vote on the motion
to table which was unanimous against
tabling it, putting the Senate back to
exactly the position we were in before,
I think the thing to do at this time is
to withdraw this amendment and move
forward.

I think that is a mistake. I want to
say to one and all, this issue will be
joined further, and we will find a way
for the content of this amendment to
be in some legislation and passed
through the Congress this year.

Mr. BOND. Mr. President, it has be-
come clear to me that my amendment,
which would force OSHA to do their job
correctly instead of hastily, is a bigger
concern to those on the other side than
the wide range of benefits that the un-
derlying Labor/HHS appropriations bill
provides. This disappoints me tremen-
dously.

However, because the Labor/HHS ap-
propriations bill will provide funding
for so many programs that will help
causes I support, I will not allow my
amendment to prevent passage of this
bill.

By allowing OSHA to go forward at
this moment, we are saying that it is
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acceptable for an agency charged with
protecting employees to promulgate a
regulation that has insufficient sci-
entific and medical support. We are
saying that it is acceptable for OSHA
to tell employers that we don’t have
the answers, but we expect you to come
up with them, and we will fine you if
you don’t. We are saying that it is ac-
ceptable for an agency that should be
focusing on helping employers protect
their employees from hazards, instead
to tell them that they have no idea
how to help them do this, but it would
be OK for them to be cited just the
same.

The heart of this issue is that al-
though there have indeed been many
studies conducted, they have not man-
aged to answer the critical questions
that employers need to know to be able
to protect their employees: ‘‘How much
lifting is too much?’’, How many rep-
etitions are too many?’’, and ‘‘What
interventions can an employer imple-
ment to protect his or her employees?’’
This is what we mean by saying that
there is not sufficient sound science to
support this regulation.

This regulation, whenever it comes
out and takes effect, will be the most
far reaching regulation ever issued by
OSHA. It will be one of the most far
reaching regulations from any agency
and will ultimately effect every busi-
ness in this country. To say that we
will allow OSHA to proceed with a reg-
ulation of this nature, that we know is
horribly flawed and without adequate
scientific and medical support, borders
on a dereliction of our duty.

Many speakers opposed to my amend-
ment have focused on the number of
workers who are believed to be suf-
fering from ergonomics injuries. One of
the great uncertainties about this issue
is that we don’t even know what it
means to be in that group. That num-
ber includes many people who suffer
from common problems like back pain
which may or may not have any con-
nection to the workplace. What con-
stitutes a musculoskeletal disorder is
one of those questions around which
there is still no consensus within the
medical and scientific communities.

Under the Occupational Safety and
Health Act, OSHA has jurisdiction only
over workplace safety questions. If the
condition which represents a hazard is
not part of the workplace, OSHA has
no authority to compel an employer to
address the problem. With ergonomics,
there is no way for an employer to be
able to tell when a condition has arisen
because of exposures at the workplace
or because of activities or conditions
that have nothing to do with the work-
place. Many factors such as age, phys-
ical condition, diet, weight, and even
family history can influence whether
someone is vulnerable to an ergonomic
injury. We still don’t know why two
workers doing the same work for the
same amount of time will have dif-
ferent experiences with injuries. It is
simply beyond an employer’s role and
ability to ask them to determine how

much of an injury may have been
caused by factors outside their control.
I do not believe that we should be tell-
ing employers that they should intrude
into their employee’s private lives to
the degree that would be necessary to
eliminate all possibility of suffering an
ergonomic injury.

I will continue to seek opportunities
to come back to this issue because I be-
lieve so strongly that without sound
science on this issue, OSHA’s regula-
tion on ergonomics will force many
small businesses to choose between
complying and staying in business.
Under this decision everyone loses.
However, in the interest of moving the
Labor/HHS appropriations bill, I will
allow my amendment to be withdrawn.

AMENDMENT NO. 1825 WITHDRAWN

Mr. LOTT. I ask unanimous consent
that amendment 1825 be withdrawn.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The amendment (No. 1825) was with-
drawn.

The PRESIDING OFFICER. The Sen-
ator from West Virginia.
f

THE COMPREHENSIVE TEST BAN
TREATY

Mr. BYRD. Mr. President, the Senate
tomorrow is scheduled to begin debate
on one of the most important and sol-
emn matters that can come before this
body—a resolution of ratification of a
Treaty of the United States. The Trea-
ty scheduled to come before us on Fri-
day is the Comprehensive Nuclear Test
Ban Treaty, commonly referred to as
the CTBT.

Consideration of a Treaty of this
stature is not—and it should never be—
business as usual. A Treaty is the su-
preme law of this land along with the
Constitution and the Laws that are
made by Congress pursuant to that
Constitution. Article VI of the Con-
stitution so states: ‘‘This Constitution,
and the Laws of the United States
which shall be made in Pursuance
thereof; and all Treaties made, or
which shall be made, under the Author-
ity of the United States, shall be the
supreme Law of the Land; and the
Judges in every State shall be bound
thereby, any Thing in the Constitution
of Laws of any State to the Contrary
notwithstanding.’’

Mr. President, consideration of a
Treaty is not business as usual.

And yet, Mr. President, I regret to
say that the Senate is prepared to
begin consideration of the Comprehen-
sive Test Ban Treaty under a common,
garden-variety, unanimous consent
agreement, the type of agreement that
the Senate has come to rely upon to
churn through the nuts-and-bolts legis-
lation with which we must routinely
deal, as well as to thread a course
through the more contentious political
minefields with which we are fre-
quently confronted.

In fact, unanimous consent agree-
ments have become so ubiquitous that
silence from a Senator’s office is often

automatically assumed to be acquies-
cence. So it was the case when this
unanimous consent request came to my
office. I was not in the office at the
time. We are very busy doing other
things, working on appropriations
bills, and so on. And so at the point
when this unanimous consent agree-
ment proposal reached my office, I was
out of the office. When I came back to
the office a little while later, the re-
quest was brought to my attention.
But by the time it was brought to my
attention, it was too late. I notified the
Democratic Cloakroom that I would
object to the unanimous consent agree-
ment, but I was informed that the
agreement had already been entered
into.

I make this point not to criticize the
well-intentioned objective of this unan-
imous consent agreement, which was
to seek consensus on the handling of a
controversial matter. I do not criticize
the two leaders who devised the agree-
ment. I criticize no one. I do, however,
point out the unfortunate repercus-
sions of the agreement as it affects the
Senate’s ability to consider the ratifi-
cation of a treaty.

In short, unanimous consent is a use-
ful tool, and it is a practical tool of the
Senate. I suppose I may have, during
the times I was majority leader of the
Senate, constructed as many or more
unanimous consent agreements than
perhaps anybody else; I certainly have
had my share of them, but it is not an
all-purpose tool.

The unanimous consent agreement
under which the Comprehensive Test
Ban Treaty is to be considered reads as
follows, and I now read from the Execu-
tive Calendar of the Senate dated
Thursday, October 7, 1999.

Ordered, That on Friday, October 8, 1999, at
9:30 a.m., the Senate proceed to executive
session for consideration of the Comprehen-
sive Nuclear Test-Ban Treaty; that the trea-
ty be advanced through the various par-
liamentary stages, up to and including the
presentation of the resolution of ratification;
that it be in order for the Majority Leader
and the Democratic Leader to each offer one
relevant amendment; that amendments must
be filed at the desk 24 hours before being
called up; and that there be a time limita-
tion of four hours equally divided on each
amendment.

Ordered further, That there be fourteen
hours of debate on the resolution of ratifica-
tion equally divided between the two Lead-
ers, or their designees; that no other amend-
ments, reservations, conditions, declaration,
statements, understandings or motions be in
order.

Ordered further, That following the use or
yielding back of time and the disposition of
the amendments, the Senate proceed to vote
on adoption of the resolution of ratification,
as amended, if amended, all without any in-
tervening action or debate.

So if one reads the agreement, it is
obvious that the treaty itself will not
be before the Senate for consideration.
I allude to the words in the unanimous
consent request, namely:

. . . that the treaty be advanced through
the various parliamentary stages, up to and
including the presentation of the resolution
of ratification.
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So the Senate will not have any op-

portunity to amend the treaty, itself,
but it is the resolution of ratification
that will be before the Senate.

Mr. President, the foregoing unani-
mous consent agreement may be expe-
dient and there may be some who
would even consider it to be a savvy
way to dispose of a highly controver-
sial and politically divisive issue in the
least amount of time with the least
amount of notoriety. The politics of
this issue are of no interest to me. I am
not interested in the politics of the
issue. I have not been contacted by the
administration in any way, shape,
form, or manner. Nobody in the admin-
istration has talked with me about
this. I am not interested in the politics
of it. Not at all. There has been some
politics, of course, abroad, about this
agreement, but I am not a part of that.
I did join in a letter to the chairman of
the Foreign Relations Committee urg-
ing that there be hearings, but I have
not been pressing for a vote on the
treaty.

The politics of the issue do not inter-
est me. But the propriety of this unani-
mous consent agreement does. Simply
put, it is the wrong thing to do on a
matter as important and as weighty as
an arms control treaty.

The Senate Armed Services Com-
mittee began a series of hearings on
the CTBT just this week, and I com-
mend the distinguished chairman of
the Committee, Senator WARNER, and
the distinguished ranking member,
Senator CARL LEVIN, for their efforts
and commitment to bring this matter
before the Senate and to have hearings
conducted thereon.

The first hearing, on Tuesday, was a
highly classified and highly inform-
ative briefing by representatives of the
CIA and the Department of Energy. I
wish that all of my colleagues had the
opportunity to hear the testimony
given at that hearing, and to question
the witnesses. Unfortunately, only the
members of the Senate Armed Services
Committee were privy to that informa-
tion. I should say the distinguished
ranking member of the Senate Foreign
Relations Committee, Mr. BIDEN, was
present also.

The second hearing, yesterday,
brought before the Committee Defense
Secretary Bill Cohen; General Henry
Shelton, the chairman of the Joint
Chiefs of Staff; Dr. James Schlesinger,
the former Secretary of Defense and
Energy; and General John
Shalikashvili, former Chairman of the
Joint Chiefs. Again, their testimony
was very illuminating. I wonder how
many of my colleagues, outside of the
Armed Services Committee, and Mr.
BIDEN, had the opportunity to follow
that hearing—which lasted almost five
hours—given the crush of other impor-
tant business on the Senate floor?

My coilleagues simply haven’t had
the opportunity to do it, other than
those of us on the Armed Services
Committee.

I wonder how many of my colleagues
have had an opportunity, since the

vote on the CTBT was scheduled last
week, to analyze, question, and digest
the testimony and the opinions of the
distinguished officials that the Com-
mittee heard from yesterday? I wonder,
for example, how many of my col-
leagues heard from Secretary Cohen
that a new National Intelligence Esti-
mate that will have a major bearing on
the consideration of this Treaty is due
to be completed early next year? It is
my judgment that the Senate should
have that assessment in hand before it
considers imposing a permanent ban—a
permanent ban—on nuclear testing.

The Armed Services Committee held
its third, and I believe final, hearing on
the CTBT this morning. The witnesses
included Energy Secretary Bill Rich-
ardson, as well as the current directors
of the nuclear weapons laboratories,
and a selection of arms control experts,
including a former director of one of
the labs. Again, it was an extraor-
dinarily informative hearing.

I was there for most of it. Unfortu-
nately, I was scheduled to go elsewhere
near the close of the hearing. But it
was an extraordinarily informative
hearing. The laboratory directors were
candid and forthcoming in their obser-
vations. They raised a number of im-
portant issues. I wonder how many of
our colleagues here, outside the mem-
bership of the Armed Services Com-
mittee, heard those.

I have attended every hearing and
every briefing available this week in
order to prepare myself for tomorrow’s
debate. But I did not prepare myself be-
fore this agreement was entered into.
When the agreement came to my office
and I objected and found that I ob-
jected too late, then I bestirred myself
to learn more about this treaty. I have
listened to witnesses, and I have ques-
tioned witnesses. I still have many
questions—more now than when I
started.

I wonder how many of my col-
leagues—particularly those who have
not had the same entree that members
of the Senate Armed Services Com-
mittee have had to this week’s hear-
ings—have questions about this treaty.
With the exception of Senator BIDEN—
and, incidentally, Senator BIDEN is
very knowledgeable about the treaty.
He has studied it thoroughly and is
very conversant with the details of the
treaty. Perhaps some of the other
members of the Foreign Relations
Committee have done likewise. But
other than that committee and the
Committee on Armed Services, I dare-
say that few Senators have had an op-
portunity to engage themselves in a
study of the treaty and even fewer, per-
haps, have had the opportunity to hear
witnesses and to question those wit-
nesses.

But, with the exception of Senator
BIDEN, not even the members of the
Senate Foreign Relations Committee
have had the opportunity to hear and
question the witnesses who appeared
before the Armed Services Committee
this week. I wonder how many of my

colleagues will participate in the de-
bate tomorrow and how many will par-
ticipate in the debate next Tuesday.
These days are bookends around the
holiday weekend when no votes are
scheduled after this evening until 5:30
p.m. Tuesday at the earliest. I am con-
fident that many Senators have impor-
tant commitments in their home
States that may conflict with this de-
bate. Does anyone in this Chamber se-
riously believe we can give the Com-
prehensive Test Ban Treaty the consid-
eration it deserves in the amount of
time that has been set aside to debate
it?

Beyond the question of time, Mr.
President, is an even more disturbing
question: The propriety of considering
a major treaty under the straitjacket
of procedural constraints in which only
two amendments, one by each leader,
will be in order. I have questions since
I have read this treaty. I have reserva-
tions. Perhaps they will be put to rest
by the debate. Or, it may be, as I con-
tinue to study the treaty and listen to
the debate, that I would want to offer
an amendment myself. I might want to
offer an understanding or a condition.

I might want to offer a reservation. I
have done so on other treaties. It may
be that some of my colleagues would
wish to do likewise. We do not have
that opportunity under this unani-
mous-consent agreement, with the ex-
ception of our two fine leaders. I know
that they will go the extra mile, as
they always do, to accommodate the
concerns of the Members. But they,
too, are in a cul-de-sac—only one way
in, one way out. They are limited to
one amendment each. Without excep-
tion, the other 98 Members of the Sen-
ate are effectively shut out from ex-
pressing, in any meaningful and bind-
ing way, reservations or concerns
about this treaty.

Mr. President, that is not the way to
conduct the business of weighing a res-
olution dealing with the supreme law
of the land. We might do that on an ag-
riculture bill. We might do it on a bill
making appropriations for the Depart-
ment of the Interior. But this is a trea-
ty we are talking about. A law can be
repealed a year later but not a treaty.

For the good of the Nation, this
unanimous consent agreement ought to
be abandoned, and there are ways to do
it. It is a unanimous-consent agree-
ment, I understand that, and ordinarily
a unanimous-consent agreement can
only be vitiated by unanimous-consent,
or it can be modified by unanimous
consent. But there are ways to avoid
this vote. I urge my colleagues to put
politics aside in this instance, at least,
and to seek a consensus position on
considering a comprehensive test ban
treaty that upholds the dignity of the
United States Senate and accords the
right to United States Senators to de-
bate and to amend.

One need only read Madison’s notes
concerning the debates at the Conven-
tion to understand the importance of
treaties in the minds of the framers.
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We are talking here not about an ap-
propriations bill; we are not talking
about a simple authorization bill; we
are talking about something that af-
fects the checks and balances, the sepa-
ration of powers that constitutes the
cornerstone of our constitutional sys-
tem in this Republic. This is one of
those checks and balances; this in-
volves the separation of powers. The
Senate, under the Constitution, has a
voice in the approval of treaties. The
President makes the treaty, by and
with the consent of the United States
Senate.

I was here when we considered the
Test Ban Treaty of 1963. I was on the
Armed Services Committee at that
time. I listened to Dr. Edward Teller,
an eminent scientist who opposed that
treaty. I voted against that treaty in
1963. I opposed it largely on the basis of
the testimony of Dr. Edward Teller.

We need to listen to the scientists.
We need to listen to others in order
that we might make an appropriate
judgment. Who knows how this will af-
fect the security interests of the
United States in the future. This is a
permanent treaty. It is in perpetuity,
so it is not similar to a bill. As I say,
we can repeal a law. But not this trea-
ty. This treaty is in perpetuity—per-
manent. Maybe that is all right, but we
need more time to study and consider
it.

We are told that the polls show the
people of the Nation are overwhelm-
ingly in favor of this treaty. I can trust
the judgment of the people generally,
but the people have not had the oppor-
tunity to study the fine print in this
treaty. Most Senators have not. This is
not a responsibility of the House of
Representatives. This is the responsi-
bility solely of the Senate under the
Constitution of the United States. It is
a great burden, a great responsibility,
a very high duty, and we must know
what we are doing.

I have heard dire warnings as to what
a rejection of the treaty might mean.
One way to have it rejected fast, I am
afraid, is to go through with this vote.
But then how can we make up for it if
we find we have made a mistake? If we
find that we are wrong, it may be too
late then. We had better stop, look, and
listen and understand where we are
going. We need more hearings.

I hope we will put politics aside in
this instance and seek a consensus po-
sition on considering a comprehensive
test ban treaty that upholds the dig-
nity of the United States Senate. I am
an institutionalist. I have an institu-
tional memory. I have been in this
body for 41 years, and I have taken its
rules seriously. I believe the framers
knew what they were doing when they
vested the responsibility in the Senate
to approve or to reject treaties. We
ought not take that responsibility
lightly. The very idea of the unani-
mous-consent request says Senators
cannot offer reservations; they cannot
offer conditions; they cannot offer
amendments; they cannot offer under-
standings.

Let us so act that we reflect the im-
portance of the treaty. Reject it if you
will or approve it if you will, but let’s
do it with our eyes open. Let’s not put
on blinders. Let’s not bind our hands
and feet and mouths and ears and
minds with a unanimous-consent
agreement that will not allow unfet-
tered debate or amendments.

Let the Senate be the institution the
framers intended it to be.

I have not said how I shall vote on
the treaty. I want to understand more
about it. But I want other Senators to
have an opportunity to understand it
as well.

Mr. President, I thank Senators for
listening, and for their patience in in-
dulging these remarks.

I yield the floor.
Mr. SPECTER addressed the Chair.
The PRESIDING OFFICER (Mr. AL-

LARD). The Senator from Pennsylvania.
Mr. SPECTER. Mr. President, first

let me commend the distinguished Sen-
ator from West Virginia for those very
thoughtful remarks on the Comprehen-
sive Test Ban Treaty.

I share his concern about the timing
of the vote. I think the Senate is not
yet ready to vote. My view is that
there should have been hearings a long
time ago. I attended part of the hear-
ings—closed-door hearings—in S–407 on
Tuesday of this week. They lasted
about 5 hours.

I concur with the Senator from West
Virginia that it is a very complex sub-
ject. I had studied the matter and had
decided to support it. But I do think
more time is necessary for the Senate
as a whole—not just to have a day of
debate on Friday and a day of debate
on Tuesday and to vote on it. I think
the Senate ought to ratify, but only
after adequate consideration has been
given to it. While the United States
has been criticized for not taking up
the treaty, if we were to reject it out of
hand on what appears to be a partisan
vote, it would be very disastrous for
our foreign policy.

So I thank the Senator from West
Virginia for his customary very erudite
remarks on the Senate floor.

Mr. BYRD. I thank the distinguished
Senator for his enlightened remarks.
And, as always, he approaches a matter
with an open mind, devoid of politics,
and with only the interest of doing
good, not harm; and that is his re-
sponse in this instance.
f

DEPARTMENTS OF LABOR,
HEALTH AND HUMAN SERVICES,
AND EDUCATION, AND RELATED
AGENCIES APPROPRIATIONS
ACT, 2000—Continued
Mr. SPECTER. Mr. President, we are

now prepared to move on to our next
amendment. I ask unanimous consent
that there be 30 minutes equally di-
vided prior to a motion to table on the
amendment to be offered by the distin-
guished Senator from New Hampshire,
Mr. SMITH, relative to Davis-Bacon,
and no amendments be in order prior to
a vote in relation to the amendment.

The PRESIDING OFFICER. Is there
objection?

Without objection, it is so ordered.
Mr. SMITH of New Hampshire ad-

dressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from New Hampshire.
AMENDMENT NO. 1844

(Purpose: To limit the applicability of the
Davis-Bacon Act in areas designated as dis-
aster areas)

Mr. SMITH of New Hampshire. Mr.
President, I call up my amendment No.
1844 and ask for its immediate consid-
eration.

The PRESIDING OFFICER. The
clerk will report.

The legislative clerk read as follows:
The Senator from New Hampshire (Mr.

SMITH) proposes an amendment numbered
1844.

Mr. SMITH of New Hampshire. Mr.
President, I ask unanimous consent
reading of the amendment be dispensed
with.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The amendment is as follows:
At the appropriate place, insert the fol-

lowing:
SEC. . No funds appropriated under this

Act may be used to enforce the provisions of
the Act of March 3, 1931 (commonly known
as the Davis-Bacon Act (40 U.S.C. 276a et
seq.)) in any area that has been declared a
disaster area by the President under the
Robert T. Stafford Disaster Relief and Emer-
gency Assistance Act (42 U.S.C. 5121 et seq.).

Mr. SMITH of New Hampshire. Mr.
President, this is a very simple,
straightforward amendment that would
prohibit enforcing Davis-Bacon pre-
vailing wage requirements in areas des-
ignated by the President as natural
disaster areas. Section 6 of the Federal
Davis-Bacon Act allows the President
to suspend this act in the event of a na-
tional emergency.

I think all of us would agree, espe-
cially those Senators in North Carolina
and in Virginia as well, that we did
have a national emergency with Hurri-
cane Floyd.

Pursuant to this authority, President
Bush suspended Davis-Bacon in 1992 to
help speed up and lower the cost of re-
building the communities ravaged by
Hurricanes Andrew and Iniki.

So Hurricane Floyd has dealt this
tremendous blow to the residents of
the eastern seaboard, from Florida to
North Carolina, even as far as New
York. FEMA has called this one of the
biggest multistate disasters in U.S.
history. Many States believe cleanup
costs from Hurricane Floyd will far ex-
ceed the costs of either Hurricanes
Fran or Hugo. So relaxing the Davis-
Bacon provisions in these hard-hit
States will lower tremendously the
cost of rebuilding these communities
and help create job opportunities for
those in need of work.

Many people come to these commu-
nities and volunteer their time to help
their friends and relatives and neigh-
bors in need, and others cut their costs
of services to help these unfortunate
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victims of the hurricanes. Davis-Ba-
con’s prevailing wage requirements
will increase the cost of construction,
forcing the taxpayers to pay more and
receive less in return. Not only that, it
will cost the victims more. So that is
why there is a provision, a waiver pro-
vision, the President may exercise to
bring these costs down in times of dis-
asters.

Government estimates, economic
studies, and those involved in the con-
struction industry believe Davis-Bacon
actually inflates the cost of a construc-
tion project by an estimated 5 to 38
percent. For people who are the vic-
tims of these hurricanes—where there
is Federal help—to have to pay more in
these construction projects and for it
to cost the taxpayers that much more
money is outrageous. CBO estimates
that Davis-Bacon adds $9.6 billion over
10 years to the cost of all Federal con-
struction projects.

The historic floodwaters of Floyd
have resulted in hundreds of millions of
dollars in property damage and created
a huge swath of human misery that
will last for months. The Davis-Bacon
Act should be suspended to aid disaster
relief in the areas designated as nat-
ural disasters. It is reasonable. That is
why there is a provision for a waiver. It
is unfortunate President Clinton has
decided not to waive it, or at least has
not waived it to this point.

On September 21, 1999, the Wall
Street Journal, in an editorial entitled
‘‘Hurricane Davis-Bacon,’’ stated:

Folks whose electricity shorted out when
floodwaters hit their circuit box or shop-
keepers sweeping the mud and debris out
from once-vibrant businesses need no re-
minders about the costs imposed by Hurri-
cane Floyd. But as they go about their re-
pairs they may find that the destructive
powers of Mother Nature are nothing com-
pared with those of Washington.

Continuing to quote:
Start with the Davis-Bacon Act, which ef-

fectively requires that workers on federally
subsidized construction projects receive
union wages—even though only about a
quarter of the construction industry is
unionized. Davis-Bacon looms large in the
wake of Floyd because so much disaster re-
lief comes from the federal government. It
was for precisely this reason in 1992 that
President George Bush ordered the relax-
ation of Davis-Bacon rules to hasten repairs
in Florida, Louisiana and Hawaii after hurri-
canes devastated those states.

Continuing to quote from the Wall
Street Journal:

The happy result was twofold: Not only did
the work get done faster, between 5,000 and
11,000 new construction jobs, mostly to semi-
skilled minority workers, were created. Alas,
the jobs didn’t last long. Within days of be-
coming President in 1993, Bill Clinton re-
voked the Bush waivers on Davis-Bacon as a
payback for organized labor’s support. Mr.
Clinton’s continued defense is particularly
galling to many minority workers, conscious
of the law’s origins in the Jim Crow atti-
tudes of the 1930s. ‘‘People can’t see the jobs
and buildings that aren’t created because of
Davis-Bacon, but it is a major factor in the
low-income housing crisis,’’ says Elzie
Higginbottom, a low-income housing builder
from Chicago’s South Side.

Clearly the priority after any natural dis-
aster must be getting help to the people who
need it. But as we help the victims of Floyd
pump water out of their basements and get
their lives back on track, let’s be careful not
to contribute to the structural damage with
. . . Davis-Bacon that only raise costs and
make it that much harder to do the work
that needs to be done.

I think that editorial sums it up
about as well as it can be summed up.
The bottom line is, this act, which,
ironically, discriminated against mi-
norities—and that was the purpose of
the act when it was first originated—
will cost taxpayers millions of dollars
and take advantage of an unfortunate
situation where people have suffered
through a disaster.

I ask, what would be the problem of
the President granting a waiver of
Davis-Bacon? As I said before—and I
think the Wall Street Journal said it
better than I—the answer is, because
the President owes a lot to organized
labor, he is not about to do it. I think
it is outrageous because the intent was
clear.

I will read from a letter from 80 orga-
nizations in support of my amendment.
The list includes a number of out-
standing national organizations. It also
includes several State organizations
representing some of the States that
have been hit hardest by Hurricane
Floyd and other disasters. It is the Co-
alition to Repeal the Davis-Bacon Act.

It is unfair to further burden the local
communities devastated by Hurricane Floyd
and other disasters with the inflated costs of
Davis-Bacon.

Mr. President, I think Senators will
recognize some of the organizations—I
will not read them all; there are 80—
the American Society of Civil Engi-
neers, the American Trucking Associa-
tion, Associated Builders and Contrac-
tors, Citizens Against Government
Waste, Citizens for a Sound Economy,
Free Enterprise Institute, National As-
sociation of Home Builders, National
Association of Manufacturers, National
Center for Neighborhood Enterprise,
National Federation of Independent
Business, National League of Cities,
National School Boards Association,
National Tax Limitation Committee,
National Taxpayers Union, U.S. Cham-
ber of Commerce, to name a few of the
80.

I ask unanimous consent that this
letter be printed in the RECORD.

There being no objection, the letter
was ordered to be printed in the
RECORD, as follows:

COALITION TO REPEAL THE
DAVIS-BACON ACT,

October 5, 1999.
Hon. ROBERT C. SMITH,
U.S. Senate,
Washington, DC.

DEAR SENATOR SMITH: The Coalition to Re-
peal the Davis-Bacon Act urges you to sup-
port the amendment by Senator Bob Smith
(R–NH) to relax the 1931 Davis-Bacon Act for
disaster stricken areas across the country,
during the debate on the Fiscal Year 2000
Labor/Health and Human Services and Edu-
cation Appropriations legislation.

Hurricane Floyd has devastated states
along the eastern seaboard, from Florida to

North Carolina to New York, which now face
major reconstruction demands. It is clearly
one of the largest multi-state disasters in
U.S. history. Relaxing Davis-Bacon in these
hard hit states will lower the cost of rebuild-
ing these communities and will help create
job opportunities for those in need of work.

Section 6 of the Davis-Bacon Act [40 U.S.C.
276a-5], allows the suspension of the Act in
the event of a ‘‘national emergency.’’ Pursu-
ant to this, President George Bush relaxed
Davis-Bacon rules in 1992 to hasten repairs in
Florida, Louisiana and Hawaii and lower the
cost of rebuilding the communities ravaged
by Hurricanes Andrew and Iniki. As a result,
the work was completed faster and between
5,000 and 11,000 new construction jobs were
created, mostly to semi-skilled minority
workers.

It is unfair to further burden the local
communities devastated by Hurricane Floyd
and other disasters with the inflated costs of
Davis-Bacon. The Davis-Bacon Act has been
demonstrated to inflate construction costs
by 5 to 38 percent above what the project
would have cost in the private sector. Lifting
Davis-Bacon restrictions would reduce un-
necessary federal spending and guarantee
more construction for the dollar as commu-
nities try to rebuild in the wake of dev-
astating disasters. Forcing disaster stricken
communities to be saddled with Davis-Bacon
will just raise their costs and make it harder
to do the work that needs to be done.

The September 21, 1999, editorial in The
Wall Street Journal, ‘‘Hurricane Davis-
Bacon’’ summarized, ‘‘Clearly the priority
after any natural disaster must be getting
help to the people who need it. But as we
help the victims of Floyd pump the water
out of their basements and get their lives
back on track, let’s be careful not to con-
tribute to the structural damage
with . . . Davis-Bacon that only raise costs
and make it that much harder to do the
work that needs to be done.’’

We strongly urge you to waive Davis-
Bacon and truly help communities that are
trying to reconstruct their public infrastruc-
ture after a disaster.

Sincerely,
APAC, Inc.
APAC Alabama, Inc.
APAC Arkansas, Inc.
APAC Carolina, Inc.
APAC Florida, Inc.
APAC Georgia, Inc.
APAC Mississippi, Inc.
APAC Tennessee, Inc.
APAC Virginia, Inc.
American Concrete Pipe Association
American Legislative Exchange Council
Amerian Society of Civil Engineers
American Trucking Associations
Americans for Responsible Privatization
Ashburn & Gray Construction
Associated Builders & Contractors
Associated General Contractors of the Caro-

linas
BE & K, Inc.
Barrus Construction Company
Brick Institute
Business Leadership Council
Cajun Contractors, Inc.
Capital City Asphalt Company
Citizens Against Government Waste
Citizens for a Sound Economy
Complete Building Services—A division of

the Donahoe Co.
Construction Industry Manufacturers Asso-

ciation
Contract Services Association
Council of 100
Council of State Community Development

Agencies
Finley Construction
Fluor Corporation
Free Enterprise Institute



CONGRESSIONAL RECORD — SENATES12180 October 7, 1999
Harmony Corporation
Hays Mechanical Contractors
Hodges Construction
Independent Bakers Association
Independent Electrical Contractors, Inc.
Institute for Justice
ITT
Joule, Inc.
KCI Constructors, Inc.
Labor Policy Association
Land Improvement Contractors of America
Lauren Constructors, Inc.
Louisiana Association of Business and Indus-

try
MacGougald Construction
McClinton Anchor Construction
M.W. Kellogg Company
N.C. Monroe Construction Company
National Aggregates Association
National Association of Home Builders
National Association of Manufacturers
National Association of the Remodeling In-

dustry
National Center for Neighborhood Enterprise
National Federation of Independent Business
National Frame Builders Association
National Industrial Sand Association
National League of Cities
National Ready Mixed Concrete Association
National School Boards Association
National Slag Association
National Society of Professional Engineers
National Stone Association
National Tax Limitation Committee
National Taxpayers Union
Niagara County Business Association
Printing Industries of America
Public Service Research Council
Reno Construction Company
Repcon, Inc.
Small Business Survival Committee
Southern Roadbuilders
Southern Roadbuilders Concrete Paving
Texas Bitulithic Construction Company
Thompson-Arther Construction
Thompson & Thompson
TIC/The Industrial Company
Trotti & Thomson Construction Co.
U.S. Business and Industrial Council
U.S. Chamber of Commerce
Wilkerson Maxwell Construction

Mr. SMITH of New Hampshire. Mr.
President, I am going to reserve the re-
mainder of my time. It is my under-
standing that each side has 15 minutes
on this debate; is that correct?

The PRESIDING OFFICER. The Sen-
ator is correct.

Mr. SMITH of New Hampshire. How
much do I have remaining?

The PRESIDING OFFICER. The Sen-
ator has 61⁄2 minutes.

Mr. SMITH of New Hampshire. I will
yield the floor at the moment.

The PRESIDING OFFICER. Who
seeks recognition? The Senator from
Massachusetts.

Mr. KENNEDY. How much time do
we have, Mr. President?

The PRESIDING OFFICER. Fifteen
minutes.

Mr. SPECTER. How much time does
the Senator from Massachusetts want?

Mr. KENNEDY. I will take 6 minutes.
Mr. SPECTER. Fine.
The PRESIDING OFFICER. The Sen-

ator from Massachusetts.
Mr. KENNEDY. Mr. President, as we

get started with this debate on the
question of Davis-Bacon, it is kind of
interesting. Over the course of recent
days, we see a series of actions that
have been directed at working families.

The problem that most working fami-
lies in our Nation face is that they
have not participated in the great eco-
nomic surge we have seen over recent
times. Nonetheless, there is a contin-
ued effort to undermine their wages.

Let’s start with the continuing de-
nial by the majority to permit us a
vote on the minimum wage. Then ev-
eryone in the country saw the actions
of the Republican leadership recently,
diverting the earned-income tax credit
in order to be used for balancing the
budget. We have had recent debates on
the floor of the Senate about under-
mining the National Labor Relations
Board, which tries to work out legiti-
mate disputes on the basis of laws that
have been in effect for years. There was
also action taken on the floor of the
Senate which cut back on the total
number of OSHA inspections to protect
workers in their workplaces in this
country.

Beyond that, there have been the ef-
forts to pass what is called comp time,
which would have eliminated the 40-
hour workweek and abolished over-
time. All of that has been happening
over the last 2 years.

I don’t know why the other side has
it in for, in this instance, construction
workers. But the attacks seem to be
fairly uniform, if we look over the facts
of the record in terms of working fami-
lies. That is true with regard to pen-
sions as well. We will have another
time to debate and discuss this. But
those are the facts.

Rather than speculate on what is in
an editorial or what is in a particular
report, the best way to look at this is,
first, the average wage of a construc-
tion worker in this country is $28,000 a
year. Maybe that is too much for some
Members of this body, but that is the
average in terms of a construction
worker. Yet the Senator from New
Hampshire, in this amendment, says,
in some parts of this country that isn’t
necessary for a worker to be able to
bring up a family. It seems to me that
$28,000, which is the average construc-
tion wage, is not an excessive wage in
this country.

Secondly, if you read the Davis-
Bacon Act you will see that the Presi-
dent already has discretion to suspend
the Davis-Bacon Act if he believes
there is a national emergency and its
in the national interest. Presidents
have in fact exercised this authority:
President Bush waived the Davis-Bacon
Act in 1992 after Hurricanes Andrew
and Iniki. So the President has some
flexibility if there are particular emer-
gencies, but that is effectively being
denied with the amendment of the Sen-
ator from New Hampshire.

Thirdly, if you look at various stud-
ies on Davis Bacon, including one by
the University of Utah looking at 9
States that have repealed State Davis-
Bacon laws, you see two very impor-
tant facts: No. 1, there is a dramatic
reduction in terms of training pro-
grams for construction workers; and,
No. 2, the quality of the work by con-

struction workers deteriorates, so the
cost of doing business, rather than
going down, actually goes up. Isn’t
that interesting? Now, with the amend-
ment, we are trying to effectively un-
dermine the wages construction work-
ers would receive in these cir-
cumstances.

And what do we find in the States
that have actually repealed State
Davis-Bacon? They may get a little
bump in the first few months in terms
of some bidding, but what happens is,
with the dramatic reduction in train-
ing programs and dramatic reduction
in skill, the costs of various contracts
go up. We will have a chance to go
through that.

That is the issue: Whether at this
time we are going to say men and
women who are earning $28,000 a year
are to see their wages cut. Many of
them lost their homes, too; many of
the workers who would be affected by
this amendment live in areas where
there has been devastation; many of
these people have been wiped out com-
pletely and now, not only are they try-
ing to get back on their feet, but as a
result of this amendment, they will be
denied at least the reasonable com-
pensation which they had received at
other times. Of course, this has impli-
cations in terms of the payment of
taxes. This has important implications
in terms of health care costs because in
most of these contracts where you have
Davis-Bacon, they have health care in-
surance.

You are going to find additional
kinds of burdens on local communities.
This hasn’t been talked about. Workers
will see insufficient payments into
their pension funds, which is going to
mean that retirement programs for
these various workers are going to be
compromised, all under the guise that
somehow we are helping the areas
where many of our fellow citizens have
suffered and suffered extensively as a
result of these extraordinary acts of
nature.

I am all set to support whatever is
necessary to help those families in any
of these areas—and no one can watch
what has happened to people in North
Carolina and along those flood zones
and not be moved—but let us do it
right. Let us do it correctly, and let us
not take it out on construction work-
ers who, in many instances, have been
devastated. Let us make sure they are
going to get a reasonable day’s pay for
a reasonable day’s work.

If I may have 30 more seconds, I want
to include in the RECORD that after
Hurricane Andrew, in 1992, the GAO
tried to assess the savings from sus-
pending Davis-Bacon, but the GAO re-
port was unable to conclude there were
any savings.

I yield the floor.
The PRESIDING OFFICER. Who

seeks recognition? Who yields time?
Mr. SPECTER. How much time does

the Senator from Minnesota want?
Mr. WELLSTONE. Five minutes.
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Mr. SPECTER. We only have 15 min-

utes. How much time remains, Mr.
President?

The PRESIDING OFFICER. Eight
minutes 26 seconds remain.

Mr. WELLSTONE. I will use 3 min-
utes.

The PRESIDING OFFICER. The Sen-
ator from Minnesota.

Mr. WELLSTONE. Mr. President, I
find this amendment to be very trou-
bling, and I hope colleagues will sup-
port our effort to table it. This amend-
ment plays off hard-working people
who are trying to make a decent wage
against people in communities that are
faced with disaster.

In 1999, so far, there have been 72 dis-
aster declarations in 36 States, includ-
ing Minnesota. The Smith amendment
would suspend the Davis-Bacon appli-
cation to all contracts in these areas
for the entire year.

I think what people in Minnesota and
in our country are saying to us is,
when there is a disaster in our commu-
nity and we need the help, please help
us. I think what people in Minnesota
and in the country are saying to us is
that the prevailing wage is important,
a living wage is important, a family
wage is important, so please don’t go
cutting our wages.

There is absolutely no reason in the
world to play off construction workers
and the need to make a decent wage
and support your family with whether
or not we are going to be able to pro-
vide disaster relief to communities.
This is a false choice. It is, in many
ways, an outrageous choice. This
amendment should be defeated.

The PRESIDING OFFICER. Who
yields time?

Mr. SMITH of New Hampshire. Mr.
President, I find some of the remarks
of my colleagues very interesting. To
say this is a partisan attack against
working people is so outrageous and so
untrue that it barely deserves a re-
sponse. People who don’t belong to
unions also have families. They also
need to feed those families. Let’s un-
derstand what is happening, if we can
tone down the rhetoric a little bit.
Nonunion workers who want to stand
side by side with the volunteers, who
perhaps are putting sandbags up to
stop the floodwaters from coming into
somebody’s home, are asking to work
at a lesser wage than the union worker
to help these people out. And they
can’t do it under the Davis-Bacon pro-
vision.

That is what we are talking about.
There is no concern expressed on the
other side about the nonunion worker’s
family; it is only the union worker’s
family. We have people who are volun-
teering for no money, no pay, to stand
and help these victims of floods and
other disasters, and then we have non-
union people who are saying, look,
maybe I am off from school, or maybe
I am taking off a few days from my
own job to help my friends, and I am
willing to work for $5, $6, or $7 an hour,
something less than the prevailing

union wage. They can’t do it. That is
what we are talking about. This is the
issue.

This is nothing more than a payback
for the huge contributions that come
in from the labor unions, pure and sim-
ple. That is all it is. There is no excuse
for this. The provisions in the law are
very clear. The President could easily
waive Davis-Bacon under the law, if he
wished, but he doesn’t want to do that.
That is what we are hearing from the
other side—lack of concern for the
working man, unless he is a union man.
If he is a union man, we have to pro-
tect him. If he is a nonunion man, who
cares, we don’t care about his family.

Mr. President, I will submit for the
RECORD a September 30 letter to Presi-
dent Clinton, interestingly, signed by
20 Members of Congress, including 7
from flood-damaged North Carolina. I
ask unanimous consent that it be
printed in the RECORD, along with an
editorial from the Washington Times.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:

CONGRESS OF THE UNITED STATES,
HOUSE OF REPRESENTATIVES,

Washington, DC, September 30, 1999.
Hon. WILLIAM JEFFERSON CLINTON,
President of the United States of America,
The White House, Washington, DC.

DEAR MR. PRESIDENT: We are writing to
urge you to relax Davis-Bacon prevailing
wage requirements to facilitate repairs in
states hardest hit by Hurricane Floyd. As
you know, Hurricane Floyd has dealt a dev-
astating blow to residents along the eastern
seaboard from Florida to North Carolina to
New York. The Federal Emergency Manage-
ment Agency (FEMA) has called this one the
biggest multi-state disasters in U.S. history.
Many states believe that clean-up costs from
Hurricane Floyd will far exceed the cost of
either Hurricane Fran or Hugo.

In North Carolina some 1,000 roads and 40
bridges remain closed, as are sixteen school
systems. Thousands remain without elec-
tricity and an estimated 30,000 homes were
damaged or destroyed by the storm and
flooding with 1,600 beyond repair. Agricul-
tural impacts are estimated at more than $1
billion in North Carolina with more than
110,000 hogs and 1,000,000 chickens and tur-
keys killed by the storms. Water systems in
nine counties are contaminated and many
wastewater treatment plants are wholly or
partly out of operation. FEMA estimates
that nearly 7,100 homes are reported to be ei-
ther destroyed or heavily damaged in South
Carolina, Virginia, Pennsylvania, and other
states. And while nearly a week has gone by
since Floyd’s arrival, it is anticipated that
even more damage will be uncovered as the
flood waters retreat.

As you may recall, President George Bush
suspended to the Davis-Bacon Act in 1992 to
help speed up and lower the cost of rebuild-
ing the communities ravaged by Hurricanes
Andrew and Iniki. President Bush took this
action pursuant to Section 6 of the Act [40
U.S.C. 276a–5] which allows the President to
suspend the Act in the event of a ‘‘national
emergency.’’

The economic effects of this hurricane are
significant. Many businesses have been dam-
aged or destroyed. Thousands of individuals
have either lost their livelihoods or can not
make it to work because of impassable roads.
It may be months or years before these com-
munities are rebuilt and a record amount of
federal assistance will be needed to do so.

Relaxing Davis-Bacon in these hard hit
states will lower the cost of rebuilding these
communities and will help create job oppor-
tunities for those in need of work. Davis-
Bacon prevailing wage requirements increase
the cost of construction—forcing taxpayers
to pay more and receive less in return. Gov-
ernment estimates, economic studies, and
those involved in the construction industry
believe that the Davis-Bacon Act inflates the
cost of a construction project by an esti-
mated 5 to 38 percent. The Congressional
Budget Office estimates that Davis-Bacon
adds about $9.6 billion (over 10 years) to the
cost of all federal construction projects.

The historic floodwaters of Floyd has re-
sulted in hundreds of millions of dollars in
property damage and created a huge swath of
human misery that will last for months. We
urge you to suspend the application of Davis-
Bacon for disaster relief in the areas affected
by Hurricane Floyd.

Sincerely,
Bill Goodling, Bill Barrett, Vernon J.

Ellers, Sue Myrick, Charles H. Taylor,
——— ———, Matt Salmon, ———
———, Tillie K. Fowler, Pete Hoekstra,
Cass Ballenger, Richard Burr, Walter
B. Jones, Howard Coble, Joe Knollen-
berg, Ron Paul, Tom Tancredo, Bob
Schaffer, Robin Hayes, Nathan Deal.

[From the Washington Times, October 1999]
FLOOD RELIEF FOR UNIONS

Bailing out after Hurricane Floyd was bad
enough. What the Federal Emergency Man-
agement Agency called one of the biggest
disasters in history destroyed or damaged
more than 30,000 homes and closed some 1,000
roads, 40 bridges and 16 school systems in
North Carolina alone. But now the victims of
Hurricane Floyd must also deal with a man-
made problem: North Carolina residents and
those of other states may have to endure
union attempts to gouge them out of their
flood relief. The Davis-Bacon Act dictates
that persons working on federally subsidized
projects receive the so-called prevailing
wage. In practice, of course, that means the
prevailing union wage, which is invariably
higher than whatever wage employer and
employee might agree to without govern-
ment interference. Big Labor’s friends in
Congress passed Davis-Bacon to price out of
the market low-wage competition and there-
by protect the union cartel on federal
projects.

So effective has this union-only require-
ment been that by some government esti-
mates Davis-Bacon arbitrarily boosts the
price of construction projects as much as 38
percent. Since taxpayers rather than law-
makers must absorb the cost of this shake-
down, Congress has seen little need for re-
form.

But applying Davis-Bacon to flood-relief
work necessarily means shifting flood relief
from persons in desperate need of help to
paychecks for organized labor. Some law-
makers have now written to President Clin-
ton asking him to relax Davis-Bacon for
flood relief so hurricane victims, not unions,
are its beneficiaries. ‘‘The economic benefits
of this hurricane are significant,’’ said law-
makers in their Sept. 30 letter. ‘‘Many busi-
nesses have been damaged or destroyed.
Thousands of individuals have either lost
their livelihoods or cannot make it to work
because of impassable roads. It may be
months or years before these communities
are rebuilt and a record amount of federal
assistance will be needed to do so. Relaxing
Davis-Bacon in these hard-hit states will
lower the cost of rebuilding these commu-
nities and will help create job opportunities
for those in need of work.’’ Among the sig-
natories are North Carolina lawmakers Sue
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Myrick, Charles Taylor, Cass Ballenger, Wal-
ter Jones, Howard Coble, Robin Hayes and
Richard Burr.

There is a precedent for relaxing Davis-
Bacon. President George Bush suspended the
law in 1992 to speed relief work in commu-
nities rebuilding after hurricanes Andrew
and Iniki. The statute provides that the
president may suspend the law in the event
of a national emergency.

On the off chance that Mr. Clinton may be
more sensitive to the pleas of campaign sup-
porters in organized labor than he is to those
of persons in need of flood aid, Sen. Bob
Smith has said he would offer an amendment
to the Department of Labor appropriations
bill forbidding the department from using
federal funds to enforce Davis-Bacon in
places the president has designated as nat-
ural disaster areas, including North Carolina
and other hard-hit states. A vote could come
as early as today. Says Mr. Smith, ‘‘The his-
toric floodwaters of Floyd have resulted in
hundreds of millions of dollars in property
damage and created a huge swath of human
misery that will last for months,’’ says Mr.
Smith. ‘‘The Davis-Bacon Act should be sus-
pended to aid disaster relief.

It should not be a difficult vote, nor should
it be a difficult decision for Mr. Clinton, to
agree to protect flood victims from union
gouging. With the national spotlight focused
on the anguish of those in North Carolina
and elsewhere, do the Clinton administration
and its supporters want to argue that Big
Labor’s bottom line is the only line that
matters? It’s time to show some compassion.
It’s time to suspend Davis-Bacon.

Mr. SMITH of New Hampshire. Mr.
President, I yield the floor.

Mr. SPECTER. Mr. President, I am
opposed to the amendment offered by
the distinguished Senator from New
Hampshire.

The Davis-Bacon Act was passed in
1931, and it was enacted in order to see
to it that the Federal projects would
not pay lower than the prevailing wage
rate in a given area. That is not nec-
essarily a union rate, but may be a
nonunion rate as well. The Federal
Government has moved in this direc-
tion in order to assure the quality of
the work that would be done. In order
to have quality work done and to see to
it that people in a local area receive
the work, the Federal Government has
established this standard.

Federal contracts are awarded on a
low bid proposition, to who makes the
lowest bid. If an out-of-area contractor
were to come forward and make a
lower bid, that would deprive people in
the area of that employment and would
not provide the kind of quality work
that would be assured.

Robert Reischauer, head of the CBO,
testified a few years ago that the pay-
ment of the prevailing wage rate is de-
signed to help the Federal Government
get the kind of quality necessary. This
was the quote of the Director of the
Congressional Budget Office, Robert
Reischauer, when he testified before
Congress on May 4, 1993.

Higher rates do not necessarily increase
costs. If these differences in wages were off-
set by hiring more skilled and productive
workers, no additional construction costs
would be involved.

It is also important to note that
Davis-Bacon creates a financial incen-

tive for contractors to fund and sup-
port apprenticeship training by allow-
ing them to pay employees in reg-
istered apprenticeship programs less
than the prevailing wage rate other-
wise required.

When we have had votes on this mat-
ter—and I have looked for a contested
vote—as recently as 1996, there was bi-
partisan support to uphold Davis-
Bacon. There is also a concern that if
this exception were to be enacted on
disaster areas, there would be a prob-
lem in finding skilled workers to come
into the disaster areas and do the
work. Thirty-seven States are involved
in disaster areas, including my State of
Pennsylvania; and if the prevailing
wage rate were to be disrupted for the
purposes of their Federal contracts, it
would not be possible to get the same
skilled laborers from the immediate
area to come in and perform the nec-
essary services.

As I say, Davis-Bacon has been en-
acted since 1931. It has a very impor-
tant purpose—for the Federal Govern-
ment to get quality work, including
the considerations advanced by others
on paying a fair wage. It has been chal-
lenged from time to time, and while I
respect the arguments made by Sen-
ator SMITH, it seems to me that this
amendment ought to be rejected.

Mr. President, how much time re-
mains?

The PRESIDING OFFICER. The Sen-
ator has 3 minutes 10 seconds.

Mr. SPECTER. Mr. President, I
thank the Senator.

The PRESIDING OFFICER. The Sen-
ator from New Hampshire has 3 min-
utes 21 seconds.

Mr. SPECTER. Mr. President, I yield
1 minute to Senator REID of Nevada.

Mr. REID. Mr. President, what this
amendment would do is a number of
things that are not good for working
men and women. It would be an auto-
matic suspension of the Davis-Bacon
enforcement in areas where there have
been disasters. It would mean hundreds
of thousands of construction workers
who typically go to these areas to work
would lose the wage protections cur-
rently afforded them under the law.
The President of the United States al-
ready has the authority to waive
Davis-Bacon in the event of a national
emergency.

So far this year disasters have been
declared in 36 States, including Ne-
vada.

This amendment is ill timed, ill ad-
vised, especially in light of the disas-
ters that we had to deal with through-
out the country.

Mr. SMITH of New Hampshire. Mr.
President, it is interesting that in
those 36 disasters that the Senator
from Nevada spoke of, the President
has not decided to waive Davis-Bacon.

The history on it is remarkable. We
have had bipartisan votes on this floor
on Davis-Bacon in the past in terms of
some disasters. Presidents Roosevelt
and Nixon also suspended Davis-Bacon
to alleviate administrative confusion
and delay, and to control inflation.

There is a long—as I mentioned ear-
lier, President Bush—history of bipar-
tisan waivers and relaxation of the
Davis-Bacon provisions.

There is also an interesting editorial
in the Detroit News. I ask unanimous
consent to have it printed in the
RECORD after my remarks.

The PRESIDING OFFICER. Without
objection, it is so ordered.

(See Exhibit 1.)
Mr. SMITH of New Hampshire. Mr.

President, I will read a brief excerpt
from that editorial, called ‘‘End of
Payoff.’’ It says:

Here in Michigan, former deputy state
treasurer and Hillsdale College economics
professor Gary Wolfram has estimated that
the prevailing wage law costs State tax-
payers $70 million to $100 million more than
they would necessarily have to pay each year
for State and local public works projects.

I am having a hard time under-
standing how it helps working men and
women to increase their taxes to pay
to clean up disaster areas. If somebody
could explain that to me, I might ex-
change my position.

For the life of me, I don’t understand
how it makes sense to charge the tax-
payers more money to clean up in un-
fortunate situations where we have dis-
asters. It makes no sense to me.

I conclude by saying that the Davis-
Bacon Act is a Depression-era wage
subsidy law. Its intent was dem-
onstrated in the CONGRESSIONAL
RECORD, which was to preserve north-
ern construction jobs for white union
men, and to prevent them from being
taken by less expensive southern black
labor.

That was the original intent of that
law, and its impact on taxpayers
wastes valuable Federal tax dollars. It
is a discriminatory law that limits
equal access to work opportunities.

Finally, no one should take unfair
advantage of people who are the vic-
tims of disasters.

As I said to you earlier, volunteers
give their time, and nonunion people
would like to come and help. They are
going to be denied the right. They are
not going to be able to work for the
taxpayers or the Federal Government
at a wage less than the prevailing
union wage. It is going to cost the tax-
payers.

Those people who would like to help
and who also have families to feed are
going to be denied work. They are
going to be told: Go home. You can’t
work because we have to pay a wage
higher than for which you are willing
to work.

That is un-American. In America, it
is an agreement between the employer
and the employee. If an employee
wants to work for less, then the em-
ployee has the right to do it.

I urge support of my amendment and
oppose the motion to table.

EXHIBIT 1
END THE PAYOFF

For close to 35 years, Michigan taxpayers
have been paying more than they should for
public works projects because of a political
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payoff known as Public Act 166 of 1965, com-
monly called the ‘‘prevailing wage’’ law.
State Rep. Wayne Kuipers has proposed an
elegant solution to this problem. Rep.
Kuipers has a bill that simply states that
Public Act 166 of 1965 ‘‘is repealed.’’

Rep. Kuipers’ bill, HB 4193, should be
promptly enacted. The prevailing wage law
requires that all state and local governments
pay union wages on their public works
projects, regardless of whether they can get
the work done using less costly nonunion
labor. It is an act of pure economic protec-
tionism for one special interest.

In fact, it is a clone of the federal Davis-
Bacon Act, adopted by Congress in the 1930s
for the odious purpose of freezing lower-wage
minority bidders out of federal public works
contracts. The U.S. General Accounting Of-
fice has long advocated the repeal of the
Davis-Bacon Act.

Here in Michigan, former deputy state
treasurer and Hillsdale College economics
professor Gary Wolfram has estimated that
the prevailing wage law costs state tax-
payers $70 million to $100 million more than
they would necessarily have to pay each year
for state and local public works projects.

The law was held in abeyance between 1994
and 1997. A federal judge in Midland threw
out the prevailing wage act, but in 1997 a fed-
eral appellate court panel reinstated it. Dur-
ing the interregnum, several school districts
sold construction bonds. When the law was
upheld, they were left with shortages be-
cause their bonds did not account for the
prevailing wage requirement.

The Legislature, instead of repealing the
act, voted to make up the difference for the
affected school districts at a cost of $20 mil-
lion over 10 years. As we noted at the time,
this amounted to a $20 million bribe to orga-
nized labor interests.

The Michigan Supreme Court, in a particu-
larly benighted and anti-taxpayer ruling last
year, extended the prevailing wage law to
the construction of a student activity cen-
ter, funded by student fees and other
nonstate appropriations, at Western Michi-
gan University. The court’s majority ac-
knowledged that it was overturning a trial
judge and two rulings by the state Court of
Appeals as well as a longstanding state
Labor Department interpretation, to reach
this ruling.

Unions contend that the premium pay sup-
ported by the prevailing wage is the result of
their better-trained workers and the superior
quality of their work. Rep. Kuipers, R-Hol-
land, a former contractor has a different
opinion: Let the unions prove their case by
competing for public construction dollars
without the artificial support of the pre-
vailing wage act.

The bill is in the House Employment Rela-
tions Committee. Surely, this measure is one
of the reasons for a Republican-controlled
Legislature.

OUR VIEW

The prevailing wage act imposes unneces-
sary costs on taxpayers and should be re-
pealed.

OPPOSING VIEW

The act guarantees high-quality workman-
ship on public works projects.

Mr. SPECTER. Mr. President, by way
of a very brief reply, I think that
Davis-Bacon is American. It has been
American since 1931, almost as long as
I have been in America; right about the
same time. It has worked very well.

There is merit to what the Senator
from New Hampshire has argued in
some respects. But to say that it is not
American, this has been the Federal
law for a very long time.

How much time remains, Mr. Presi-
dent?

The PRESIDING OFFICER. Forty-
five seconds.

Mr. SPECTER. I yield the remainder
of time to the Senator from Massachu-
setts.

The PRESIDING OFFICER. The Sen-
ator from Massachusetts.

Mr. KENNEDY. Mr. President, pre-
vailing wage means just that. That is
in a given area. The fact is that the av-
erage, as I mentioned, construction
worker who will be affected by this
earns $28,000 a year. That is what it
comes down to.

I refer to that University of Utah
study which showed that injuries went
up and the cost of the buildings went
up because there was a deterioration in
productivity and the skills that were
necessary for completion.

It doesn’t make any sense to bring
this up as an amendment on this par-
ticular bill.

Let’s bring it back to committee. If
the Senator has an argument to make,
let’s follow the regular legislative
process. Let us table this amendment.

Mr. SPECTER. Mr. President, I move
to table the amendment, and ask for
the yeas and nays.

The PRESIDING OFFICER. Is there a
sufficient second?

There is a sufficient second.
The yeas and nays were ordered.
The PRESIDING OFFICER. The

question is on agreeing to the motion
to table amendment No. 1844. On this
question, the yeas and nays have been
ordered, and the clerk will call the roll.

The legislative assistant called the
roll.

Mr. REID. I announce that the Sen-
ator from Connecticut (Mr. DODD) is
absent because of family illness.

The result was announced—yeas 59,
nays 40, as follows:

[Rollcall Vote No. 320 Leg.]

YEAS—59

Abraham
Akaka
Baucus
Bayh
Biden
Bingaman
Boxer
Breaux
Bryan
Byrd
Campbell
Cleland
Conrad
Daschle
DeWine
Domenici
Dorgan
Durbin
Edwards
Feingold

Feinstein
Fitzgerald
Gorton
Graham
Harkin
Hollings
Inouye
Jeffords
Johnson
Kennedy
Kerrey
Kerry
Kohl
Landrieu
Lautenberg
Leahy
Levin
Lieberman
Lincoln
Mikulski

Moynihan
Murkowski
Murray
Reed
Reid
Robb
Rockefeller
Santorum
Sarbanes
Schumer
Shelby
Smith (OR)
Snowe
Specter
Stevens
Torricelli
Voinovich
Wellstone
Wyden

NAYS—40

Allard
Ashcroft
Bennett
Bond
Brownback
Bunning
Burns
Chafee
Cochran
Collins
Coverdell
Craig

Crapo
Enzi
Frist
Gramm
Grams
Grassley
Gregg
Hagel
Hatch
Helms
Hutchinson
Hutchison

Inhofe
Kyl
Lott
Lugar
Mack
McCain
McConnell
Nickles
Roberts
Roth

Sessions
Smith (NH)

Thomas
Thompson

Thurmond
Warner

NOT VOTING—1

Dodd

Mr. KENNEDY. Mr. President, I
move to reconsider the vote.

Mr. COVERDELL. I move to lay that
motion on the table.

The motion to lay on the table was
agreed to.

Mr. SPECTER. Mr. President, I be-
lieve we are near the conclusion of this
bill. We are about to move to the
Wellstone amendment. We are very
close to completion of this bill. We are
now going to move to the Wellstone
amendment, and there are no further
amendments on the Republican side.

Mr. REID. I say to the manager of
the bill, on this side, we have the
Wellstone amendment we need to com-
plete and the manager of the bill has
an amendment. I say to the manager,
we also have Bingaman-Domenici
which needs to be worked out or of-
fered.

Mr. SPECTER. We are very close, Mr.
President. I ask unanimous consent
that there be 1 hour of debate equally
divided in relation to the Wellstone
amendment on mental health prior to a
motion to table.

Mr. REID. Reserving the right to ob-
ject. I ask the Senator be allowed to
offer his amendment before we enter
into the time agreement. We will do
that as soon as he offers the amend-
ment.

Mr. WELLSTONE. If I may offer the
second-degree amendment——

The PRESIDING OFFICER (Mr.
THOMAS). The Senator from Pennsyl-
vania has the floor.

Mr. SPECTER. Mr. President, I yield
so the Senator may offer his amend-
ment, and then I will repropound the
unanimous consent request.

AMENDMENT NO. 1880

(Purpose: to increase funding for the mental
health services block grant)

Mr. WELLSTONE. Mr. President, I
call up my amendment No. 1880.

The PRESIDING OFFICER. The
clerk will report.

The legislative assistant read as fol-
lows:

The Senator from Minnesota [Mr.
WELLSTONE] proposes an amendment num-
bered 1880.

Mr. WELLSTONE. Mr. President, I
ask unanimous consent that the read-
ing of the amendment be dispensed
with.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The amendment is as follows:
On page 31, line 9, strike ‘‘$2,750,700,000’’

and insert ‘‘$2,799,516,000, of which $70,000,000
shall be made available to carry out the
mental health services block grant under
subpart I of part B of title XIX of the Public
Health Service Act, and’’.

AMENDMENT NO. 2271 TO AMENDMENT NO. 1880

(Purpose: To increase funding for the mental
health services block grant)

Mr. WELLSTONE. Mr. President, I
send a second-degree amendment to the
desk.
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The PRESIDING OFFICER. Without

objection, the clerk will report.
The legislative assistant read as fol-

lows:
The Senator from Minnesota [Mr.

WELLSTONE] proposes an amendment num-
bered 2271 to amendment No. 1880.

Mr. WELLSTONE. Mr. President, I
ask unanimous consent that the read-
ing of the amendment be dispensed
with.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The amendment is as follows:
Beginning on page 1 of the amendment,

strike ‘‘$70,000,000’’ and all that follows and
insert the following: ‘‘$358,816,000 shall be
made available to carry out the mental
health services block grant under subpart I
of part B of title XIX of the Public Health
Service Act ($48,816,000 of which shall become
available on October 1, 2000 and remain
available through September 30, 2001), and’’.

Mr. SPECTER. Mr. President, I ask
unanimous consent that there be 1
hour of debate equally divided in rela-
tion to the Wellstone amendment on
mental health prior to a motion to
table.

The PRESIDING OFFICER. Is there
objection?

Without objection, it is so ordered.
Mr. SPECTER. Mr. President, for the

information of all Senators, it is not
anticipated that this side of the aisle
will use very much time. So Senators
should be prepared to vote perhaps
even in advance of 5 o’clock.

Mr. WELLSTONE. I say to my col-
league, I will be pleased to use his addi-
tional time if he wants me to.

The PRESIDING OFFICER. The Sen-
ator from Minnesota.

Mr. WELLSTONE. Mr. President, I
will shortly outline my amendment,
which is a very important amendment
dealing with community block grant
mental health services. I want to start
out, however, in a very personal way.

Mr. President, the Governor of Min-
nesota, Governor Ventura, in an inter-
view with Playboy magazine said that
he did not read books by Ernest Hem-
ingway because the writer killed him-
self. And he want on to say:

I’ve seen too many people fight for their
lives. I have no respect for anyone who would
kill himself. If you’re a feeble, weak-minded
person to begin with, I don’t have time for
you.

At Harvard University yesterday
Governor Ventura was asked about his
remarks, that suicide was for the fee-
ble, weak-minded. And he said:

I do upwards of 25 interviews a week . . .
over 1,000 interviews a year. I’m human. You
got good days; you got bad days.

He continued:
I don’t have sympathy, is what my feelings

are on suicide. . . . To me it’s something
that doesn’t have to happen if people take a
positive attitude on life like I do.

Today the Surgeon General, David
Satcher, gave a very eloquent speech.
Today is the ninth annual National De-
pression Screening Day. He pointed out
that suicide is the ninth leading cause
of mortality in the United States, re-
sponsible for 31,000 deaths.

Mr. President, 85 Americans die
every day having taken their lives.
Suicide is the fourth leading cause of
death for children ages 10 to 14.

I want to respond to these remarks
by Governor Ventura because I have
devoted so much of my work as a Sen-
ator in the mental health area, with
Senator DOMENICI, my colleague from
New Mexico, who is a Republican, and
Senator REID from Nevada.

First of all, let me acknowledge the
work of Al and Mary Kluesner. The
Kluesners are wonderful people. Al and
Mary Kluesner started an organization
10 years ago called SA/VE. This is an
organization made up of family mem-
bers. Many of them are parents who
have lost their children. Al and Mary
Kluesner have lost two children to sui-
cide.

The Governor of Minnesota and all
Americans need to understand that sui-
cide is directly linked to mental ill-
ness. The form of mental illness we are
talking about is severe depression.
When people struggle with severe de-
pression, they lose hope.

I want the Governor of Minnesota to
understand that this mental illness is
not a moral failing. I want Governor
Ventura to understand that all these
families that have gone through so
much pain need support. They do not
need ridicule.

Today is the ninth annual National
Depression Screening Day. This is
when communities set up free con-
fidential screening opportunities for
people to talk privately with mental
health professionals, receive edu-
cational material about the symptoms
and treatment for depression and, when
appropriate obtain referrals for care.

Clinical depression is one of the most
common illnesses. It affects more than
19 million Americans a year. These
educational programs are to be com-
mended. But if we do not have the re-
sources to fund proper treatment for
mental health illnesses, then all of this
research and all of this education and
all of this information may be for noth-
ing.

The clinical care that is needed may
never reach those who need it the
most.

Why? Because they cannot afford it.
Why? Because we do not have fair-

ness—parity—in mental health cov-
erage.

Why? Because we drastically
underfund public programs for mental
health care, such as the mental health
block grant program.

Why? Because of problems with men-
tal health services provided through
the Medicaid programs, which rep-
resent 19 percent of nationwide mental
health care.

Why? Because it seems we would
rather incarcerate children with men-
tal illness than to provide community
treatment programs that are so des-
perately needed.

Why? Because we do not provide cov-
erage for medication in so many health
care programs.

Untreated mental illness so often
leads to tragedy such as suicide. We
know from today’s congressional brief-
ing on depression and the elderly an
outstanding fact: The highest suicide
rate—often the result of undiagnosed
and untreated depression—is for white
men over 85 years old—65.3 per 100,000
persons.

Suicide is the third leading cause of
death among young people ages 15 to
24.

We need to increase funding for men-
tal health services, not decrease it.

This amendment, which I will sum-
marize in a moment——

Mr. REID. Will the Senator yield for
a question?

Mr. WELLSTONE. I am pleased to
yield for a question.

Mr. REID. I have heard with—I do
not know if the word is ‘‘horror’’ but
certainly with disgust the statements
made by the Governor of Minnesota.
The Senator knows—because we have
spoken—that 31,000 people each year
kill themselves. The Senator knows
that; isn’t that true?

Mr. WELLSTONE. That is true.
Mr. REID. Isn’t it true that during

the time we are going to be debating
this very important matter, there will
be four people in our country during
this hour’s period of time who will kill
themselves?

Mr. WELLSTONE. That is correct.
Mr. REID. And for the Governor of

the State of Minnesota to say—I am
sorry to report—that these people in
effect deserve to die because they have
problems, is not understandable. The
Senator understands. We have held
hearings in the Senate dealing with
suicide. We have heard from academics,
we have heard from people from the en-
tertainment industry, we have heard
from people from all walks of life be-
cause suicide does not discriminate
among people; it does not affect only
one age group; it does not affect one
economic group more than others; it
affects everyone.

It is true, is it not, I say to my
friend, that the vast majority of sui-
cides could be avoided if that person
had some counseling and many times a
little bit of medication? Isn’t that
true?

Mr. WELLSTONE. My colleague from
Nevada is absolutely correct. That is
why I had to respond to these com-
ments by Governor Ventura from Min-
nesota. This is an illness. This is an ill-
ness that affects many Americans. This
is an illness that has led to such pain
for so many families.

I mentioned Al and Mary Kluesner
from Minnesota who started an organi-
zation. Sheila and I have been to their
gatherings, I say to my colleague, for
the last 3 years. Hundreds of people
come, including parents who have lost
their children to suicide. They do not
need ridicule. We need to understand
this is not a moral failing. This is an
illness. Suicide is the result of this ill-
ness. With treatment, we can prevent
these deaths.



CONGRESSIONAL RECORD — SENATE S12185October 7, 1999
Mr. REID. I will make one last state-

ment, if I could.
The illness that leads people to com-

mit suicide, it is no different than
someone that has tuberculosis, some-
one who has cancer; isn’t that true?

Mr. WELLSTONE. Mr. President, I
say to my colleague from Nevada, he is
absolutely correct. The research over
especially this last decade—which has
focused on brain diseases—over and
over and over again points out that
these diseases are comparable to phys-
ical illnesses. They are diagnosable and
they are treatable, but the big chal-
lenge for us is to overcome the stigma,
to overcome the discrimination. That
is why I am so outraged by these re-
marks by Governor Ventura.

Mr. REID. Mr. President, I very
much appreciate, admire, and respect
the Senator from Minnesota, who is on
the floor now talking about these
issues. We need to talk more about
them.

We don’t know why people kill them-
selves. We have some understanding,
but we need to study this. Thank good-
ness the Centers for Disease Control is
now studying suicide. The Federal Gov-
ernment, for the first time, has di-
rected research to determine why 31,000
Americans, young and old, kill them-
selves every year.

Again, I appreciate very much the
Senator from Minnesota having the
courage to talk about an issue some
people refuse to acknowledge.

Mr. WELLSTONE. I thank my col-
league.

I point out to the Senator from Ne-
vada, this is the fourth leading cause of
death among children, ages 10 to 14,
suicide, among white males. There are
other populations as well. The rate of
suicide among African American
males, ages 15 to 19, has increased 105
percent between 1980 and 1996.

Senator SPECTER and Senator HARKIN
have done a yeoman’s job of getting
more support for these mental health
services. What I am trying to do is
take this mental health performance
partnership block grant program,
which supports comprehensive commu-
nity-based treatment for adults with
serious mental illnesses and children
with serious emotional disturbances,
back to the level of funding the Presi-
dent requested. This is administered
through the Substance Abuse and Men-
tal Health Services Administration,
SAMHSA.

I say to my colleague from Pennsyl-
vania, if I could have 5 more minutes
to summarize this, we want to go to a
voice vote, and this amendment will be
accepted. I will be honored.

Let me simply talk about the serv-
ices that are so important. This is
funding for communities for programs
that include treatment, rehabilitation,
case management, outreach for home-
less individuals, children’s mental
health services, and community-based
treatment services that have every-
thing in the world to do with providing
treatment to people and enabling peo-

ple to live lives with as much independ-
ence and dignity as possible.

Right now the mental health block
grant is funded at $310 million. That is
a small amount compared to the tre-
mendous need. This amendment would
add $50 million. With this amendment,
we could provide support for some im-
portant community services that
would make a tremendous amount of
difference.

I went over some of the gaps earlier.
My colleague from Pennsylvania, who
is managing this bill on the Republican
side, said there is an indication to ac-
cept this amendment. I will be very
pleased. I know colleagues want to
move this along.

I say to my Republican colleagues
and Democratic colleagues, I appre-
ciate the support for this. I know Sen-
ator SPECTER is committed to this. I
know Senator HARKIN is as well. I
would like to have this amendment ap-
proved. I would like to see the addi-
tional resources. This is an extremely
important program. We have to do a
lot better in this area. We can do it at
the community level, but for those
adults—and we are, in particular, talk-
ing about adults with serious mental
illnesses and children with serious
emotional disturbances—all too often,
they wind up out on the streets or they
wind up in prison or they wind up not
receiving the care. So much of this ill-
ness is diagnosable. So much of it is
treatable. There are so many ways we
can help people.

I think accepting this amendment
and making sure we can keep this level
of funding as we go to the conference
committee would be extremely impor-
tant.

Mr. President, I reserve the remain-
der of my time.

The PRESIDING OFFICER. Who
yields time?

Mr. SPECTER. Mr. President, we
have been reviewing this amendment
for additional funding for the mental
health block grant. It is obviously a
good program, beyond any question.
The key issue is how far we can stretch
in this bill. I have talked to the Sen-
ator from Minnesota and told him that
after consulting with some of my col-
leagues on this side of the aisle, we
would be prepared to accept it on a
voice vote.

The PRESIDING OFFICER. Is all
time yielded back?

Mr. SPECTER. I yield back my time.
Mr. WELLSTONE. I yield back my

time.
The PRESIDING OFFICER. The

question is on agreeing to the second-
degree amendment No. 2271.

The amendment (No. 2271) was agreed
to.

The PRESIDING OFFICER. The
question is on agreeing to the first-de-
gree amendment No. 1880.

The amendment (No. 1880) was agreed
to.

Mr. WELLSTONE. Mr. President, I
move to reconsider the vote.

Mr. REID. I move to lay that motion
on the table.

The motion to lay on the table was
agreed to.

The PRESIDING OFFICER. The Sen-
ator from Utah.
f

APPOINTING JUDICIAL NOMINEES

Mr. HATCH. Mr. President, the Con-
stitution provides that the President
‘‘shall nominate, and by and with the
Advice and Consent of the Senate, shall
appoint * * * Judges of the Supreme
Court, and all other Officers of the
United States * * *’’ Thus, the Presi-
dent has the power to nominate per-
sons to serve as federal judges and the
Senate has the power to render advice
and consent on these nominations. And
the Constitution requires that the
President’s power to nominate be exer-
cised ‘‘with’’ the Senate’s power to ad-
vise and consent in order for a final ap-
pointment to be made. To the extent
such cooperation occurs, the appoint-
ment process will be fair, orderly, and
timely. To the extent such cooperation
does not occur, the appointment proc-
ess will break down.

When I assumed the Chair of the Ju-
diciary Committee, I inherited a proc-
ess rocked by public strife and private
in-fighting. I was determined to lower
the temperatures on both sides of the
Committee and to preside over a proc-
ess that did not allow personal attacks
on a nominee’s character. To accom-
plish this I turned to the Constitution
itself and its requirement that the
President and the Senate work ‘‘with’’
each other in the appointment process
and the Constitution’s limits on the
power of federal judges.

And it has worked. When the Presi-
dent has consulted with the Committee
and with home-state Senators, a nomi-
nee has moved through the process
smoothly. Under my Chairmanship, the
Committee has focused its review on
each nominee’s, integrity, tempera-
ment, competence, and respect for the
rule of law. To date Republicans have
confirmed 325 of President Clinton’s
nominees to the federal bench.

When there have been problems with
a nominee, or a potential nominee, the
President’s consultation with the Com-
mittee has enabled us to address those
problems privately. For example, a
senator on the Committee recently
asked me to examine a potential nomi-
nee, and when there were problems
with that nominee, that Senator and I
were able to deal with the problem pri-
vately and I expect another candidate
will be forthcoming soon. Thus, the
process has worked without damaging
a candidate’s reputation or his family.

When the President works with the
Senate the process will adequately
staff the federal Judiciary. Indeed,
after last year’s extraordinary number
of confirmations, the vacancy rate in
the federal Judiciary was reduced to a
very low 5.9%. The Chief Justice in his
most recent report on the state of the
federal Judiciary congratulated the
President and the Senate, stating ‘‘I
am pleased to report on the progress
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made in 1998 by the Senate and the
President in the appointment and con-
firmation of judges to the federal
bench ....’’

As of today, the Judiciary Com-
mittee has held 5 hearings for judicial
nominees and have reported 30 nomi-
nees to the floor of the Senate. There
are currently just 62 vacancies, yield-
ing a vacancy rate of only 7.4%. This is
1 vacancy less than existed at the end
of the 103rd Congress when Democrats
controlled the Judiciary Committee.
Further, should the Senate confirm the
8 nominees that are currently on the
floor and the 4 nominees for which we
held a hearing today, the number of va-
cancies will fall to 51, yielding a va-
cancy rate of just 6%. This will be the
lowest vacancy rate for any first ses-
sion of Congress since the expansion of
the judiciary in 1990. Moreover, it is
virtually equivalent to the vacancy
rate at the end of the last Congress,
which was the lowest vacancy rate for
any session of Congress since the ex-
pansion of the judiciary in 1990. When
the President works with us and re-
spects the constitutional advice and
consent duties of the Senate, the proc-
ess has, in fact, worked smoothly.

When the President fails to work
with the Senate, however, the process
does not work smoothly. This was the
unfortunate case with Judge Ronnie
White. The record shows that Judge
White is a fine man. However, he has
written some questionable opinions on
death penalty cases. The record re-
sulted in both Missouri Senators oppos-
ing his nomination on the floor. This
record resulted in local and national
law enforcement agencies opposing his
nomination as well. Here are just some
of the letters expressing concern or op-
position to Judge White’s nomination:

The Missouri Federation of Police
Chiefs oppose the nomination; the Na-
tional Sheriff’s Association opposed
the nomination; the Mercer County,
Missouri prosecutor opposed the nomi-
nation; the Missouri Sheriffs’ Associa-
tion expressed deep concern over one of
Judge White’s dissents in a death pen-
alty case involving the murder of one
sheriff, two deputies, and the wife of
another sheriff, and asked the Senate
to consider that dissent in voting on
Judge White’s nomination. Indeed, 77
of 114 of Missouri’s sheriffs asked for
serious consideration of Judge White’s
record. The sheriff of Moniteau County,
Missouri, whose wife was murdered by
the criminal for whom Judge White
would have reversed the death sentence
wrote in opposition to the nomination.

Mr. President, I ask unanimous con-
sent that these letters be printed in the
RECORD.

There being no objection, the letters
were ordered to be printed in the
RECORD, as follows:

NATIONAL SHERIFFS’ ASSOCIATION,
Alexandria, VA, October 4, 1999.

Hon. JOHN ASHCROFT,
U.S. Senate, Washington, DC.

DEAR SENATOR ASHCROFT: I am writing to
ask you to join the National Sheriffs’ Asso-

ciation (NSA) in opposing the nomination of
Mr. Ronnie White to the Federal Judiciary.
NSA strongly urges the United States to de-
feat this appointment.

As you know, Judge White is a controver-
sial judge in Missouri while serving in the
Missouri Supreme Court. He issued many
opinions that are offensive to law enforce-
ment; one on drug interdiction and several
involving the death penalty. Judge White
feels that drug interdiction by law enforce-
ment is too intimidating. He is more con-
cerned with his personal view of drug inter-
diction practices than with the legitimate
law enforcement effort to prevent the traf-
ficking of illegal drugs. Drug interdiction is
a cornerstone in the fight against crime, and
this reckless opinion undermines the rule of
law.

Additionally, judge White wrote an out-
rageous dissenting opinion in a death pen-
alty case. In 1991 Pam Jones, the wife of
Sheriff Kenny Jones of Miniteau, Missouri,
was gunned down with three other law en-
forcement officials while hosting a church
service at home. The assailant, who was tar-
geting the Sheriff, was tried and convicted of
murder in the first degree. He was subse-
quently sentenced to death for the four mur-
ders. During the appeals process, the case
came before the Missouri Supreme Court
where six of the seven judges affirmed the
conviction and the sentence. Judge White
was the court’s lone dissenter urging a lower
legal standard to allow this brutal cop killer
a second chance at acquittal. In our view,
this opinion alone disqualifies Judge White
from service in the Federal courts. He is irre-
sponsible in his thinking, and his views
against law enforcement are dangerous.
Please read Judge White’s dissenting opinion
in this case.

We urge you in the strongest possible
terms to actively oppose the nomination of
Judge White. He is clearly an opponent of
law enforcement and does not deserve an ap-
pointment to the Federal Judiciary. His
views and opinions are highly insulting to
law enforcement, and we look forward to
working with you to defeat this nomination.

Respectfully,
PATRICK J. SULLIVAN, Jr.,

Sheriff, Chairman, Congressional Affairs
Committee and Member, Executive Committee

of the Board of Directors, NSA.

SHERIFF’S DEPARTMENT,
MONITEAU COUNTY,

California, MO, August 11, 1999.
DEAR FELLOW SHERIFF: I am writing to you

about Judge Ronnie White of the Missouri
Supreme Court, who has been nominated to
be a federal district judge. As Sheriffs’ we go
to work for the people of Missouri every day.
Our lives are on the line. Every law enforce-
ment, and every law-abiding citizen, needs
judges who will enforce the law without fear
or favor. As law enforcement officers, we
need judges who will back us up, and not go
looking for outrageous technicalities so a
criminal can get off. We don’t need a judge
like Ronnie White on the federal court
bench.

In addition to being Sheriff of Moniteau
County, I am a victim of violent crime. So
are my children. In December 1991, James
Johnson murdered my wife, Pam, the mother
of my children. He shot Pam by ambush, fir-
ing through the window of our home during
a church function she was hosting. Johnson
also killed Sheriff Charles Smith of Cooper
County. Deputy Les Roark of Moniteau
County and Deputy Sandra Wilson of Miller
County. He was convicted and sentenced to
death. When the case was appealed and
reached the Missouri Supreme Court, Judge
White voted to overturn the death sentence
of this man who murdered my wife and three

good law officers. He was the only judge to
vote this way.

Please read Judge White’s opinion. It is a
slap in the face to crime victims and law en-
forcement officers. If he cared about pro-
tecting crime victims and enforcing the law,
he wouldn’t have voted to let Johnson off
death row.

The Johnson case isn’t the only anti-death
penalty ruling by Judge White. He has voted
against capital punishment more than any
other judge on the court. I believe there is a
pattern here.

To me, Ronnie White is clearly the wrong
person to entrust with the tremendous power
of a federal judge who serves for life. Please
write to our U.S. Senators, Christopher S.
Bond and John Ashcroft, and ask them to op-
pose the White nomination. Ask them to per-
suade other Senators to do likewise. Effec-
tive law enforcement saves lives. The deter-
rent value of capital punishment saves lives.
As a federal judge, Ronnie White would hurt
law enforcement and he would oppose effec-
tive death penalty enforcement.

You can write to Senator Bond and Sen-
ator Ashcroft at U.S. Senate, Washington,
DC 20510. Please speak up before it’s too late.

Sincerely,
KENNY JONES,

Moniteau County Sheriff.

MISSOURI FEDERATION OF
POLICE CHIEFS,

St. Louis, MO, September 2, 1999.
Senators JOHN ASHCROFT, and CHRISTOPHER

BOND,
Kansas City, MO.

DEAR SENATOR ASHCROFT AND SENATOR
BOND: We have just learned of the nomina-
tion of Judge Ronnie White to be a federal
district judge.

After reading Sheriff Kenny Jones’ letter
and seeing Judge White’s record, we were ab-
solutely shocked that someone like this
would even be nominated to such an impor-
tant position.

We want to go on record with your offices
as being opposed to his nomination and hope
you will vote against him. A copy of Sheriff
Jones’ letter is attached.

Sincerely,
BRYAN KUNZE,

Vice President, MFPC.

MISSOURI SHERIFFS’ ASSOCIATION,
Jefferson City, MO, September 27, 1999.

Sen. ORRIN HATCH,
Chairman, Senate Judiciary Committee, Wash-

ington, DC.
DEAR SENATOR HATCH: Attached please find

a copy of the dissenting opinion rendered by
Missouri Supreme Court Judge Ronnie White
in the case State of Missouri, Respondent, v.
James R. Johnson, Appellant.

Also, please find attached a copy of a peti-
tion signed by 92 law enforcement officers in
Missouri, including 77 Missouri sheriffs.

In December 1991, James Johnson mur-
dered Pam Jones, wife of Moniteau County
Sheriff Kenny Jones. He shot Pam by am-
bush, firing through the window of her home
during a church function she was hosting.
Johnson also killed Sheriff Charles Smith of
Cooper County, Deputy Les Roark of
Moniteau County and Deputy Sandra Wilson
of Miller County. He was convicted and sen-
tenced to death. When the case was appealed
and reached the Missouri Supreme Court,
Judge White voted to overturn the death
sentence of this man who murdered Mrs.
Jones and three good law officers.

As per attached, the Missouri sheriffs
strongly encourage you to consider this dis-
senting opinion in the nomination of Judge
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Ronnie White to be a U.S. District Court
Judge.

Sincerely,
JAMES L. VERMEERSCH,

Executive Director.

We, the undersigned, understand that
Judge Ronnie White of the Missouri Supreme
Court, has been nominated to be a United
States District Court Judge.

We need judges who can balance the duty
of the law enforcement officer to enforce the
law with the preservation of the Constitu-
tional rights of the accused.

In 1993, one James Johnson was convicted
and sentenced to death for the ambush and
murder of Pam Jones, the wife of the
Moniteau County Sheriff Kenny Jones and
three other law enforcement officers. Judge
White rendered the only dissenting opinion
to reverse this conviction.

We respectfully request that consideration
be given to this dissenting opinion as a fac-
tor in the appointment to fill this position of
U.S. District Judge.

Position Agency:
Sheriff, Mississippi County; Sheriff, Pu-

laski County; Dade County Sheriff; Sheriff of
Vernon County.; Barry County Sheriff; Barry
County Deputy Sheriff; Franklin County
Sheriff; Sheriff, Mercer County.

MERCER COUNTY
PROSECUTING ATTORNEY,

Princeton, MO, September 3, 1999.
Hon. JOHN D. ASHCROFT,
U.S. Senator, Washington, DC 20510

DEAR SENATOR ASHCROFT: As Missouri
Prosecutors, we work to enforce the laws of
our cities, counties, and the state of Mis-
souri on a daily basis. We are aware of sig-
nificant concern among law enforcement of-
ficials regarding the nomination of Missouri
Supreme Court Judge Ronnie White to the
federal bench. We share this concern.

Judge White’s record is unmistakably anti-
law enforcement, and we believe his nomina-
tion should be defeated. His rulings and dis-
senting opinions on capital cases and on
Fourth Amendment issues should be dis-
qualifying factors when considering his nom-
ination.

Judge White has evidenced clear bias
against the death penalty from his seat on
the Missouri Supreme Court. He has voted
against the death penalty more than any
other judge has. In capital cases, he has dis-
sented more than any other judge. Further,
he has filed more lone dissents in capital
cases than any other judge. Without ques-
tion Judge White has displayed an anti-cap-
ital punishment bias that is second to none
on the Missouri Supreme Court.

One of the most terrible examples of this
bias came in State v. Johnson, when Judge
White filed a lone dissent, supporting rever-
sal of the capital sentence imposed on Jim
Johnson. Johnson was sentenced to death for
the murders of Cooper County Sheriff
Charles Smith, Moniteau County Deputy Les
Roark, Miller County Deputy Sandra Wilson,
and Pam Jones, the wife of Moniteau County
Sheriff Kenny Jones. Except for Judge
White’s dissent, the ruling against this bru-
tal cop killer was unanimous. Judge White
was the lone member of the Court to vote to
give Johnson a new trial and a second chance
to go free.

In State v. Damask, and State v. Alvarez,
the Supreme Court ruled 6–1 that drug
checkpoints on main highways in Franklin
and Texas Counties were constitutional.
Judge White, again, disagreed alone. Judge
White voted to throw out evidence against
accused drug traffickers who were arrested
at checkpoints on Interstate 44 and U.S. 60.

Another troubling concern, while not in
itself sufficient reason to disqualify, is Judge

White’s lack of significant experience in
trial courts. Certainly the nomination would
be less flawed if he had significant experi-
ence as either a criminal litigator or trial
judge. He has neither.

On the Missouri Supreme Court, the other
six members of the Court routinely override
Judge White’s outlandish dissenting opin-
ions. In Missouri, we are fortunate to have a
Supreme Court that is sympathetic to law
enforcement, and prone to interpreting the
law as it is written. However, if Judge White
is placed on the federal bench, he will be a
one-person majority. His flawed opinions
will be the only ones that count, and barring
an appeal to higher courts, he will be ac-
countable to no one.

People in the law enforcement community
are rightly concerned by Judge White’s votes
in cases like Johnson and Damask. We urge
you to show your support for the hard work
of Sheriffs, police officers, prosecutors, and
other law enforcement officials, and help de-
feat the nomination of Judge White to the
federal bench.

JAY HEMENWAY,
Mercer County Prosecuting Attorney.

TEXAS COUNTY PROSECUTING ATTORNEY,
Houston, MO, October 4, 1999.

Hon. JOHN ASHCROFT,
U.S. Senator, Washington, DC.

SENATOR ASHCROFT, It is my understanding
that the nomination of Ronnie White to the
United States Federal Court is coming up for
a vote soon in the United States Senate. I
have serious concerns about this nomina-
tion.

Judge White’s voting record has given law
enforcement officials cause for alarm. While
on the Supreme Court he has consistently
voted against use of the death penalty, even
in the most brutal and clear-cut cases. In
fact, White has voted against use of the
death penalty more than any other judge on
the Court.

White’s was also the lone dissenting vote
on the case allowing drug checkpoints of
major highways in our state. There are other
causes of concern, but I think it is best
summed up as follows: The Judiciary exists
to interpret the law, not make it. Judge
White’s opinions as a member of the Mis-
souri Supreme Court have caused me to fear
more judicial activism and pro-criminal ju-
risprudence that would run contrary to the
will of our founding fathers and to the good
of our country.

Please examine Judge White’s record close-
ly, Senator. This is an enormously impor-
tant decision with the most serious of impli-
cations. Thank you for taking the time and
making the effort to cast a wise vote on the
nomination.

Most sincerely,
DOUG GASTON.

Mr. HATCH. Mr. President, had the
White House worked with these home-
State Senators and with other Sen-
ators to achieve broad support for the
nominee, perhaps Judge White would
not have been defeated. I don’t know. I
might add, had both home-State Sen-
ators been opposed to Judge White in
committee, Judge White would never
have come to the floor under our rules.
I have to say, that would be true
whether they are Democrat Senators
or Republican Senators. That has just
been the way the Judiciary Committee
has operated. Had the President dili-
gently worked with Senators to deter-
mine that there would not be broad
support for the candidate, he could
have found an alternative, consensus

candidate. But the President did not.
Thus, Judge White’s nomination failed
on the floor of the Senate.

To compound the problem, the Presi-
dent and some of my colleagues in this
body made the grave error of sug-
gesting that race was the reason that
Senate Republicans voted against
Judge White. This transparently polit-
ical accusation has, as the administra-
tion is well aware, no basis in fact. The
Judiciary Committee, under my chair-
manship, has not kept formal statistics
on the race of any of these nominees,
nor would we have informed Democrat
or Republican members that Judge
White is an African American. Many of
my Republican colleagues were lit-
erally unaware of Judge White’s race,
and that is the way it has been. We just
haven’t made notice of anybody’s race
as we have confirmed these 325 judges
that President Clinton has nominated.

Instead, they were aware of his
record in death penalty cases. I admit
that that awareness happened at a rel-
atively late time in this matter. It
caught me by surprise as well—the op-
position at least. They were aware of
the opposition of State and national
law enforcement communities that
arose after his committee hearing.
They were aware of the opposition of
both home-State Senators that was an-
nounced after his hearing. Indeed, I
even had a Democratic Senator inform
me that had that Senator known of the
recent law enforcement opposition to
Judge White’s nomination, that Sen-
ator would have opposed the nomina-
tion as well. Senator BOND did support
this judge at the hearing but later
changed his position on this as he be-
came more and more aware of the op-
position by law enforcement. It was
not race that defeated Judge White; it
was his record and the opposition of
the elected leaders of his State.

These same Republican Senators who
opposed Judge White overwhelmingly
supported the nomination of Charles
Wilson, an African American, to the
Eleventh Circuit Court of Appeals in
Florida. While Senate Republicans
were mostly unaware of Judge Wilson’s
race, Members were informed of his
outstanding record as a Federal Mag-
istrate and U.S. Attorney, the strong
Florida support for Mr. Wilson, and the
support of both home-State Senators—
1 Republican and 1 Democrat—for Mr.
Wilson. Most members were not in-
formed of his race. But these home-
State Senators were for Mr. Wilson.
And there was broad support in the
Senate for Mr. Wilson’s candidacy. It
was not race that confirmed Mr. Wil-
son; it was his record and the support
of the elected leaders of his State.

The same is true for other minority
nominations. To mention a few, Victor
Marrero, Carlos Murguia, Adalberto
Jordan—nominees whose records show
they were qualified and respected the
rule of law, who had the support of
home-State Senators, and who had
broad support in the Senate. Thus, the
suggestion that the Republicans in this
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body voted against Judge White on the
basis of race is no more true than a
parallel accusation that my Demo-
cratic colleagues voted against Clar-
ence Thomas because of his race. I
don’t think any of us have made that
suggestion.

I am also deeply disappointed by the
patently false suggestions from the ad-
ministration, and some in this body,
that Republicans intentionally delay
the processing of minority and women
nominees based on their race and gen-
der. This would be a surprise to Charles
Wilson, who was nominated on May 27,
reported by the Judiciary Committee
to the floor of the Senate on July 22,
and confirmed on July 30. This would
also be a surprise to Marryanne Trump
Barry, who was nominated on June 17,
reported by the Judiciary Committee
to the floor of the Senate on July 29,
and confirmed on September 13. Both
of these nominees had outstanding
records reflecting respect for the law,
strong home-State support, the support
of both home-State Senators, and
broad support in the Senate. Mr. Wil-
son, Judge Barry, and most of these
other nominees proceeded smoothly
through the confirmation process be-
cause the President worked with the
Senate, not against the Senate.

The administration is very proud of
its record of placing women and mi-
norities on the bench, and it makes a
point of informing the public of its
work in this regard. In an address to
the American Bar Association this
summer, President Clinton called the
collection of judges he has nominated
to the Federal bench ‘‘the most diverse
group in American history.’’ Nearly
half are women and minorities, he said.

But each of these judges was con-
firmed by the Senate, and all were con-
firmed with Republican support. How
can it be that a Senate which has di-
rectly participated in this record of ac-
complishment can become an institu-
tion of bias simply by opposing one
nominee—a nominee opposed by both
home-State Senators and by an over-
whelming number of State and na-
tional law enforcement leaders? It can-
not be. It simply cannot be. The record
and the Department of Justice’s own
numbers speak for themselves.

According to the Clinton administra-
tion’s own data, the Senate—whether
it was under Democratic or Republican
control—has done its duty and con-
firmed qualified women and minorities.
For example, in 1998, based on Depart-
ment of Justice data, approximately 32
percent of judicial nominees were
women, and 21.5 percent were minori-
ties. Even though the committee does
not keep formal statistics, I had my
staff manually compute the proportion
of women and minorities reported to
the Senate floor. So far this year, over
45 percent of the judicial nominees re-
ported to the Senate floor are women
or have been minorities.

Yes, some nominees take longer than
others—but it is not because of their
race or gender. My colleagues, I be-

lieve, know that. I believe the Presi-
dent and his people at the White House
know that. Indeed, several of the nomi-
nees of the past that took longer to
confirm had my strong support. These
included Anne Aiken, Margaret Mur-
row, and Susan Mollway. I have been
condemned for that by certain people
on the far right almost on a daily basis
ever since.

In the end, those who make these
troubling accusations either, one, be-
lieve them to be true or, two, know
they are not true, but want to politi-
cize the issue. Either motivation is evi-
dence of a serious problem within our
noble institution, which I hope we, as
leaders, can work to rectify. That is
one reason I am taking this time
today. Using race as a political tactic
to advance controversial nominees is
especially troubling. I care too much
about the Senate and the Federal judi-
ciary to see these institutions become
the victims of base, cheap, wedge poli-
tics.

I would urge my colleagues and the
President to reconsider this destruc-
tive and dangerous ploy. Instead, they
should put aside this destructive rhet-
oric and work with us to do what is
best for the Judiciary, the Senate, and
the American people.

The Ronnie White nomination is an
unfortunate example of what I believe
is an increasing pattern on the part of
the Clinton White House. I am refer-
ring to what appears to be a fire-sale
strategy of knowingly sending up
nominees who lack home-State sup-
port. Some time ago, I sent the White
House Counsel a letter stating clearly
that consultation was an essential pre-
requisite to a smoothly functioning
confirmations process. But over the
past several months, a number of nomi-
nees have been forwarded to the Senate
over the objection—both private and
public—of home-State Senators. Is this
a pattern the aim of which is to get
nominees confirmed, or is this a strat-
egy, the object of which, is to create a
political show down with the Senate.
My concern is with the latter.

To find the answer to the current po-
litical crisis, I turn once again to the
Constitution and its requirement that
the President and the Senate work
‘‘with’’ each other in the nomination
and advice and consent process. To en-
able us to return to working together
instead of against each other, I propose
that we take time for both sides to cool
off. The President and the Senate
should take a step back, cool off, and
then return to working with each other
in the nomination and confirmation
process as the Constitution so plainly
requires.

Mr. President, we have worked well
with this President up to now. I have
certainly taken my share of criticism
for being as fair to this administration
as I can possibly be. But this adminis-
tration knows the rules up here—that
when two home State Senators oppose
a district court nominee, that district
court nominee is not going to make it.

That is the way it is. There is nothing
I can do to change that because it is
the correct rule. It is important that
we work together and work with home
State Senators in order to resolve this.

I yield the floor.
The PRESIDING OFFICER. The Sen-

ator from Pennsylvania.
Mr. SPECTER. Mr. President, I

thank the distinguished chairman of
the Judiciary Committee for that
statement. I have just a word or two to
say about the same subject.

The White House made a comment—
Mr. Lockhart—that I was one of three
Republican Senators who voted for
Judge White in committee and then
voted against him on the floor. It is in-
accurate to say I voted for him in com-
mittee because I did not. What hap-
pened was, the Judiciary Committee
had a very abbreviated session off the
floor and I went there to see if there
was a quorum. When there was a
quorum, Justice White was voted out
of committee on a voice vote, but I was
not present for that voice vote.

I was especially sensitive to Judge
White because Judge Massiah-Jackson
came before the Senate last year and
withdrew her nomination in the face of
very considerable opposition by the
State District Attorneys Association.

So I took a close look at the letters,
and even had a brief conversation with
the ranking Democrat before casting
my vote, which I did at the tail end of
the vote on Justice White.

But contrary to what Mr. Lockhart
of the White House said, and contrary
to what has appeared in a number of
press accounts, I did not vote for Jus-
tice White in the committee.
f

DEPARTMENT OF LABOR, HEALTH
AND HUMAN SERVICES, AND
EDUCATION AND RELATED
AGENCIES APPROPRIATIONS
ACT, 2000—Continued

Mr. SPECTER. Mr. President, I ask
unanimous consent that we turn to the
Senator from——

Mr. REID. Mr. President, will the
Senator yield?

Mr. SPECTER. Florida for 15 min-
utes.

Mr. REID. Mr. President, will the
Senator yield for a brief statement?

Mr. SPECTER. Pardon me. I with-
draw that because the Senators from
New Mexico were here sequenced ahead
of Senator GRAHAM.

Mr. REID. Mr. President, I appreciate
the statements of the chairman of the
Judiciary Committee and the state-
ment of the Senator from Pennsylvania
on the judicial controversy. I hope we
can end all of that this afternoon and
get this bill completed because now we
have people on our side wanting to
come and talk about this matter deal-
ing with Judge White. I hope we can
move and get this bill finished before
we have further speeches on this judi-
cial controversy.

Mr. SPECTER. Mr. President, I ask
unanimous consent that the remainder
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of the time on this bill be directed to
the amendment of the Senators from
New Mexico, then 15 minutes to Sen-
ator GRAHAM of Florida, then 10 min-
utes to be equally divided between the
managers of the bill, and then go to
final passage.

Mr. REID. Reserving the right to ob-
ject, if the ranking member of the Ju-
diciary Committee wants to come over
and speak on the judicial controversy,
I want him to have 15 minutes, the
same amount of time the chairman of
the Judiciary Committee had.

Mr. SPECTER. I incorporate that in
the unanimous consent request.

Mr. KENNEDY. If I could have 2 min-
utes.

Mr. SPECTER. Two minutes for Sen-
ator KENNEDY.

Mr. INHOFE. Mr. President, reserv-
ing the right to object, for what pur-
pose would the Senator be yielding to
the Senator from Florida? Are we back
on the judicial nominations?

Mr. SPECTER. He is speaking on the
bill.

Mr. INHOFE. Is this on the nomina-
tion?

Mr. SPECTER. Unless Senator LEAHY
comes and claims the time which Sen-
ator REID has asked for.

Mr. INHOFE. No objection.
The PRESIDING OFFICER. Is there

objection?
Mr. HARKIN. Reserving the right to

object.
Mr. SPECTER. We added 5 more min-

utes for Senator HARKIN: the managers,
15 minutes; Senator HARKIN, 10; myself,
5.

Mr. REID. And Senator KENNEDY for
2 minutes.

Mr. DOMENICI. I ask if Senator KEN-
NEDY is on the bill or something else?

Mr. KENNEDY. All I want to do, in-
directly on the bill, is just to announce
that the House of Representatives
passed the Patients’ Bill of Rights 275–
149.

This is a hard-won victory for mil-
lions of patients and families through-
out America, and a well-deserved de-
feat for HMOs and the Republican ex-
tremists in the House who put man-
aged care profits ahead of patients’
health.

The Senate flunked this test in July,
but the House has given us a new
chance to do the right thing. The
House-Senate conference should adopt
the Norwood-Dingell provisions, with-
out the costly and ineffective tax
breaks added by House Republicans.

Mr. DOMENICI. The Senator did it.
Does he still need the 2 minutes?

Mr. KENNEDY. No. I don’t need the 2
minutes. I thank the Senator very
much.

Mr. SPECTER. Mr. President, ex-
clude Senator Kennedy from the unani-
mous consent request.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. SPECTER. Mr. President, I ask
that we turn to the Senators from New
Mexico.

Mr. DOMENICI. Senator BINGAMAN
has the floor.

The PRESIDING OFFICER. The Sen-
ator from New Mexico.

AMENDMENT NO. 2272

(Purpose: To require the Secretary of Health
and Human Services to conduct a study on
the geographic adjustment factors used in
determining the amount of payment for
physicians’ services under the medicare
program)
Mr. BINGAMAN. Mr. President, I

send an amendment to the desk.
The PRESIDING OFFICER. The

clerk will report.
The legislative clerk read as follows:
The Senator from New Mexico (Mr. BINGA-

MAN), for himself, and Mr. DOMENICI, pro-
poses an amendment numbered 2272.

Mr. BINGAMAN. Mr. President, I ask
unanimous consent that reading of the
amendment be dispensed with.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The amendment is as follows:
At the end of title II, add the following:

SEC. 216. STUDY AND REPORT ON THE GEO-
GRAPHIC ADJUSTMENT FACTORS
UNDER THE MEDICARE PROGRAM.

(a) STUDY.—The Secretary of Health and
Human Services shall conduct a study on—

(1) the reasons why, and the appropriate-
ness of the fact that, the geographic adjust-
ment factor (determined under paragraph (2)
of section 1848(e) (42 U.S.C. 1395w–4(e)) used
in determining the amount of payment for
physicians’ services under the medicare pro-
gram is less for physicians’ services provided
in New Mexico than for physicians’ services
provided in Arizona, Colorado, and Texas;
and

(2) the effect that the level of the geo-
graphic cost-of-practice adjustment factor
(determined under paragraph (3) of such sec-
tion) has on the recruitment and retention of
physicians in small rural states, including
New Mexico, Iowa, Louisiana, and Arkansas.

(b) REPORT.—Not later than 3 months after
the date of enactment of this Act, the Sec-
retary of Health and Human Services shall
submit a report to Congress on the study
conducted under subsection (a), together
with any recommendations for legislation
that the Secretary determines to be appro-
priate as a result of such study.

Mr. BINGAMAN. Mr. President, this
is an amendment that Senator DOMEN-
ICI and I are offering to direct the Sec-
retary of Health and Human Services
to conduct a study of and the appro-
priateness of the geographic adjust-
ment factor that is used in Medicare
reimbursement calculations as it ap-
plies particularly to our State of New
Mexico.

We have a very serious problem in
our State today; many of our physi-
cians are leaving the State. The reim-
bursement that is available under
Medicare, and accordingly under many
of the health care plans in our State, is
less for physicians performing proce-
dures and practicing medicine in our
State than it is in all of our sur-
rounding States. We believe this is
traceable to this adjustment factor,
this geographic adjustment factor.

This is a system that was put into
place in 1992. It now operates, as I un-
derstand it, such that we have 89 geo-
graphic fee schedule payment areas in
the country. We are not clear on the
precise way in which our State has

been so severely disadvantaged, but we
believe it is a serious problem that
needs attention.

Our amendment directs that the Sec-
retary conclude this study within 90
days, or 3 months, report back, and
make recommendations on how to
solve the problem. We believe it is a
very good amendment. We recommend
that Senators support the amendment.

I yield the floor.
The PRESIDING OFFICER. The Sen-

ator from New Mexico.
Mr. DOMENICI. Mr. President, first,

I am pleased to say I am a cosponsor of
this amendment. I have helped Senator
BINGAMAN with it.

This is a good amendment. We aren’t
asking for any money. We are not ask-
ing that any law be changed. We are
merely saying that something is not
right for our State.

The reimbursement—or some aspect
of how we are paying doctors under
Medicare—is causing us to have much
lower fees than the surrounding States,
and as a result two things are hap-
pening: One, doctors are leaving. In a
State such as ours, we can ill afford
that. Second, we are being told it is
harder and harder to get doctors to
come to our State. That was not the
case years ago. They loved New Mex-
ico. They came for lots of reasons. But
certainly we cannot be an underprivi-
leged State in terms of what we pay
our doctors—be a poor State in addi-
tion—and expect our citizens to get
good health care.

We want to know what the real facts
are: Why is this the case? Is it the re-
sult of the way the geographic evalua-
tion is applied to our State because
maybe rural communities aren’t get-
ting the right kind of emphasis in that
formula?

Whatever it is, we want to know.
When we know, fellow Senators, we can
assure Members, if we find out it is not
right and it is not fair, we will be on
the floor to talk about some real
changes. Until we have that, we ask
Members for help in obtaining a study.

I yield the floor.
Mr. SPECTER. The managers have

taken a look at this amendment and
are prepared to accept it. It is a good
amendment.

There is one concern, and that is a
jurisdictional concern with respect to
the Finance Committee. We have at-
tempted to contact the chairman of the
Finance Committee to see if there was
any substantial reason we should not
accept it. If it went to a vote, it would
clearly be adopted. It merely asks for a
report for a very good purpose. There-
fore, the amendment is accepted.

The PRESIDING OFFICER. The
question is on agreeing to the amend-
ment.

The amendment (No. 2272) was agreed
to.

Mr. DOMENICI. I move to reconsider
the vote.

Mr. SPECTER. I move to lay that
motion on the table.

The motion to lay on the table was
agreed to.
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The PRESIDING OFFICER. The Sen-

ator from Florida.
Mr. GRAHAM. Mr. President, I am

here today, as I was in July, to point
out to my colleagues another stealth
effort to kill competition within the
Medicare program. Title I, section 214,
buried in the middle of this long appro-
priations bill on page 49, carries the
following statement:

None of the funds provided in this Act or in
any other Act making appropriations for fis-
cal year 2000 may be used to administer or
implement in Arizona or in Kansas City,
Missouri or in the Kansas City, Kansas area
the Medicare Competitive Pricing Dem-
onstration Project operated by the Secretary
of Health and Human Services under author-
ity granted in the Balanced Budget Act of
1997.

If that statement sounds familiar, it
is. Almost the same language was bur-
ied in the HMO Patients’ Bill of Rights
bill as it passed the Senate back in
July. It passed then undebated and
undiscussed as to its implications—just
as we are about to do here tonight.
July’s action was outrageous. This ac-
tion is even more so.

There is a certain irony here. We
have just heard that the House of Rep-
resentatives passed, by an over-
whelming vote, a version of the HMO
Patients’ Bill of Rights which is very
similar to the bipartisan bill offered
but not considered in the Senate. Our
bipartisan bill was strongly opposed by
the HMO industry. Their basic argu-
ment is: let’s keep government out of
our business, let us operate based on a
competitive model that will allow the
consumer, the beneficiary of the HMO
contract, to negotiate without govern-
ment standards, without government
sanctions for failure to deliver on those
standards with the HMO industry.
They wanted to have laissez-faire free
enterprise; Adam Smith roams the
land.

However, today we are about to pass
a provision that says when the HMOs
are dealing with their pocketbook and
the question of how they will get reim-
bursed, how much money they are
going to get paid from Medicare, they
don’t want to have a free market of
competition; they don’t want to have a
means by which the taxpayers can be
assured what they are paying for the
HMO product is what the market says
they should be paying.

There is a certain amount of irony
there which I think underscores the
motivations of a significant portion of
this industry. There also is a proce-
dural ploy here. If this provision I just
quoted were to be offered as an amend-
ment to this bill, it would be ruled out
of order under rule XVI in part because
it purports not only to control action
in this act but in any other act that
Congress might consider making in an
appropriations bill. But this is not an
amendment; this is in the bill itself as
it has come out of the Appropriations
Committee, and therefore rule XVI
does not apply.

Normally under the procedures the
Congress has followed traditionally, we

would be dealing with a House bill be-
cause the House traditionally has led
in the appropriations process; there-
fore, we would be amending a House
bill. Thus, we could have excised this
provision. However, because we are vio-
lating tradition and taking up a Senate
bill first, we do not have the oppor-
tunity to remove it by a point of order.

I will state for the record that hence-
forth, when it is proposed we take up a
Senate appropriations bill before a
House bill, I am going to stand here
and object. This is exactly the kind of
procedural abuse we can expect in the
future as is happening right now.

If that isn’t bad enough, this is just
plain bad policy. It stifles innovation
by eliminating the competitive dem-
onstration which hopefully would have
led to a competitive process of compen-
sating HMOs. It forces Medicare to pay
more than necessary for some services
in certain areas of the country while it
denies managed care to other areas of
the country.

This HMO pricing is not without its
own history. The Balanced Budget Act
of 1997 included the competitive pricing
demonstration program for Medicare.
That provision was fought in the com-
mittee and fought in the Senate in 1997
by the HMO industry and certain Mem-
bers of this body, but it prevailed. One
by one, the HMO industry has been
able to kill or has attempted to kill
demonstrations which have been sched-
uled in many communities across the
country. Today it is Arizona and Kan-
sas City.

The equation is pretty simple. It does
not take rocket science to understand
what is happening. Who benefits by
continuing a system of paying Medi-
care HMOs that are not subject to com-
petition? The HMOs benefit. Who loses
when the same system is open to com-
petition? The HMOs, because they no
longer have the gravy train that exists
today. Who gains by competition?
Beneficiaries gain, particularly in
rural areas which don’t have managed
care today. It would be the market-
place that would be establishing what
the appropriate reimbursement level
should be for an HMO in a currently
unserved or underserved rural area—
not a formula which underpays what
the real cost of providing managed care
would be in such an area. And the tax-
payers lose because they do not get the
benefit of the marketplace as a dis-
cipline of what the HMO’s compensa-
tion should be.

It is curious that out of one side of
their mouth, they are screaming the
current system of reimbursement is
putting them out of business and caus-
ing them to have to leave hundreds of
thousands of former HMO beneficiaries
high and dry and also to curtail bene-
fits such as prescription drugs, but at
the same time, they are saying out of
the left side of their mouth they are
doing everything they can to prevent
the insertion of competitive bidding as
a means of establishing what their
HMO contracts are really worth and
what they should be paid.

They cannot have it both ways.
It takes a certain degree of political

courage to make this reform happen.
Let me give an example. In my own
State of Florida, we were part of this
demonstration project. We were se-
lected to have a demonstration for
Part B services for what are referred to
as durable medical equipment. Lake-
land, FL, was selected as the place to
demonstrate the potential savings for
medical equipment such as oxygen sup-
plies and equipment, hospital beds and
accessories, surgical dressings, enteral
nutrition, and urological supplies.

The savings that have been achieved
in this project are impressive.

They are 18-percent savings for oxy-
gen supplies. I know the Senator from
Iowa has stood on this floor and at
times has even wrapped himself in
medical bandages to demonstrate how
much more Medicare was paying than,
for instance, the Veterans’ Administra-
tion for the same items. This competi-
tive bidding process is attempting to
bring the forces of the market into
Medicare, and an 18-percent savings by
competitively bidding oxygen supplies
and equipment over the old formula we
used to use. There were 30-percent sav-
ings for hospital beds and accessories,
13-percent savings for surgical
dressings, 31 percent for enteral nutri-
tion products, and 20 percent for
urological supplies. It has been esti-
mated if that Lakeland, FL, project
were to be applied on a nationwide
basis, the savings over 10 years would
be in excess of $1 billion. We are not
talking about small change.

Beneficiaries have saved money from
this demonstration, and access and
quality have been preserved and pro-
tected.

I find it troubling we are again
today, as we were in July, debating, at
the end of a major piece of legislation,
a silently, surreptitiously included
item which has the effect of sheltering
HMOs from the marketplace. We might
find some HMOs cannot compete and
others will thrive, but that is what the
marketplace should determine. That is
what competition is all about.

I urge my colleagues to examine this
provision, to examine the implications
of this provision in this kind of legisla-
tion and the restraints it imposes upon
us, as Members of the Senate, to excise
it as inappropriate legislative language
on an appropriations bill.

I hope our conferees, as they meet
with the House, will resist the inclu-
sion of this in the final legislation we
might be asked to vote upon when this
measure comes back from conference.
This disserves the beneficiaries of the
Medicare program. It disserves the tax-
payers of America. It disserves the
standards of public policy development
by the Senate. I hope we will not have
a further repetition of this stealth at-
tack on the Medicare program.

Mr. ASHCROFT. Mr. President, I
took great interest in the statement
that Senator from Florida (Mr.
GRAHAM) made expressing his dis-
pleasure that this legislation contains
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a provision—Section 214—halting im-
plementation of the Medicare Prepaid
Competitive Pricing Demonstration
Project both in Arizona and in the
Kansas City metropolitan area.

The Senator from Florida claimed
that the inclusion of this provision was
accomplished by HMOs. I would like to
take this opportunity to point out to
him that it was Medicare beneficiaries
and doctors who alerted me to their
grave concerns that the project would
create huge patient disruption in the
Kansas City area.

In fact, after the Senator from Flor-
ida made similar remarks during de-
bate on the Patient’s Bill of Rights leg-
islation regarding a similar provision
in that bill, the Metropolitan Medical
Society of Greater Kansas City wrote
him a letter conveying their concerns
with the implementation of the dem-
onstration project in Kansas City, and
expressing support for congressional ef-
forts to stop the demonstration in
their area. I ask unanimous consent
that a copy of this letter be inserted in
the record at the conclusion of my re-
marks.

The PRESIDING OFFICER. Without
objection, it is so ordered.

(See exhibit 1.)
Mr. ASHCROFT. After hearing from

a number of doctors and patients in my
State over the past few months, I con-
cluded that Kansas City is an inappro-
priate location for this project and
that it will jeopardize the health care
benefits that seniors currently enjoy in
the area. I believe that halting this
project is necessary to protect the
health care of senior citizens and to as-
sure that Medicare beneficiaries con-
tinue to have access to excellent health
care at prices they can afford. HCFA’s
project is a clear and present danger to
the health and well-being of my con-
stituents.

The Balanced Budget Act of 1997 cre-
ated the Medicare Prepaid Competitive
Pricing Demonstration Project to use
competitive bidding among Medicare
HMOs. Through the appointment of a
Competitive Pricing Advisory Com-
mittee, HCFA was to select demonstra-
tion sites around the nation. Kansas
City was one of the selected cities.

As I understand it, the intent of the
project was to bring greater competi-
tion to the Medicare managed care
market, to address concerns that Medi-
care HMO reimbursement rates in some
areas are too high, to expand benefits
for Medicare HMO enrollees, and to re-
strain the cost of Medicare to the tax-
payers. When considering these factors,
it is clear that the Kansas City metro-
politan area is not an appropriate
choice for this demonstration.

First, managed care competition in
the Kansas City market is already vig-
orous, with six managed care compa-
nies currently offering Medicare HMOs
in the area. Participation in Medicare
HMOs is also high: As of July 1 of this
year, nearly 23% of Medicare recipients
in the Kansas City metropolitan area
were in Medicare+Choice plans—ap-

proximately 50,000 of 230,000 total bene-
ficiaries. Nationally, only 17% of Medi-
care recipients are enrolled in such
plans.

Second, Medicare managed care pay-
ments in the Kansas City area are
below the national average. According
to a recent analysis by the Congres-
sional Research Service of the Library
of Congress, 1999 payment rates per
Medicare+Choice enrollee in Kansas
City are $511, while the national rate is
$541. Documents provided to me by
HCFA also demonstrate that 75 other
cities had a higher adjusted average
per capita cost (AAPCC) rate for 1997
than Kansas City. I wonder why Kansas
City was chosen for this experiment,
when so many other cities have higher
payment rates.

Third, I am concerned that this dem-
onstration project will not provide ex-
panded benefits to Medicare HMO en-
rollees, but will instead cause severe
disruption of Medicare services. It is
important to note that customer dis-
satisfaction is low in current Medicare
managed care plans in the Kansas City
area. Only one in twelve seniors
disenrolls from Medicare HMOs each
year.

Currently, 33,000, or 66% of the sen-
iors in Medicare managed care plans in
the Kansas City area do not pay any
premium. Under the bidding process set
up by CPAC for the demonstration, a
plan that bids above the enrollment-
weighted median—which becomes the
reimbursement rate for all plans—will
be forced to charge seniors a premium
to make up the difference between the
plan’s bid and the reimbursement rate
paid by the government. In essence, the
penalty for a high bid will be imposed
upon seniors. Under this scenario, it is
virtually assured that some seniors
who pay no premium today will be re-
quired to start paying one.

Moreover, seniors who cannot afford
to pay a premium would be forced to
abandon their regular doctor when it
becomes necessary to change plans.
Both individual doctors as well as the
Metropolitan Medical Society of Great-
er Kansas City have warned that the
demonstration could cause extreme
disruption of beneficiaries away from
current doctor-patient relationships.

I have also heard concerns that both
health plans and physicians may with-
draw from the Medicare program if re-
imbursements under the demonstration
project prove financially untenable. As
a result, Medicare beneficiaries may be
left with fewer choices in care. This
would be intolerable. I question why we
should implement a project that will
create more risk and uncertainty for
my State’s seniors, who are already
satisfied with what they have.

Finally, I question how the dem-
onstration project would be able to
provide us with useful information on
how to improve the Medicare program
if fee-for-service plans—which are gen-
erally the most expensive Medicare op-
tion—are not included in the project.
In its January 6, 1999 Design Report,

the Competitive Pricing Advisory Com-
mittee expressed the judgment that the
exclusion of fee-for-service might
‘‘limit HCFA’s ability (a) to measure
the impact of competitive pricing and
(b) to generalize demonstration results
to the entire Medicare program.’’

After studying this issue, I concluded
that implementation of the Medicare
Managed Care Demonstration Project
in the Kansas City metropolitan area
should be halted immediately. HCFA
must not be allowed to risk the ability
of my State’s seniors to continue to re-
ceive high quality health care at af-
fordable costs. I have been working
closely with my Senate colleagues
from Missouri and Kansas to protect
our Kansas City area seniors from the
dangers and uncertainty of a planned
federal experiment with their health
care arrangements.

So, I want to make clear to my col-
league from Florida that patients and
doctors speaking on behalf of their pa-
tients were the ones who approached
me and asked for my assistance in
stopping the Medicare managed care
demonstration project in the Kansas
City area. I heard from a number of in-
dividual doctors, as well as medical so-
cieties in the State, expressing grave
concerns about the project. The Presi-
dent of the Metropolitan Medical Soci-
ety of Greater Kansas City even made
the prediction that the unintended risk
of the demonstration ‘‘could dictate
100% disruption of beneficiaries away
from their current relationships’’ with
their doctors. Clearly, this is unaccept-
able.

Inclusion, Mr. President, I would like
to quote from some of the letters I re-
ceived from the seniors themselves,
voicing their opposition to the Medi-
care managed care demonstration
project coming to their area.

Elizabeth Weekley Sutton, of Inde-
pendence, Missouri, wrote to me:

DEAR SENATOR ASHCROFT: We need help.
My husband, my friends, and I are very con-
cerned and worried that our health care will
be very limited by the end of the Competi-
tive Pricing Demonstration that will be
starting in January. Of all the HMO’s in the
U.S., only the entire K.C. area and Maricopa
County in Arizona will be conducting this
competition for the next 5 years!

And here are some excerpts from a
letter sent by Edward Smith of Platte
City, Missouri:

I am totally opposed to the Health Care Fi-
nancing Administration competitive pricing
demonstration project to take place here in
the Kansas City area. My health will not per-
mit me to be a guinea pig for a total of five
years when the rest of the country will have
business as usual.

He continues:
Instead of the Health Care Financing Ad-

ministration determining what is best for
the beneficiaries I would prefer to do that
myself.

And finally, Mr. Smith says:
If this plan is adopted my HMO could

choose to leave the market. Then what is
gained? Certainly not my health.

Mr. President, we need to listen to
the voice of our seniors. We cannot af-
ford to jeopardize their health with a
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risky experiment that could raise
costs, limit choices, and cause doctor-
patient disruption. For this reason, I
have continued—and will continue—to
work to halt this project in its present
form in the Kansas City area.

EXHIBIT 1

METROPOLITAN MEDICAL SOCIETY
OF GREATER KANSAS CITY,

July 21, 1999.
Hon. BOB GRAHAM,
U.S. Senate, Washington, DC.

DEAR SENATOR GRAHAM: I was concerned to
read in the July 16, 1999, Congressional
Record your dissatisfaction about the Sen-
ate’s passage of the moratorium on the Medi-
care Prepaid Competitive Pricing Dem-
onstration Project in Kansas City and Ari-
zona. On behalf of the more than 2500 physi-
cians of the Metropolitan Medical Society of
Greater Kansas City and its affiliated orga-
nizations, I want to assure you that doctors
strongly support the moratorium that was
passed in the Senate Patient Bill of Rights
legislation last week.

The physicians of Kansas City have ex-
pressed serious concerns about the dem-
onstration project since April, and we con-
tinue to be concerned. We believe the experi-
ment will bring unacceptable levels of dis-
ruption to our Medicare patients and the
local health care market. Additionally, I
worry that quality care, which is often more
expensive, will be less available to Medicare
patients. In Kansas City, the opposition to
the project is widespread. Our senators acted
on behalf of our entire health care commu-
nity, including patients, doctors, hospitals,
and health care plans.

The medical community has participated
in the discussions about the demonstration
with the Health Care Financing Administra-
tion (HCFA) and the local Area Advisory
Committee for the demonstration project.
Despite these discussions, problems with the
experiment remain. We support congres-
sional efforts to stop the demonstration
project in the Kansas City area.

I remain concerned that under-funded
HMOs place our most vulnerable Medicare
recipients at risk of getting less attention to
their health care needs. I expect to hear
more cases of catastrophes to Medicare re-
cipients when the care given is too little, too
late. You may be aware that Jacksonville,
Florida is another potential site for the dem-
onstration.

Thank you for your consideration of my
concerns. I hope I’ve helped to clarify the ex-
istence of broad based support in Kansas
City for the moratorium on the competitive
pricing demonstration.

Sincerely,
RICHARD HELLMAN, MD,

President-Elect and Chair, National Gov-
ernment Relations Committee.

AMENDMENT NO. 1845

(Purpose: To express the sense of the Senate
regarding school infrastructure)

The PRESIDING OFFICER (Mr.
SMITH of Oregon). The Senator from
Iowa.

Mr. HARKIN. Mr. President, Senator
ROBB and I have an amendment at the
desk. I call it up at this time, No. 1845.

The PRESIDING OFFICER. The
clerk will report.

The legislative clerk read as follows:
The Senator from Iowa [Mr. HARKIN], for

himself, and Mr. ROBB, proposes an amend-
ment numbered 1845.

Mr. HARKIN. Mr. President, I ask
unanimous consent that reading of the
amendment be dispensed with.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The amendment is as follows:
At the end of title III, add the following:

SEC. ll. SENSE OF THE SENATE REGARDING
SCHOOL INFRASTRUCTURE.

(a) FINDINGS.—The Senate makes the fol-
lowing findings:

(1) The General Accounting Office has per-
formed a comprehensive survey of the Na-
tion’s public elementary and secondary
school facilities and has found severe levels
of disrepair in all areas of the United States.

(2) The General Accounting Office has con-
cluded that more than 14,000,000 children at-
tend schools in need of extensive repair or
replacement, 7,000,000 children attend
schools with life threatening safety code vio-
lations, and 12,000,000 children attend schools
with leaky roofs.

(3) The General Accounting Office has
found the problem of crumbling schools tran-
scends demographic and geographic bound-
aries. At 38 percent of urban schools, 30 per-
cent of rural schools, and 29 percent of sub-
urban schools, at least one building is in
need of extensive repair or should be com-
pletely replaced.

(4) The condition of school facilities has a
direct affect on the safety of students and
teachers and on the ability of students to
learn. Academic research has provided a di-
rect correlation between the condition of
school facilities and student achievement.
At Georgetown University, researchers have
found the test scores of students assigned to
schools in poor condition can be expected to
fall 10.9 percentage points below the test
scores of students in buildings in excellent
condition. Similar studies have dem-
onstrated up to a 20 percent improvement in
test scores when students were moved from a
poor facility to a new facility.

(5) The General Accounting Office has
found most schools are not prepared to in-
corporate modern technology in the class-
room. Forty-six percent of schools lack ade-
quate electrical wiring to support the full-
scale use of technology. More than a third of
schools lack the requisite electrical power.
Fifty-six percent of schools have insufficient
phone lines for modems.

(6) The Department of Education has re-
ported that elementary and secondary school
enrollment, already at a record high level,
will continue to grow over the next 10 years,
and that in order to accommodate this
growth, the United States will need to build
an additional 6,000 schools.

(7) The General Accounting Office has de-
termined the cost of bringing schools up to
good, overall condition to be $112,000,000,000,
not including the cost of modernizing
schools to accommodate technology, or the
cost of building additional facilities needed
to meet record enrollment levels.

(8) Schools run by the Bureau of Indian Af-
fairs (BIA) for Native American children are
also in dire need of repair and renovation.
The General Accounting Office has reported
that the cost of total inventory repairs need-
ed for BIA facilities is $754,000,000. The De-
cember 1997 report by the Comptroller Gen-
eral of the United States states that, ‘‘Com-
pared with other schools nationally, BIA
schools are generally in poorer physical con-
dition, have more unsatisfactory environ-
mental factors, more often lack key facili-
ties requirements for education reform, and
are less able to support computer and com-
munications technology.’’.

(9) State and local financing mechanisms
have proven inadequate to meet the chal-
lenges facing today’s aging school facilities.
Large numbers of local educational agencies
have difficulties securing financing for
school facility improvement.

(10) The Federal Government has provided
resources for school construction in the past.
For example, between 1933 and 1939, the Fed-
eral Government assisted in 70 percent of all
new school construction.

(11) The Federal Government can support
elementary and secondary school facilities
without interfering in issues of local control,
and should help communities leverage addi-
tional funds for the improvement of elemen-
tary and secondary school facilities.

(b) SENSE OF THE SENATE.—It is the sense
of the Senate that Congress should provide
at least $3,700,000,000 in Federal resources to
help communities leverage funds to mod-
ernize public school facilities.

Mr. HARKIN. Mr. President, Senator
ROBB and I are going to take a few min-
utes. I know the time is late. I know
people want to get to a final vote on
this. I want to talk about how good
this bill is and to urge people to vote
for it.

This is a sense-of-the-Senate resolu-
tion. I will not go through the whole
thing. It basically is a sense-of-the-
Senate resolution saying Congress
should appropriate at least $3.7 billion
in Federal resources to help commu-
nities leverage funds to modernize pub-
lic school facilities, otherwise known
as public school construction.

What we have in this country is
schools that are on the average 40 to 50
years old. We are getting great teach-
ers, new methodologies, new math, new
science, new reading programs, and the
schools are crumbling down around us.
They are getting older every day. Day
after day, kids go to schools with leaky
ceilings, inadequate heat, inadequate
air conditioning for hot summer days
and the fall when the school year is ex-
tended. They are finding a lot of these
buildings still have asbestos in them,
and it needs to be taken out. Yet we
are shirking our responsibilities to re-
furbish, renovate, and rebuild the
schools in this country. The General
Accounting Office estimates 14 million
American children attend classes in
schools that are unsafe or inadequate.
They estimate it will cost $112 billion
to upgrade existing public schools to
just ‘‘good’’ condition.

In addition, the GAO reports 46 per-
cent of schools lack adequate electrical
wiring to support the full-scale use of
technology. We want to get computers
in the classrooms, we want to hook
them to the Internet, and yet almost 50
percent of the schools in this country
are inadequate in their internal wiring
so kids cannot hook up with the Inter-
net.

The American Society of Civil Engi-
neers reports public schools are in
worse condition than any other sector
of our national infrastructure. Think
about that. According to the American
Society of Civil Engineers—they are
the ones who build our buildings, build
our bridges and roads and highways
and streets and sewers and water sys-
tems, and our schools—they say our
schools are in the worst state of any
part of the physical infrastructure of
this country.

Mr. HARKIN. Mr. President, if the
nicest things our kids ever see or go to
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is shopping malls and sports arenas and
movie theaters, and the most run-down
places are their schools, what kind of
signal are we sending them about the
value we place on education and their
future?

This is a sense-of-the-Senate resolu-
tion which simply outlines the terrible
situation we have in this country and
calls on the Senate and the Congress to
respond by providing at least $3.7 bil-
lion, a small fraction of what is needed
but a step in the right direction—$3.7
billion in Federal resources to mod-
ernize our Nation’s schools.

I yield the floor to my distinguished
colleague and cosponsor, Senator ROBB.

The PRESIDING OFFICER. The Sen-
ator from Virginia.

Mr. ROBB. Mr. President, I thank my
friend and colleague from Iowa. Sen-
ator HARKIN and I have offered a sense
of the Senate amendment relating to
school construction, as Senator HARKIN
has just explained. The amendment is
not unlike the amendment Senators
LAUTENBERG, HARKIN, and I offered to
the Budget Resolution earlier this
year. That amendment assumed that
given the levels in the budget resolu-
tion, Congress would enact ‘‘legislation
to allow States and school districts to
issue at least $24.8 billion worth of
zero-interest bonds to rebuild and mod-
ernize our nation’s schools, and to pro-
vide Federal income tax credits to the
purchasers of those bonds in lieu of in-
terest payments.’’ The actual cost as it
was scored was referred to by the Sen-
ator from Iowa. That amendment was
accepted and put the entire Senate on
record as supporting the concept of
providing federal assistance in the area
of school construction and renovation.

Understanding that Rule 16 prevents
us from doing anything of significance
at this time with respect to school con-
struction, Senator HARKIN and I in just
a moment will withdraw our amend-
ment. But every day that passes, this
Congress misses an opportunity to help
our States and localities fix the leaky
roofs, get rid of all the trailers, and in-
stall the wiring needed to bring tech-
nology to all of our children. These are
real problems—problems that our na-
tion’s mayors, school boards, and fami-
lies simply need some help in address-
ing.

While school infrastructure improve-
ment is typically a local responsibility,
it is now a national need. Our schools,
as the Senator from Iowa has indi-
cated, are over 40 years old, on average;
our school-aged population is at record
levels; and our States and localities
can’t keep up, despite their surpluses.

Abstract talk about State surpluses
provides little solace to our nation’s
teachers and students who are forced
to deal with wholly inadequate condi-
tions. In Alabama, the roof of an ele-
mentary school collapsed. Fortunately,
it occurred just after the children had
left for the day. In Chicago, teachers
place cheesecloth over air vents to fil-
ter out lead-based paint flecks. In
Maine, teachers have to turn out the

lights when it rains because their elec-
trical wiring is exposed under their
leaky roofs.

Mr. President, we are missing an op-
portunity to help our States and local-
ities with a pressing need.

I will continue to work for and press
forward on this issue because I think
it’s an area where the Federal Govern-
ment can be extremely constructive.
When our children are asked about
‘‘Bleak House,’’ they should refer to a
novel by Dickens and not the place
where they go to school.

In my own State of Virginia, there
are over 3,000 trailers being used to
educate students. And there are over $4
billion worth of unbudgeted, unmet
needs for our schools. This is a problem
that is not going to go away, and it’s a
problem that our nation’s schools need
our help to solve. And I regret that
Rule 16 precludes us from considering
legislation which would reaffirm the
commitment that we made earlier this
year.

I thank the distinguished Senator
from Iowa for his continued work on
the subject of school construction, and
I yield the floor.

AMENDMENT NO. 1845 WITHDRAWN

The PRESIDING OFFICER. The Sen-
ator from Iowa.

Mr. HARKIN. Mr. President, I under-
stand this amendment is not accept-
able to the other side. It is late in the
day. I know people have to get on with
other things, and we want to get to a
final vote on the bill. I believe strongly
in this. It is a sense-of-the-Senate
amendment. Also, Senators KENNEDY,
REID, MURRAY, and JOHNSON are added
as cosponsors.

In the spirit of moving this bill along
and trying to wrap this up as quickly
as possible, I ask unanimous consent to
withdraw the amendment at this time,
but it will be revisited.

The PRESIDING OFFICER. The Sen-
ator from Pennsylvania.

Mr. SPECTER. I thank my distin-
guished colleague. I am very sympa-
thetic to the purpose of the sense-of-
the-Senate amendment. He is correct;
there would be objection, and I think it
would not be adopted. I thank him for
withdrawing the amendment.

The PRESIDING OFFICER. The
amendment is withdrawn.

AMENDMENTS NOS. 2273 THROUGH 2289, 1852, 1869,
AND 1882

Mr. SPECTER. Mr. President, I now
submit the managers’ package which
has been cleared on both sides.

The PRESIDING OFFICER. The
clerk will report.

The legislative clerk read as follows:
The Senator from Pennsylvania [Mr. SPEC-

TER] proposes amendments numbered 2273
through 2289, 1852, 1869 and 1882.

The amendments are as follows:
AMENDMENT NO. 2273

At the appropriate place in the bill add the
following:
SEC. . CONFOUNDING BIOLOGICAL AND PHYSIO-

LOGICAL INFLUENCES ON
POLYGRAPHY.

(a) FINDINGS.—The Senate finds that—

(1) The use of polygraph tests as a screen-
ing tool for federal employees and contractor
personnel is increasing.

(2) A 1983 study by the Office of Technology
Assessment found little scientific evidence
to support the validity of polygraph tests in
such screening applications.

(3) The 1983 study further found that little
or no scientific study had been undertaken
on the effects of prescription and non-pre-
scription drugs on the validity of polygraph
tests, as well as differential responses to
polygraph tests according to biological and
physiological factors that may vary accord-
ing to age, gender, or ethnic backgrounds, or
other factors relating to natural variability
in human populations.

(4) A scientific evaluation of these impor-
tant influences on the potential validity of
polygraph tests should be studied by a neu-
tral agency with biomedical and physio-
logical expertise in order to evaluate the fur-
ther expansion of the use of polygraph tests
on federal employees and contractor per-
sonnel.

(b) SENSE OF THE SENATE.—It is the Sense
of the Senate that the Director of the Na-
tional Institutes of Health should enter into
appropriate arrangements with the National
Academy of Sciences to conduct a com-
prehensive study and investigation into the
scientific validity of polygraphy as a screen-
ing tool for federal and federal contractor
personnel, with particular reference to the
validity of polygraph tests being proposed
for use in proposed rules published at 64 Fed.
Reg. 45062 (August 18, 1999).

AMENDMENT NO. 2274

(Purpose: To provide funding for a dental
sealant demonstration program)

At the end of title II, add the following:
DENTAL SEALANT DEMONSTRATION PROGRAM

SEC. ll. From amounts appropriated
under this title for the Health Resources and
Services Administration, sufficient funds are
available to the Maternal Child Health Bu-
reau for the establishment of a multi-State
preventive dentistry demonstration program
to improve the oral health of low-income
children and increase the access of children
to dental sealants through community- and
school-based activities.

AMENDMENT NO. 2275

(Purpose: To limit the withholding of
substance abuse funds from certain States)
At the end of title II, add the following:
WITHHOLDING OF SUBSTANCE ABUSE FUNDS

SEC. ll. (a) IN GENERAL.—None of the
funds appropriated by this Act may be used
to withhold substance abuse funding from a
State pursuant to section 1926 of the Public
Health Service Act (42 U.S.C. 300x-26) if such
State certifies to the Secretary of Health
and Human Services that the State will com-
mit additional State funds, in accordance
with subsection (b), to ensure compliance
with State laws prohibiting the sale of to-
bacco products to individuals under 18 years
of age.

(b) AMOUNT OF STATE FUNDS.—The amount
of funds to be committed by a State under
subsection (a) shall be equal to one percent
of such State’s substance abuse block grant
allocation for each percentage point by
which the State misses the retailer compli-
ance rate goal established by the Secretary
of Health and Human Services under section
1926 of such Act, except that the Secretary
may agree to a smaller commitment of addi-
tional funds by the State.

(c) SUPPLEMENT NOT SUPPLANT.—Amounts
expended by a State pursuant to a certifi-
cation under subsection (a) shall be used to
supplement and not supplant State funds
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used for tobacco prevention programs and for
compliance activities described in such sub-
section in the fiscal year preceding the fiscal
year to which this section applies.

(d) The Secretary shall exercise discretion
in enforcing the timing of the State expendi-
ture required by the certification described
in subsection (a) as late as July 31, 2000.

AMENDMENT NO. 2276

(Purpose: To express the sense of the Senate
that funding for prostate cancer research
should be increased substantially)
At the appropriate place add the following:
SEC. ll. (a) FINDINGS.—Congress makes

the following findings:
(1) In 1999, prostate cancer is expected to

kill more than 37,000 men in the United
States and be diagnosed in over 180,000 new
cases.

(2) Prostate cancer is the most diagnosed
nonskin cancer in the United States.

(3) African Americans have the highest in-
cidence of prostate cancer in the world.

(4) Considering the devastating impact of
the disease among men and their families,
prostate cancer research remains under-
funded.

(5) More resources devoted to clinical and
translational research at the National Insti-
tutes of Health will be highly determinative
of whether rapid advances can be attained in
treatment and ultimately a cure for prostate
cancer.

(6) The Congressionally Directed Depart-
ment of Defense Prostate Cancer Research
Program is making important strides in in-
novative prostate cancer research, and this
Program presented to Congress in April of
1998 a full investment strategy for prostate
cancer research at the Department of De-
fense.

(7) The Senate expressed itself unani-
mously in 1998 that the Federal commitment
to biomedical research should be doubled
over the next 5 years.

(b) SENSE OF THE SENATE.—It is the sense
of the Senate that—

(1) finding treatment breakthroughs and a
cure for prostate cancer should be made a
national health priority;

(2) significant increases in prostate cancer
research funding, commensurate with the
impact of the disease, should be made avail-
able at the National Institutes of Health and
to the Department of Defense Prostate Can-
cer Research Program; and

(3) these agencies should prioritize pros-
tate cancer research that is directed toward
innovative clinical and translational re-
search projects in order that treatment
breakthroughs can be more rapidly offered to
patients.

AMENDMENT NO. 2277

On page 59, line 25, strike ‘‘$1,404,631,000’’
and insert ‘‘$1,406,631,000’’ in lieu thereof.

On page 60, before the period on line 10, in-
sert the following: ‘‘: Provided further, That
$2,000,000 shall be for carrying out Part C of
Title VIII of the Higher Education Amend-
ments of 1998.’’

On page 62, line 23, decrease the figure by
$2,000,000.

AMENDMENT NO. 2278

(Purpose: To clarify provisions relating to
the United States-Mexico Border Health
Commission)

At the appropriate place, insert the fol-
lowing:

SEC. . The United States-Mexico Border
Health Commission Act (22 U.S.C. 290n et
seq.) is amended—

(1) by striking section 2 and inserting the
following:

‘‘SEC. 2. APPOINTMENT OF MEMBERS OF BORDER
HEALTH COMMISSION.

‘‘Not later than 30 days after the date of
enactment of this section, the President
shall appoint the United States members of
the United States-Mexico Border Health
Commission, and shall attempt to conclude
an agreement with Mexico providing for the
establishment of such Commission.’’; and

(2) in section 3—
(A) in paragraph (1), by striking the semi-

colon and inserting ‘‘; and’’;
(B) in paragraph (2)(B), by striking ‘‘; and’’

and inserting a period; and
(C) by striking paragraph (3).

AMENDMENT NO. 2279

On page 50, line 17, strike ‘‘$459,000,000’’ and
insert in lieu thereof ‘‘$494,000,000’’.

AMENDMENT NO. 2280

On page 66, line 24, strike out all after the
colon up to the period on line 18 of page 67.

AMENDMENT NO. 2281

On page 42, before the period on line 8, in-
sert the following: ‘‘: Provided further, That
sufficient funds shall be available from the
Office on Women’s Health to support biologi-
cal, chemical and botanical studies to assist
in the development of the clinical evaluation
of phytomedicines in women’s health’’.

AMENDMENT NO. 2282

(Purpose: To provide for a report on pro-
moting a legal domestic workforce and im-
proving the compensation and working
conditions of agricultural workers)
On page 19, line 6, insert before the period

the following: ‘‘: Provided further, That funds
made available under this heading shall be
used to report to Congress, pursuant to sec-
tion 9 of the Act entitled ‘An Act to create
a Department of Labor’ approved March 4,
1913 (29 U.S.C. 560), with options that will
promote a legal domestic work force in the
agricultural sector, and provide for improved
compensation, longer and more consistent
work periods, improved benefits, improved
living conditions and better housing quality,
and transportation assistance between agri-
cultural jobs for agricultural workers, and
address other issues related to agricultural
labor that the Secretary of Labor determines
to be necessary’’.

AMENDMENT NO. 2283

(Purpose: To express the sense of the Senate
concerning women’s access to obstetric
and gynecological services)
Beginning on page 1 of the amendment,

strike all after the first word and insert the
following:
ll. SENSE OF THE SENATE ON WOMEN’S AC-

CESS TO OBSTETRICAND GYNECO-
LOGICAL SERVICES.

(a) FINDINGS.—Congress makes the fol-
lowing findings:

(1) In the 1st session of the 106th Congress,
23 bills have been introduced to allow women
direct access to their ob-gyn provider for ob-
stetric and gynecologic services covered by
their health plans.

(2) Direct access to ob-gyn care is a protec-
tion that has been established by Executive
Order for enrollees in medicare, medicaid,
and Federal Employee Health Benefit Pro-
grams.

(3) American women overwhelmingly sup-
port passage of federal legislation requiring
health plans to allow women to see their ob-
gyn providers without first having to obtain
a referral. A 1998 survey by the Kaiser
FamilyFoundation and Harvard University
found that 82 percent of Americans support
passage of a direct access law.

(4) While 39 States have acted to promote
residents’ access to ob- gyn providers, pa-
tients in other State- or in Federally-gov-
erned health plans are not protected from ac-
cess restrictions or limitations.

(5) In May of 1999 the Commonwealth Fund
issued a survey on women’s health, deter-
mining that 1 of 4 women (23 percent) need to
first receive permission from their primary
care physician before they can go and see
their ob-gyn provider for covered obstetric or
gynecologic care.

(6) Sixty percent of all office visits to ob-
gyn providers are for preventive care.

(b) SENSE OF THE SENATE.—It is the sense
of the Senate that Congress should enact leg-
islation that requires health plans to provide
women with direct access to a participating
health provider who specializes in obstetrics
and gynecological services, and that such di-
rect access should be provided for all obstet-
ric and gynecologic care covered by their
health plans, without first having to obtain
a referral from a primary care provider or
the health plan.

Mrs. MURRAY. Mr. President, in-
cluded in the Manager’s amendment is
an important provision relating to
women’s health and access to reproduc-
tive health care services. I am pleased
to have worked with the managers of
this bill to send a strong message on
the importance of direct access for
women to their OB/GYN.

I was disappointed that we were un-
able to address the rule XVI concerns
with the amendment I had originally
filed. My original amendment would
simply allow women and their OB/
GYNs to make important health care
decisions without barriers or obstacles
erected by insurance company policies.
My amendment would have required
that health plans give women direct
access to their OB/GYN for all gyneco-
logical and obstetrical care and would
have prohibited insurance companies
from standing between a woman and
her OB/GYN.

However, it has been determined that
my amendment would violate rule XVI.
As a result of the announcement by the
chairman of the Senate Appropriations
Committee that he will make a point
of order against all amendments that
may violate rule XVI, I have modified
my amendment. The modification still
allows Members of the Senate to be on
record in support of women’s health or
in opposition to removing barriers that
hinder access for women to critical re-
productive health care services.

I am offering a sense-of-the-Senate
that puts this question to each Mem-
ber. I realize that this amendment is
not binding, but due to opposition to
my original amendment, I have been
forced to offer this sense-of-the-Senate.

I am disappointed that we could not
act to provide this important protec-
tion to women, but I do believe this
amendment will send an important
message that the U.S. Senate does sup-
port greater access for women to qual-
ity health care benefits.

I have offered this amendment due to
my frustration and disappointment
with managed care reform. I have be-
come frustrated by stalling tactics and
empty promises. The managed care re-
form bill that passed the Senate has
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been referred to as an empty promise
for women. I can assure my colleagues
that women are much smarter than
they may expect and will not be fooled
by empty promises or arguments of
procedural discipline. When a woman is
denied direct access to the care pro-
vided by her OB/GYN, she will not be
interested in a discussion on ERISA or
rule XVI. She wants direct access to
her OB/GYN. She needs direct access,
and she should have direct access.

My amendment also reiterates the
importance of ensuring that the OB/
GYN remains the coordinating physi-
cian. Any test or additional referral
would be treated as if made by the pri-
mary care physician. This amendment
does not call for the designation of an
OB/GYN as a primary care physician, it
simply says that if the OB/GYN decides
additional care is necessary, the pa-
tient is not forced to seek approval
from a primary care physician, who
may not be familiar with her overall
health care status.

Why is this amendment important?
The number one reason most women
enter the health care system is to seek
gynecological or obstetric care. This is
the primary point of entry for women
into the health care system. For most
women, including myself, we consider
our OB/GYN our primary care physi-
cian—maybe not as an insurance com-
pany defines it—but, in practice, that’s
the reality.

Does a woman go to her OB/GYN for
an ear infection? No. But, does a preg-
nant woman consult with her OB/GYN
prior to taking any antibiotic for the
treatment of an ear infection? Yes,
most women do.

I know the policy endorsed in this
amendment has in the past enjoyed bi-
partisan support. The requirements are
similiar to S. 836, legislation intro-
duced by Senator SPECTER and cospon-
sored by several Senators both Repub-
lican and Democrat. This amendment
is similar to language that was adopted
during committee consideration in the
House of the fiscal year 1999 Labor,
HHS appropriations bill. A similar di-
rective is contained in the bipartisan
House Patients’ Bill of Rights legisla-
tion. It has the strong support of the
American College of Obstetricians and
Gynecologists and I know I have heard
from several OB/GYNs in my own state
testifying to the importance of direct
access to the full range of care pro-
vided, not just routine care.

I would also like to point out to my
colleagues, that 39 states have similar
requirements and that as participants
in the Federal Employees Health Ben-
efit Plan, all of us—as Senators—have
this same guarantee as well as our fam-
ily members. If we can guarantee this
protection for ourselves and our fami-
lies, we should do the same for women
participating in a manager care plan.

I realize that this appropriations bill
may not be the best vehicle for offering
this amendment. However, I have wait-
ed for final action on a Patients’ Bill of
Rights for too long. I have watched as

patient protection bills have been
stalled or delayed. Last year we were
told that we would finish action on a
good Patients’ Bill of Rights package
prior to adjournment.

Well, here we sit—almost 12 months
later—with little hope of finishing a
good, comprehensive managed care re-
form bill prior to our scheduled ad-
journment this year.

I also want to remind my colleagues
that we have in the past used appro-
priations bills to address deficiencies
in current law or to address an urgent
need for action. I believe that address-
ing an urgent need in women’s health
care qualifies as a priority that we
must address. I realize that the author-
izing committee has objected to the
original amendment I filed. As a mem-
ber of the authorizing committee as
well, I can understand this objection.
But, again I have little choice but to
proceed on this appropriations bill.

We all know that it was only re-
cently on the fiscal year 1999 supple-
mental appropriations bill that we au-
thorized a significant change in Med-
icaid recoupment provisions despite
strong objections from the Finance
Committee.

In last year’s omnibus appropriations
bill, we authorized a requirement that
insurance companies must cover breast
reconstruction surgery following a
mastectomy. I can assure my col-
leagues that this provision never went
through the authorizing committee. I
would also point out that there are sev-
eral antichoice riders contained in this
appropriations bill that represent a
major authorization.

As these examples show, when we
have to address these types issues
through appropriations bills—we can
do it. We have done it in the past, and
we should do it today to meet this
need.

I urge my colleagues to support this
amendment. We all talk about the need
to ensure access for women to health
care. I applaud Chairman SPECTER’s ef-
forts in this appropriations bill regard-
ing women’s health care. Adopting this
amendment gives us the opportunity to
do something that does ensure greater
access for women. This is what women
want. This is the chance for Senators
to show their commitment to this crit-
ical benefit.

I would like to quote a statement
made by our subcommittee chairman
that I believe more eloquently explains
why I am urging this amendment. ‘‘I
believe it is clear that access to wom-
en’s health care cuts across the intrica-
cies of the complicated and often divi-
sive managed care debate.’’ I could not
agree more.

We know from the current state re-
quirement and the Federal Employee
Health Benefit Program requirement,
this provision does not have a signifi-
cant impact on costs of health care. We
also know from experience that it has
a positive impact on health care bene-
fits. Since 60 percent of office visits to
OB/GYNs are for preventive care, we

could make the argument that adop-
tion of this policy would reduce the
overall costs of health care.

I urge my colleagues to support this
amendment and ask that we do more
than simply make empty promises to
women. We need an honest and fair de-
bate on this policy.

I would ask my colleagues to seek
further education or advice from
women as to the importance of direct
access and ask their female constitu-
ents about the relationship they have
with their own OB/GYN. Let women
speak for themselves. If you listen, you
will hear why this policy is so impor-
tant and why women trust their OB/
GYN far more than their insurance
company or their Member of Congress.

Mr. ROBB. Mr. President, I want to
discuss my support for an amendment
Senator MURRAY and I offered which
puts the entire Senate on record in
favor of removing one of the greatest
obstacles to quality care that women
face in our insurance system today: in-
adequate access to obstetricians and
gynecologists.

I understand that our provision will
be included in the manager’s amend-
ment to this bill, and I want to thank
the chairman of the Senate Appropria-
tions Subcommittee on Labor, HHS
and Education, Senator SPECTER, for
his work both in including our amend-
ment in his bill, as well as his leader-
ship on this issue. He has been one of
the most outspoken members in this
body in favor of helping women have
better access to women’s health serv-
ices.

We know today that for many
women, their OB/GYN is the only phy-
sician they see regularly. While they
have a special focus on women’s repro-
ductive health, obstetricians and gyne-
cologists provide a full range of pre-
ventative health services to women,
and many women consider their OB/
GYN to be their primary care physi-
cian.

Unfortunately, some insurers have
failed to recognize the ways which
women access health care services.
Some managed care companies require
a woman to first visit a primary care
doctor before she is granted permission
to see an obstetrician or gynecologist.
Others will allow a woman to obtain
treatment directly from her OB/GYN,
but then prohibit her from obtaining
any follow-up care that her OB/GYN
recommends without first visiting a
primary care physician who serves as a
‘‘gatekeeper’’.

This isn’t just cumbersome for
women, it’s bad for their health. Ac-
cording to a survey by the Common-
wealth Fund, women who regularly see
an OB/GYN are more likely to have had
a complete physical exam and other
important preventative services like
mammograms, cholesterol tests and
Pap smears. At a time when we need to
direct our health care dollars more to-
ward prevention, allowing insurers to



CONGRESSIONAL RECORD — SENATES12196 October 7, 1999
restrict access to the health profes-
sionals most likely to offer women pre-
ventative care only increases the possi-
bility that greater complications—and
greater expenditures—will arise down
the road. We ought to grant women the
right to access medical care from ob-
stetricians and gynecologists without
any interference from remote insur-
ance company representatives.

Earlier this year, Senator MURRAY
and I offered an amendment which
would do just that. Unfortunately, a
number of my colleagues from the
other side of the aisle objected to some
of the specific wording in our bill, and
the amendment was defeated.

Since that vote, we have reworked
our amendment to address these con-
cerns. We had hoped to offer an amend-
ment which was identical to language
included in a patient protection bill
crafted by a Republican Congressman,
CHARLIE NORWOOD, and that was ap-
proved by the House earlier today by
an overwhelming vote of 275–151.

Yet despite this consensus on this
issue by Republicans and Democrats on
the House side, my colleagues from the
other side of the aisle threatened to
challenge our amendment under Senate
Rule 16. Senator MURRAY and I are cog-
nizant of the problem this created, and
we’ve opted to offer a Sense of the Sen-
ate resolution in place of the amend-
ment we had hoped to see approved.

This Sense of the Senate, which has
been accepted by both sides, puts the
entire Senate on record in favor of leg-
islation which requires health plans to
provide women with direct access to
obstetrical and gynecological services,
without first having to obtain a refer-
ral from a primary care provider or
their health plan. It is a strong step
forward in our efforts to improve wom-
en’s access to the type of health care
they need.

To my Republican colleagues who ob-
jected, I say: your party joined with
Democrats to hammer out this com-
promise language on the House side.
Now that the Senate is on record as
well, let’s get behind this same amend-
ment at the earliest available oppor-
tunity in the Senate and pass a provi-
sion which will help all women in this
country get better care.

AMENDMENT NO. 2284

(Purpose: To extend filing deadline for com-
pensation of worker exposed to mustard
gas during World War II)

At the appropriate place, insert the fol-
lowing:

SEC. . The applicable time limitations
with respect to the giving of notice of injury
and the filing of a claim for compensation
for disability or death by an individual under
the Federal Employees’ Compensation Act,
as amended, for injuries sustained as a result
of the persons exposure to a nitrogen or sul-
fur mustard agent in the performance of offi-
cial duities as an employee at the Depart-
ment of the Army’s Edgewood Arsenal before
March 20, 1944, shall not begin to run until
the date of enactment of this Act.

AMENDMENT NO. 2285

(Purpose: To correct a definition error in the
Workforce Investment Act of 1998)

At the appropriate place in TITLE V—
GENERAL PROVISIONS of the bill insert
the following new section:

SEC. 5 . Section 169(d)(2)(B) of P.L. 105–220,
the Workforce Investment Act of 1998, is
amended by striking ‘‘or Alaska Native vil-
lages or Native groups (as such terms are de-
fined in section 3 of the Alaska Native
Claims Settlement Act (43 U.S.C. 1602)).’’,
and inserting in lieu thereof,’’ or Alaska Na-
tives.’’

AMENDMENT NO. 2286

(Purpose: To increase funds for the Centers
for Disease Control and Prevention to pro-
vide grants regarding childhood asthma)
At the end of title II, add the following:

CHILDHOOD ASTHMA

SEC. . In addition to amounts otherwise
appropriated under this title for the Centers
for Disease Control and Prevention, 8.7 in ad-
dition to the $1 million already provided for
asthma prevention programs which shall be-
come available on October 1, 2000 and shall
remain available through September 30, 2001,
and be utilized to provide grants to local
communities for screening, treatment and
education relating to childhood asthma.

Mr. DURBIN. Mr. President, I rise
today to offer this amendment regard-
ing childhood asthma. For the next 15
minutes imagine breathing through a
tiny straw the size of a coffee stirrer,
never getting enough air. Now imagine
suffering through this process three to
six times a day. This is asthma.

Today, asthma is considered the
worst chronic health problem plaguing
this nation’s children, affecting nearly
15 million Americans. That figure in-
cludes more than 700,000 Illinoisans, of
whom 213,000 are children under the
age of 18. Illinois has the nation’s high-
est asthma-related death rate for Afri-
can-American males, and Chicago has
one of the highest rates of childhood
asthma in the country.

During a recent visit to Children’s
Memorial Hospital in Chicago, I met a
wonderful little boy whose life is a
daily fight against asthma. He told me
he can’t always participate in gym
class or even join his friends on the
playground. Fortunately, Nicholas is
receiving the medical attention nec-
essary to manage his asthma. Yet for
millions of children, this is not the
case. Their asthma goes undiagnosed
and untreated, making trips to the
emergency room as common as trips to
the grocery store.

In an effort to help the millions of
children who live every day with
undiagnosed or untreated asthma, I am
offering this amendment with my col-
league Sen. MIKE DEWINE. It would pro-
vide $50 million in grants through the
Center for Disease Control, for commu-
nity-based organizations including hos-
pitals, community health centers,
school-based programs, foster care pro-
grams, childhood nutrition programs
to support asthma screening, treat-
ment, education and prevention pro-
grams.

Despite the best efforts of the health
community, childhood asthma is be-

coming more common, more deadly
and more expensive. In the past 20
years, childhood asthma cases have in-
creased by 160 percent and asthma-re-
lated deaths have tripled despite im-
proved treatments.

Chicago has the dubious distinction
of having the second highest rate of
childhood asthma in the country. Only
New York City has higher rates. Ac-
cording to a study published by the An-
nals of Allergy, Asthma & Immu-
nology, of inner-city school children in
Chicago, researchers found that the
prevalence of diagnosed asthma was
10.8 per cent, or twice the 5.8 per cent
the federal Centers for Disease Control
and Prevention estimates in that age
group nationally. The study also found
that most of the children with diag-
nosed asthma were receiving medical
care, but it may not be consistent with
what asthma care guidelines rec-
ommend. Researchers questioned par-
ents of kindergartners and found 10.8
per cent of the children had been found
to have asthma. The researchers esti-
mated an additional 6 to 7 percent had
undiagnosed asthma. By comparison,
the nationwide asthma rate for chil-
dren 5 to 14 is 7.4 per cent. Moreover,
many of the asthma cases were severe:
42 per cent had trouble sleeping once or
twice a week because of wheezing, and
87 per cent had emergency room visits
during the previous year.

Asthma disproportionately attacks
many of society’s most vulnerable
those least able to fight back, children
and minorities. A recent New York
Times article described a study in the
Brooklyn area where it was found that
a staggering 38 per cent of homeless
children suffer from asthma.

Some of the factors known to con-
tribute to asthma such as poor living
circumstances, exposure to cockroach
feces, stress, exposure to dampness and
mold are all experienced by homeless
children. They are also experienced by
children living in poor housing or ex-
posed to urban violence. There are
other factors such as exposure to sec-
ond hand smoke and smog that also ex-
acerbate or trigger asthma attacks.

For minorities, asthma is particu-
larly deadly. The Asthma death rate
for African-Americans is more than
twice as high as it is for other seg-
ments of the population. Illinois has
the highest asthma-related death rate
in the country for African-American
males. The death rate is 3 times higher
than the asthma-related death rate for
whites in Illinois. Nationwide, the
childhood asthma-related death rate in
1993, was 3 to 4 times higher for African
Americans compared to Caucasian
Americans. The hospitalization rate for
asthma is almost three times as high
among African-American children
under the age of 5 compared to their
white counterparts The increased dis-
parity between death rates compared
to prevalence rates has been partially
explained by decreased access to health
care services for minority children.

Even though asthma rates are par-
ticularly high for children in poverty,
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they are also rising substantially for
suburban children. Overall, the rates
are increasing. Every one of us knows
of a child whether our own, a relative’s
or a friend’s who suffers from asthma.

Asthma-related death rates have tri-
pled in the last two decades. My state
of Illinois has the highest asthma-re-
lated deaths in the country for African
American men.

The effects of asthma on society are
widespread. Many of you may be sur-
prised to learn that asthma is the sin-
gle most common reason for school ab-
senteeism. Parents miss work while
caring for children with asthma. Be-
yond those days missed at school and
parents missing work, there is the huge
emotional stress suffered by asthmatic
children. It is a very frightening event
for a small child to be unable to
breathe. A recent US News article
quoted an 8-yr old Virginian farm girl,
Madison Benner who described her ex-
perience with asthma. She said ‘‘It
feels like something was standing on
my chest when I have an asthma at-
tack.’’ This little girl had drawn a pic-
ture of a floppy-eared, big footed ele-
phant crushing a frowning girl into her
bed.

In many urban centers, over 60 per
cent of childhood admissions to the
emergency room are for asthma. There
are 1.8 million emergency room visits
each year for asthma. Yet the emer-
gency room is hardly a place where a
child and the child’s parents can be
educated in managing their asthma. In
1994, 466,000 Americans were hospital-
ized with asthma, up from 386,000 in
1979.

Asthma is one of the most common
and costly diseases in the US. In con-
trast to most other chronic diseases,
the health burden of asthma is increas-
ing rapidly. The financial burden of
asthma was $6.2 billion in 1990 and is
estimated to increase to more than $15
billion in 2000.

Most children who have asthma de-
velop it in their first year, but it often
goes undiagnosed or as the study I
mentioned earlier, the children may
not receive the best treatment. The
National Institutes of Health is home
to the National Asthma Education and
Prevention board. This is a large group
of experts from all across the fields in-
volved in health care and asthma. They
have developed guidelines on both
treating asthma and educating chil-
dren and their parents in prevention. It
is very important that when we spend
money on developing such guidelines
that they actually get out to commu-
nities so that they can take advantage
of this research.

CDC has been working in collabora-
tion with NIH to make sure that health
professionals and others get the most
up to date information. My amendment
could further help this effort by pro-
viding grantees with this information.

We do have treatments that work for
most people. Early diagnosis, treat-
ment and management are key to pre-
venting serious illness and death.

There are several wonderful models for
success already available to some com-
munities. Take for example the
‘‘breathmobile’’ program in Los Ange-
les that was started 2 years ago. This
program provides a van that is
equipped with medical personnel, asth-
ma education materials, and asthma
treatment supplies. It goes out to areas
that are known to have a high inci-
dence of childhood asthma and screens
children in those areas. This
‘‘Breathmobile’’ program has reduced
trips to the emergency room by 17 per
cent in the first year of operation. This
program is being expanded to sites in
Phoenix, Atlanta, and Baltimore. I
hope that we can be as successful in Il-
linois and other parts of the country.
Children in these Breathmobile pro-
grams are also enrolled in the Chil-
dren’s Health Program if they are in-
come eligible. We have all heard of how
slow enrollment in the children’s
health program has been and anything
that we can do to speed enrollment up
is vitally important.

In West Virginia, a Medicaid ‘‘disease
management’’ program which seeks to
coordinate children with asthma’s care
so that they get the very best care has
been found to be very cost effective. It
has reduced trips to the emergency
room by 30 per cent.

In Illinois, the Mobile CARE Founda-
tion is setting up a program in Chicago
based on the Los Angeles initiative. In
addition, the American Association of
Chest Physicians has joined with other
groups to form the Chicago Asthma
Consortium to provide asthma screen-
ing and treatment. Efforts like these
need our amendment. This Childhood
Asthma Amendment would expand
these programs to help ensure that no
child goes undiagnosed and every asth-
matic child gets the treatment he or
she needs.

I am offering this amendment here
today with my colleague from Ohio, so
that we can expand these programs to
other areas of the country. It is a very
simple amendment. It adds $10 million
to the Centers for Disease Control’s ap-
propriations for local community
grants to screen children for asthma
and if they are found to have it, to pro-
vide them with treatment and edu-
cation into how to manage their asth-
ma.

CDC has current authority to carry
out such programs and as the Bill Re-
port already notes on page 93 of the re-
port: ‘‘The Committee is pleased with
the work that CDC has done to address
the increasing prevalence of asthma.
However the increase in asthma among
children, particularly among inner-city
minorities, remains alarming. The
Committee urges CDC to expand its
outreach aimed at increasing public
awareness of asthma control and pre-
vention strategies, particularly among
at risk minority populations in under-
served communities.’’ I couldn’t agree
more. We do need to do more in this
area.

No child should die from asthma. We
need to make sure that people under-

stand the signs of asthma and that all
asthmatic children have access to
treatment and information on how to
lessen their exposure to things that
trigger asthma attacks.

My amendment responses to the
alarming increase in childhood asthma
cases and asthma-related deaths. It
would provide funds to community and
state organizations that serve areas
with the largest number of children
who are at risk of developing asthma
and areas with the highest asthma-re-
lated death rates. The grantees could
use the funds to develop programs to
best meet the needs of their residents.
The funds could be targeted to those
communities where there are the high-
est number of children with asthma or
where there is the highest number of
asthma-related deaths.

This amendment is a small step to-
ward addressing this the single great-
est chronic health illness of children
today. $10 million is a pretty small
sum. I am glad that this amendment
has been accepted.

The Amendment is supported by the
American Lung Association, the Na-
tional Association for Children’s Hos-
pitals and Research Institutions, the
Academy of Pediatrics, the Asthma
and Allergy Foundation of America
and others who support children’s
health.

I thank my colleagues on behalf of
the 5 million children who suffer from
asthma today in America for accepting
this amendment that can make some
progress to combat this the most pre-
ventable childhood illness.

Mr. DEWINE. Mr. President, today I
rise to support the Durbin-DeWine pe-
diatric asthma amendment. This
amendment would appropriate $10 mil-
lion for the Centers for Disease Control
and Prevention, CDC, to award grants
to local communities for screening,
treatment, and education relating to
childhood asthma.

On May 5th of this year, the Allergy
and Asthma Network’s Mothers of
Asthmatics organized an asthma
awareness day to educate everyone
about asthma. As most of you probably
know, asthma is a chronic lung disease
caused by inflammation of the lower
airways. During an asthma attack,
these airways narrow—making it dif-
ficult and sometimes impossible to
breathe. Fortunately, we have the
‘‘tools’’ to handle asthma attacks once
they occur. The most common way, of
course, is to use an asthma inhaler
that millions of us use every day. We
also know a lot about how to prevent
asthma attacks in the first place—
through drug therapy and by avoiding
many well-known asthma triggers.

With asthma prevalence rates—and
asthma death rates—on the rise, espe-
cially in inner-city populations, it is
important for us to raise national
awareness, so we can educate families
on how to detect, treat, and manage
asthma symptoms. Of the more than 15
million Americans who suffer from
asthma, over five million are children.
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The American Lung Association esti-
mates that in my home state of Ohio,
212,895 children under the age of 18 suf-
fer from asthma. That’s about two per-
cent of the entire population in Ohio.
Asthma is the most common chronic
illness affecting children and is the
leading cause of missed school days due
to chronic illness.

Asthma is hitting the youngest the
hardest. Nationwide, the most substan-
tial prevalence rate increase for asth-
ma occurred among children 4 years-
old and younger. Hospitalization rates
due to asthma were also highest in this
young age group, rising 74 percent be-
tween 1979 and 1992. These increases in
hospitalization rates are especially af-
fecting the inner city populations,
where asthma triggers, like air pollut-
ants, are more concentrated.

An August 29 Akron Beacon Journal
article cites statistics from the CDC
that show the ratio of children under
age four with asthma increased from
one in forty-five in 1980 to one in seven-
teen in 1994. Every year, more than
5,000 Americans die from this disease—
these are PREVENTABLE deaths. A
July 27 New York Times article de-
scribed the results of a study per-
formed by a team at the Center for
Children’s Health and the Environment
at Mount Sinai School of Medicine.
This study found that hospitalization
rates were as much as 21 times higher
in poor, minority areas than in the
hardest-hit areas of wealthier commu-
nities. The article quotes Dr. Claudio,
an assistant professor in the division of
neuropathology at Mount Sinai, who
said, ‘‘The outcomes in the poor Latino
and African-American areas, especially
among children, are tragic.’’ This
Mount Sinai report cited previous stud-
ies that suggest that poor African-
American and Latino children are suf-
fering at higher rates because the poor
often rely on care in emergency rooms,
where doctors have little time to edu-
cate families on how to control the dis-
ease and where there is little follow-up
care. Without receiving adequate care
and medication, the asthma victims
eventually suffer such severe attacks
that they need immediate hospitaliza-
tion.

Those are some of the reasons why I
joined my colleague, Senator DURBIN,
in introducing S.805, the ‘‘Children’s
Asthma Relief Act.’’ This bill will help
ensure that children with asthma re-
ceive the care they need to live normal
lives. It provides grants that will be
used to develop and expand asthma
services to children, equip mobile
health care clinics that provide diag-
nosis and asthma-related health care
services, educate families on asthma
management, and identify and enroll
uninsured children who are eligible for,
but not receiving, health coverage
under Medicaid or the State Children’s
Health Insurance Program. By requir-
ing coordination with current chil-
dren’s health programs, this bill will
help us identify children—in programs
such as supplemental nutrition pro-

grams, Maternal and Child Health Pro-
grams, child welfare and foster care
and adoption assistance programs—
who are asthmatic, but might other-
wise remain undiagnosed and un-
treated.

By increasing local asthma surveil-
lance activities through legislation,
such as S.805, and by better educating
the public on the importance of asthma
awareness and management through
events like Asthma Awareness Day, we
can help reverse the distressing in-
crease in hospitalization rates and
mortality rates due to asthma. As a
person with asthma, and as the father
of 3 children with asthma, I know first-
hand how important diagnosis, treat-
ment, and management are to ensuring
that this manageable disease will not
prevent children and adults from car-
rying on normal lives. We can make a
big difference.

Asthma is a serious health concern
that simply must be addressed.

I commend my colleague, Senator
FRIST, for the outstanding children’s
health hearing that his Public Health
Subcommittee held on September 16. A
very articulate 13-year old named Rob-
ert Jackson from South Euclid, OH,
testified at that hearing. He described
how important early diagnosis and
treatment plans are for children who
suffer from asthma. According to Rob-
ert, doctors at Rainbow Babies and
Children’s Hospital in Cleveland ex-
plained to him how he could avoid
asthma ‘‘triggers’’—like cigarette
smoke and strong odors like bleach—to
avoid having serious asthma attacks.
By learning how to manage his asthma
through an asthma treatment plan,
Robert now plays sports, attends
school regularly, and maintains a
newspaper route.

At a time when States, like Ohio, fi-
nally are passing laws that allow stu-
dents to take their asthma inhalers to
school, we need to provide the federal
public health dollars to the CDC for
childhood asthma screening, treat-
ment, and education. The states gradu-
ally are realizing the severity of this
disease and the need for children to ac-
cess their inhalers to manage their
asthma. It is now time for the Federal
Government to help local communities
stem the rising prevalence of the worst
chronic health problem affecting chil-
dren.

I commend my colleagues for sup-
porting this very important amend-
ment as it will help the nearly 5 mil-
lion children who have been diagnosed
with asthma, as well as those children
who suffer from asthma, but remain
undiagnosed and—sadly—untreated.

AMENDMENT NO. 2287

(Purpose: To rename the Centers for Disease
Control and Prevention as the Thomas R.
Harkin Centers for Disease Control and
Prevention)
At the appropriate place, insert the fol-

lowing:
SEC. (a) The Centers for Disease Control

and Prevention shall hereafter be known and
designated as the ‘‘Thomas R. Harkin Cen-
ters for Disease Control and Prevention’’.

(b) Effective upon the date of enactment of
this Act, any reference in a law, document,
record, or other paper of the United States
to the ‘‘Centers for Disease Control and Pre-
vention’’ shall be deemed to be a reference to
the ‘‘Thomas R. Harkin Centers for Disease
Control and Prevention’’.

(c) Nothing in this section shall be con-
strued as prohibiting the Director of the
Thomas R. Harkin Centers for Disease Con-
trol and Prevention from utilizing for offi-
cial purposes the term ‘‘CDC’’ as an acronym
for such Centers.

AMENDMENT NO. 2288

(Purpose: To designate the National Library
of Medicine building in Bethesda, Mary-
land, as the ‘‘Arlen Specter National Li-
brary of Medicine’’)
At the appropriate place, insert the fol-

lowing:
SEC. ll. DESIGNATION OF ARLEN SPECTER NA-

TIONAL LIBRARY OF MEDICINE.
(a) IN GENERAL.—The National Library of

Medicine building (building 38) at 8600 Rock-
ville Pike, in Bethesda, Maryland, shall be
known and designated as the ‘‘Arlen Specter
National Library of Medicine’’.

(b) REFERENCES.—Any reference in a law,
map, regulation, document, paper, or other
record of the United States to the building
referred to in subsection (a) shall be deemed
to be a reference to the Arlen Specter Na-
tional Library of Medicine.

AMENDMENT NO. 2289

(Purpose: To increase funding for senior nu-
trition programs and rural community fa-
cilities, offset with administrative reduc-
tions)
On page 39, line 8, strike ‘‘$6,682,635,000’’

and insert ‘‘$6,684,635,000’’.
On page 40, line 20, strike ‘‘$928,055,000’’ and

insert ‘‘$942,355,000’’.
On page 41, line 14, reduce the figure by

$10,300,000.
On page 62, line 23, strike ‘‘$378,184,000’’ and

insert ‘‘$372,184,000’’.

AMENDMENT NO. 1852

(Purpose: To express the sense of the Senate
concerning needlestick injury prevention)
At the appropriate place, insert the fol-

lowing:
SENSE OF THE SENATE ON PREVENTION OF

NEEDLESTICK INJURIES

SEC. ll. (a) FINDINGS.—The Senate finds
that—

(1) the Centers for Disease Control and Pre-
vention reports that American health care
workers report more than 800,000 needlestick
and sharps injuries each year;

(2) the occurrence of needlestick injuries is
believed to be widely under-reported;

(3) needlestick and sharps injuries result in
at least 1,000 new cases of health care work-
ers with HIV, hepatitis C or hepatitis B
every year; and

(4) more than 80 percent of needlestick in-
juries can be prevented through the use of
safer devices.

(b) SENSE OF THE SENATE.—It is the sense
of the Senate that the Senate should pass
legislation that would eliminate or minimize
the significant risk of needlestick injury to
health care workers.

Mr. ENZI. Mr. President, I rise in op-
position to Senator REID’s amendment
No. 1852 as offered to S. 1650. As chair-
man of the Senate Subcommittee on
Employment, Safety and Training, I
have had the opportunity to follow this
issue first-hand. Make no mistake, en-
suring the safety of our Nation’s health
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care workers is a priority—as it is for
all of our Nation’s workforce. How we
can best capitalize on occupational
safety, however, is the basis for my op-
position to this amendment. I do not
feel that this amendment is appro-
priate on a spending bill. Nor is our
agreeing to future legislation—sight
unseen. Moreover, the Occupational
Safety and Health Administration is
already examining this matter and has
not commented to my request as to
why legislation is now warranted.

‘‘Sharp’’ injuries by exposed needles
have a long history. Not only has Sen-
ator REID been interested in occupa-
tional injuries caused by unprotected
syringes, but Senator BOXER has also
shared her concerns as well. As chair-
man of the subcommittee with juris-
diction, I am a bit disappointed that
my colleagues have yet to approach me
on this issue. I am always eager to dis-
cuss occupational safety with members
of this body. Instead, I first learned of
this issue when the San Francisco
Chronicle ran a series of articles in
April, 1998. One article depicted a nurse
practitioner who tried to catch three
blood-collection tubes as they rolled
toward a counter’s edge. At the same
time, she held a syringe in her right
hand that had just drawn blood from a
patient infected with HIV. The exposed
needle pierced the side of her left index
finger. Working with HIV infected pa-
tients is dangerous business, but the
risk compounds when medical devices
designed to improve health care end up
doing just the opposite.

At the request of the Service Em-
ployees International Union (SEIU)
and other interested groups rep-
resenting health care workers, federal
OSHA announced last year that it was
issuing a formal request for informa-
tion pertaining to injuries caused by
unprotected syringes. Senators JEF-
FORDS, FRIST and I wrote to Secretary
Herman. We sought answers concerning
potential enforcement action by OSHA
with regard to medical devices that
could conflict with FDA’s traditional
and statutory jurisdiction. The FDA is
statutorily charged with the nation-
wide regulation of medical devices. All
syringes are defined as Class II medical
devices in Section 513(a)(1) of the Fed-
eral Food, Drug and Cosmetic Act. Ac-
cording to Sections 510(k), 519(e) and
705(a), the FDA has the statutory juris-
diction to review, approve and recall
medical devices as well as to dissemi-
nate information regarding the poten-
tial health dangers caused by any med-
ical device.

FDA’s jurisdiction over medical de-
vices pertains to the patient. Since
OSHA’s jurisdiction covers workers,
the agency is already moving forward
to modify its Bloodborne Pathogens
Standard to include regulation of med-
ical ‘‘sharp’’ devices. In terms of work-
er safety, we are talking about nurses,
doctors and other health care profes-
sionals and workers that regularly use
or handle these medical devices. The
regulatory lines between the two agen-

cies are difficult to define in this set-
ting. Moreover, the question of reusing
medical devices designed for one-time
use only is also a matter that requires
careful consideration. Generally speak-
ing, safer devices cost more money—
raising the potential for re-use by pro-
viders. The FDA has not yet indicated
that it will begin to examine this issue,
but it is certainly a matter of impor-
tance that includes the very medical
devices we’re debating in this amend-
ment.

A medical device that has been deter-
mined by the FDA to meet the ‘‘rea-
sonable assurance of safety and effi-
cacy’’ standard of the Federal Food,
Drug and Cosmetic Act can be lawfully
marketed. Nonetheless, it is conceiv-
able, given its authority over the do-
main of worker safety and health that
OSHA might prevent the use of that
medical device in the workplace, there-
by creating an environment of confu-
sion for the regulated public. This con-
fusion could result in diminished work-
er safety and health and jeopardize pa-
tient safety as well. At the very least,
this duplication of effort promises to
waste the scarce resources of both the
FDA and OSHA.

I recognize Section 4(b) of the Occu-
pational Safety and Health Act of 1970
and the problems inherent in con-
flicting regulations which are promul-
gated by different federal agencies and
affect occupational safety and health.
Although OSHA arguably might have
sufficient jurisdiction to proceed in the
indirect regulation of the aforemen-
tioned medical devices, I feel that it
would be the best course for OSHA and
the FDA to delineate boundaries of ju-
risdiction and coordinate efforts per-
taining to the regulation and use of
these medical devices. This is of par-
ticular importance because the FDA
has the specific scientific expertise in
the evaluation of medial devices—not
OSHA and not the National Institute
for Occupational Safety and Health
(NIOSH). Despite Secretary Herman’s
assurances that agency cooperation is
ongoing, I am not convinced that these
boundaries have been properly ad-
dressed at this time. This amendment
does nothing to address the lack of
communication between these agen-
cies.

There are currently two manufactur-
ers that are actively marketing pro-
tected syringes. If OSHA is instructed
to regulate this matter by statutory
instruction, I am concerned that a
shortage of supply could occur. Not
only does this raise questions of anti-
trust, it also places providers in the
difficult position of being held liable
for using medical devices that are
short in supply. The market and what
it can currently sustain would not be a
matter of consideration if this amend-
ment passes. Moreover, providers (hos-
pitals) could be put in a position to de-
termine what devices are safe and ef-
fective if their participation is not ade-
quately included in this process.

As OSHA moves forward on its own
accord in a fashion that could lead to

its regulation of medical devices, Sen-
ator JEFFORDS and I continue to wait
for a formal explanation from the
agency as to how legislation would im-
pact their current efforts to flush out
many of the concerns I have raised. We
are still waiting for that response.
Moreover, Chairman JEFFORDS has
voiced his interest in examining this
issue within the authorizing com-
mittee. In doing so, we would be better
positioned to address this emotional
and complex issue rather than hap-
hazardly legislating on an appropria-
tions bill.

I am committed to finding ways to
enhance worker safety. If I thought
legislating through the appropriations
process was such a wonderful option, I
have a few bills that I wouldn’t mind
spending a little time debating on the
floor of the Senate. In terms of improv-
ing occupational safety, I respect the
role of our committee to examine these
complex issues. Last Congress, I had
the opportunity to amend the Occupa-
tional Safety and Health Act of 1970
three separate times. That was the
first time the Act had been amended in
28 years. All of the bills were carefully
considered prior to passage and not one
of them were tagged to an appropria-
tions bill. I ask that this issue be han-
dled by its authorizing committee and
not be attached to the underlying bill.
I am committed to doing just that.

AMENDMENT NO. 1869

(Purpose: To increase funding for the
leveraging educational assistance partner-
ship program)

At the end of title III, add the following:

LEVERAGING EDUCATIONAL ASSISTANCE
PARTNERSHIP PROGRAM

SEC. . (a) IN GENERAL.—Notwithstanding
any other provision of this title, amounts ap-
propriated in this title to carry out the
leveraging educational assistance partner-
ship program under section 407 of the Higher
Education Act of 1965 (20 U.S.C. 1070 et seq.)
shall be increased by $50,000,000, and these
additional funds shall become available on
October 1, 2000.

Mr. REED. Mr. President, I am
pleased that Chairman SPECTER and
Ranking Member HARKIN as part of the
managers amendment have included an
additional $50 million for the
Leveraging Educational Assistance
Partnership (LEAP) program.

I had offered an amendment to pro-
vide this level of funding along with
Senators COLLINS, GORDON SMITH,
SNOWE, JEFFORDS, KENNEDY, MURRAY,
LEVIN, CONRAD, HUTCHINSON, DEWINE,
CHAFEE, BINGAMAN, KERRY, FEINGOLD,
and LAUTENBERG.

Since 1972, the Federal-State partner-
ship now embodied by LEAP, with
modest federal support, has helped
states leverage grant aid to needy un-
dergraduate and graduate students.

When this program was funded at
greater than $25 million, nearly 700,000
students across the nation, including
almost 12,000 students from my home
state of Rhode Island, benefitted from
LEAP grants. At $25 million, the
amount included in the Committee’s
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original bill, we estimate that many of
these students lose their grants.

Without this important federal in-
centive, many states would not have
established or maintained their need-
based financial aid programs, and
many students would not have at-
tended or completed college.

Indeed, as my colleagues, students,
parents, and those involved in higher
education know, the purchasing power
of our main need-based aid program—
the Pell Grant, created by and named
for my predecessor, Senator Claiborne
Pell—has fallen drastically in compari-
son to inflation and skyrocketing edu-
cation costs.

Students have searched for other
sources of need-based higher education
grants and have come to rely on LEAP.

Two years ago, this program was on
the brink of elimination. But it was
this body which recognized the impor-
tance of LEAP and overwhelmingly
voted—84 to 4—for an amendment I of-
fered with my colleague from Maine,
Senator COLLINS, to save it from elimi-
nation.

Then, just last year, the Senate re-
affirmed its support for LEAP by ap-
proving the Higher Education Act
Amendments of 1998, which updated
and added several key reforms to this
program to leverage additional state
dollars for grant aid.

Prior to the reforms, federal funding
for LEAP was matched by the states
only on a dollar for dollar basis. Now,
every dollar appropriated over the $30
million level leverages two new state
dollars.

States in turn gain new flexibility to
use these funds to provide a broader
array of higher education assistance to
needy students, such as increasing
grant amounts or carrying out commu-
nity service work-study activities;
early intervention, mentorship, and ca-
reer education programs; secondary to
postsecondary education transition
programs; scholarship programs for
students wishing to enter the teaching
profession; and financial aid programs
for students wishing to enter careers in
information technology or other fields
of study determined by the state to be
critical to the state’s workforce needs.

The $25 million included in the Com-
mittee’s bill falls far short of the fund-
ing level necessary to increase student
aid and trigger the reforms included in
the Higher Education Act Amendments
of 1998.

In fact, LEAP, if funded at $75 mil-
lion, as called for in our amendment,
would leverage at least $120 million in
new state funding—thereby securing
almost $200 million in grant aid for our
nation’s neediest students.

Let me emphasize, LEAP is the only
federal aid program that contains this
leveraging component. It is the only
program for needy college students
that is a state-federal partnership.

The bill does provide increased fund-
ing for many of the other student aid
programs, but without providing addi-
tional funding for LEAP, the Senate

will miss an opportunity to expand ac-
cess to college and make higher edu-
cation more affordable for some of our
neediest students.

LEAP is a vital part of our student
aid package, which includes Pell
Grants, Work Study, and SEOG, that
make it possible for deserving students
to achieve their higher education
goals. All of the student aid programs
must be well-funded if they are truly
going to help students.

Moreover, since there are no federal
administrative costs connected with
LEAP, all grant funds go directly to
students, making it one of the most ef-
ficient federal financial aid programs.

All higher education and student
groups support $75 million in funding
for LEAP, including the American
Council on Education (ACE), the Na-
tional Association of Independent Col-
leges and Universities (NAICU), the Na-
tional Association of State Student
Grant and Aid Programs (NASSGAP),
the United States Student Association
(USSA), and the U.S. Public Interest
Research Group (USPIRG).

By providing $75 million for LEAP,
the Senate has an opportunity to help
states leverage even more dollars to
help students go to college. As college
costs continue to grow, and as the
grant-loan imbalance continues to
widen—just 25 years ago, 80% of stu-
dent aid came in the form of grants and
20% in the form of loans; now the oppo-
site is true—funding for LEAP is more
important than ever.

I thank Chairman SPECTER and rank-
ing member HARKIN for their willing-
ness to accept this amendment. I look
forward to working with them during
the Conference to retain this level of
funding, which is critical to providing
greater access to higher education for
our Nation’s neediest students.

Mr. JEFFORDS. Mr. President, I ex-
press my appreciation to Senators
SPECTER and HARKIN for including in
the manager’s package an amendment
cosponsored by my colleague from
Rhode Island, Senator REED, myself
and others increasing funding for the
LEAP program.

LEAP is an extraordinarily program
that provides grant aid to needy under-
graduate and graduate students. This
federal program can be credited in
large part with encouraging States to
create, maintain and grow their own
need-based financial aid programs. It is
a program that relies on a partnership
for its strength by matching the fed-
eral investment in grant aid with State
dollars. The end result is a good one:
increasing the pool of funds available
to assist low income students who are
struggling to pay for college.

As part of the 1998 Higher Education
Amendments, we made significant
changes to the LEAP program with the
goal of making additional grant aid
and a greater array of services avail-
able to post-secondary students. We
challenged States to increase the
match that they contribute by offering
$2 for every one federal dollar that we

make available for this program. With
the additional funds, States will have
greater flexibility to provide more
services to meet the diverse needs of
low income students who are working
to make the dream of a higher edu-
cation degree a reality.

I am proud to stand with the Na-
tional Association of State Student
Grant Aid, NASSGAP; the National As-
sociation of Independent Colleges and
Universities, NAICU, the American
Council on Education, ACE, the Amer-
ican Association of State Colleges and
Universities, AASCU; the United
States Public Interest Research Group,
USPIRG; and the United States Stu-
dent Association, USSA in support of
this amendment that I believe will pro-
vide significant assistance to the stu-
dents of this nation.

AMENDMENT NO. 1882

(Purpose: To express the sense of the Senate
regarding comprehensive education reform)
At the appropriate place, insert:

SEC. , SENSE OF THE SENATE REGARDING COM-
PREHENSIVE PUBLIC EDUCATION
REFORM.

(a) FINDINGS.—The Senate finds the fol-
lowing:

(1) Recent scientific evidence demonstrates
that enhancing children’s physical, social,
emotional, and intellectual development be-
fore the age of six results in tremendous ben-
efits throughout life.

(2) Successful schools are led by well-
trained, highly qualified principals, but
many principals do not get the training that
the principals need in management skills to
ensure their school provides an excellent
education for every child.

(3) Good teachers are a crucial catalyst to
quality education, but one in four new teach-
ers do not meet state certification require-
ments; each year more than 50,000 under-pre-
pared teachers enter the classroom; and 12
percent of new teachers have had no teacher
training at all.

(4) Public school choice is a driving force
behind reform and is vital to increasing ac-
countability and improving low-performing
schools.

(b) SENSE OF THE SENATE.—It is the sense
of the Senate that the federal government
should support state and local educational
agencies engaged in comprehensive reform of
their public education system and that any
education reform should include at least the
following principals:

(A) that every child should begin school
ready to learn by providing the resources to
expand existing programs, such as Even
Start and Head Start;

(B) that training and development for prin-
cipals and teachers should be a priority;

(C) that public school choice should be en-
couraged to increase options for students;
and

(D) that support should be given to com-
munities to develop additional counseling
opportunities for at-risk students.

(E) school boards, administrators, prin-
cipals, parents, teachers, and students must
be accountable for the success of the public
education system and corrective action in
underachieving schools must be taken.

Mr. KERRY. Mr. President, I thank
my distinguished colleagues, Mr. SPEC-
TER from the State of Pennsylvania
and Mr. HARKIN from the State of Iowa,
for accepting in the manager’s amend-
ment of S. 1650 the sense of the Senate
that my friend from Oregon, Mr. SMITH
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and I offered on comprehensive edu-
cation reform. Our amendment ex-
presses the sense of the Senate that the
federal government should support
state and local efforts to reform and
improve our nation’s public schools,
and further, that every child should
begin school ready to learn; that train-
ing and development for principals and
teachers should be a priority; that pub-
lic school choice should be encouraged
to increase options for students; that
support should be given to commu-
nities to develop additional counseling
opportunities for at-risk students; and
that school boards, administrators,
principals, parents, teachers, and stu-
dents must be accountable for the suc-
cess of the public education system.

I appreciate that my distinguished
colleagues have acknowledged the im-
portance of a bipartisan, comprehen-
sive approach to reforming the public
education system that emphasizes the
principles enumerated above. If edu-
cation reform is to succeed in Amer-
ica’s public schools, we must demand
nothing less than a comprehensive re-
form effort. We cannot address only
one challenge in education and ignore
the rest. We must make available the
tools for real comprehensive reform so
that every aspect of public education
functions better and every element of
our system is stronger. We must em-
power low-performing schools to adopt
all the best practices of our nation’s
best schools—public, private, charter
or parochial. We must give every
school the chance to quickly and easily
put in place the best of what works in
any other school—and with decentral-
ized control, site-based management,
parental engagement, and real ac-
countability. Numerous high-perform-
ance school designs have been created
such as the Modern Red Schoolhouse
program and the Success for All pro-
gram. The results of extensive evalua-
tions of these programs have shown
that these designs are successful in
raising student achievement.

We must also restore accountability
in public education—demanding that
each school embracing comprehensive
reform set tangible, measurable results
to gauge their success in raising stu-
dent achievement. We must reward
schools which meet high standards and
demand that those which fall short of
their goals take immediate corrective
action—but the setting of high stand-
ards must undergird comprehensive re-
form.

In order to do this, we must break
out of the ideological bind we have put
ourselves in. We cannot only talk
about education—it’s more than an
issue for an election—we must do
something about it. We have the oppor-
tunity to implement comprehensive
education reform at a time when the
American people are telling us that—
for their families, for their futures—in
every poll of public opinion, in every
survey of national priorities, one issue
matters most, and it’s education. That
is good news for all of us who care

about education, who care about our
kids. But the bad news is, the Amer-
ican people are not so sure that we
know how to meet their needs any-
more. They are not even sure we know
how to listen. Every morning, more
and more parents—rich, middle class,
and even the poor—are driving their
sons and daughters to parochial and
private schools where they believe
there will be more discipline, more
standards, and more opportunity. Fam-
ilies are enrolling their children in
Charter schools, paying for private
schools when they can afford them, or
even resorting to home schooling—the
largest growth area in American edu-
cation.

Earlier in this debate, I supported
two amendments offered by the distin-
guished Senator and my senior col-
league from the State of Massachu-
setts, Mr. KENNEDY. I am deeply dis-
appointed that neither of these worthy
amendments were adopted by the Sen-
ate. Mr. KENNEDY’s amendments would
have exempted education from the
across the board cuts in discretionary
spending that Republicans have pro-
posed and provided increased funding
for teacher quality. We know the
American people are willing to spend
more on public education. Yet the Sen-
ate voted to allow cuts. And we know
that the American people want quali-
fied teachers in their children’s
schools. Yet the Senate did not appro-
priate the fully authorized level of the
Teacher Quality Enhancement Grants
program.

I am also distressed that an amend-
ment offered by my distinguished col-
leagues, Mr. BINGAMAN and Mr. REED,
and myself was not adopted by this
body. Our amendment would have, for
the first time, provided real account-
ability to poor children and ensure
they attend successful schools. The
American people have said time and
again that education is their top policy
concern. And we have heard time and
again that the American people want
their public schools held accountable.
Yet we rejected this important amend-
ment, that would have appropriated no
new funding and would have ensured
low-performing schools would be
turned around, was rejected.

Given our inability to pass these im-
portant amendments, I am particularly
pleased that Mr. SMITH and I could
come together and offer this bipartisan
amendment. The sense of the Senate
we offered is the essence of our bill, S.
824, the ‘‘Comprehensive School Im-
provement and Accountability Act.’’
Our bill emphasizes the principles em-
bodied in this sense of the Senate, such
as early childhood development pro-
grams, challenge grants for profes-
sional development of principals, sec-
ond chance schools for violent and dis-
ruptive students, and increased funding
for the Title I program. We contend
that these and other tenets are funda-
mental to the comprehensive reform of
public schools.

The PRESIDING OFFICER. Without
objection, the amendments are agreed
to.

The amendments (Nos. 2273 through
2289, 1852, 1869, and 1882) were agreed to.

INDIAN-CHICANO HEALTH CENTER

Mr. KERREY. I thank the Chairman
and Ranking Member of the Sub-
committee for their continued support
for community health centers and
other programs within the consolidated
health centers account. I firmly believe
that these centers represent the best
investment the Federal government
can make in health care for under-
served populations and under-served
areas. These centers provide an invalu-
able service to our communities and
our citizens—they provide comprehen-
sive primary and preventive services to
a broad spectrum of persons without
health insurance and members of
under-served populations. I note that
the bill before us increases funding for
these centers by nearly $100 million,
and exceeds the President’s request by
$79 million.

It is my hope that the Department of
Health and Human Services will use at
least part of this new funding to estab-
lish new community health centers to
address the needs of under-served popu-
lations. I am particularly interested in
guaranteeing that a proposal from the
Indian-Chicano Health Center of
Omaha, Nebraska, be fully and fairly
considered during any review of new
health center applications. This orga-
nization has made an extraordinary ef-
fort to serve a unique community of
low-income, uninsured Nebraskans who
otherwise would go without health
care.

Mr. SPECTER. The Labor/HHS/Edu-
cation Subcommittee made a par-
ticular effort within the constraints of
this bill to increase funding for the
consolidated health centers account.
The Subcommittee strongly supports
the provision of comprehensive health
services to persons without health in-
surance through these important pro-
viders. I am pleased that we were able
to increase funding for these critical
services, and I encourage HHS to con-
sider the proposal from the Indian-Chi-
cano Health Center.

Mr. HARKIN. I have long supported
the work of the Iowa-Nebraska Pri-
mary Care Association and specific
community health centers in the Mid-
west. These providers serve as models
for effectively and efficiently providing
access and quality care to under-served
populations. I will also support full and
fair consideration of the Indian-Chi-
cano Health Center proposal.
THE MARYLAND CHILDREN’S HEALTH INSURANCE

PROGRAM

Mr. SARBANES. Mr. President, as
the Senate continues its consideration
of the Labor-HHS Appropriations bill
today, I rise to discuss a problem the
State of Maryland is struggling to
overcome as it seeks to extend health
care coverage to the 158,000 uninsured
children in our State. This issue is par-
ticularly timely in light of the Census
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Bureau report issued earlier this week
which shows that the ranks of the un-
insured grew by approximately 1 mil-
lion in 1998 to a total of 44.3 million.
The Census report also shows that the
number of uninsured children has not
decreased despite the establishment of
a new Federal program designed to en-
courage States to expand health insur-
ance coverage to more low-income chil-
dren. Moreover, Maryland experienced
one of the highest increases in unin-
sured people last year bringing the
total number of uninsured to 837,000 or
one-sixth of the population. A quarter
of these uninsured Marylanders are
children.

To address the growing number of
uninsured children throughout the
United States, Congress enacted the
Children’s Health Insurance Program
(CHIP) in 1997, and Maryland eagerly
applied to participate in this new Fed-
eral-State partnership. However, over
the past couple of years, Maryland has
been penalized under this program for
having previously extended partial
Medicaid coverage under a five year
demonstration program to a class of
low-income children who would not
otherwise have qualified for Medicaid.
These children should now be eligible
for CHIP funding, but the Department
of Health and Human Services (HHS) is
blocking Maryland from accessing its
CHIP funds for the benefit of these
kids.

The law establishing the CHIP pro-
gram prohibits the States from enroll-
ing children into the State’s CHIP pro-
gram if those children were previously
covered by the State’s Medicaid pro-
gram. HHS has made the decision to
treat all children once eligible for the
Maryland demonstration program,
called the Maryland Kids Count pro-
gram, as though they were covered
under Medicaid. As a result of this dis-
cretionary decision by HHS, the major-
ity of Maryland’s uninsured children
are ineligible for CHIP funding. In ad-
dition, Maryland has been unable to ac-
cess most of the CHIP funding allo-
cated to it.

The Maryland demonstration pro-
gram should not be used to disqualify
the State from accessing its CHIP
funds because this demonstration can-
not be equated with covering this
group of children with full Medicaid
coverage. The Maryland demonstration
offered only partial Medicaid benefits
(primary and preventive care). Hos-
pitalization as well as dental and med-
ical equipment were not covered. Thus,
for each child in the demonstration
program, Maryland spent less than half
the amount it would have spent had
Medicaid been extended to these chil-
dren.

In addition, this demonstration pro-
gram was conducted under a time-lim-
ited waiver which was scheduled to ex-
pire at about the same time the CHIP
program was launched. In fact, HHS in-
formed Maryland that it would not
renew the waiver because Congress was
establishing a more comprehensive

children’s insurance program and also
because the Maryland demonstration
had been rather unsuccessful. Only
5,000 children were enrolled, largely be-
cause the benefits offered were so lim-
ited.

HHS has used its discretionary au-
thority in implementing the CHIP pro-
gram to equate the Maryland dem-
onstration program with full Medicaid
coverage. Since they used discre-
tionary authority to make this erro-
neous determination, HHS clearly has
the authority to reverse this decision
administratively. Would the Senator
from Delaware, the Chairman of the Fi-
nance Committee, agree that the De-
partment of Health and Human Serv-
ices has authority to allow Maryland
to access its CHIP funds to extend
health insurance coverage to those
low-income children previously eligible
for the Maryland Kids Count dem-
onstration program without additional
legislative action?

Mr. ROTH. I understand the Senator
from Maryland’s concerns. It is my
view that the Secretary of Health and
Human Services has authority, without
additional legislative direction, to de-
termine that children who had been
covered under Maryland’s expired, lim-
ited-benefit demonstration program
were not receiving true Title XIX cov-
erage, and could therefore be consid-
ered uninsured for the purposes of
CHIP eligibility.

Mr. SARBANES. I thank the Chair-
man for that clarification. Do you
agree that HHS may use its section
1115 waiver authority to allow Mary-
land to use its CHIP funds to cover
those children previously eligible for
the Maryland Kids Count program?

Mr. ROTH. I concur with the Senior
Senator from Maryland that HHS could
use its section 1115 waiver authority to
address Maryland’s concerns.

Mr. SARBANES. Thank you, Mr.
Chairman.

DANIEL J. EVANS SCHOOL OF PUBLIC AFFAIRS

Mr. GORTON. Mr. President, the cur-
rent political climate in our society is
becoming increasingly disillusioned
and thus less involved in public life and
civil discourse. More than ever, we
need public servants who combine vi-
sion, integrity, compassion, analytic
rigor and practicality. As the first
school of public affairs at a public uni-
versity, the Graduate School of Public
Affairs at the University of Wash-
ington has trained public servants and
leaders in the Northwest for 37 years.
The school’s mission is motivating a
new generation towards excellence in
public and non-profit service and re-
storing the confidence, involvement
and investment in public service.

Recently, the school was renamed for
Daniel J. Evans, a longtime public
servant for the people of Washington
state who embodies the Graduate
School of Public Affairs focus and val-
ues. As a governor, U.S. Senator and
regent for the University of Wash-
ington, Dan Evans has stood for effec-
tive, responsible, balanced leadership.

His public service legacy has touched
so many citizens and has greatly im-
pacted the state of Washington. Dan
Evans’ involvement in the Graduate
School of Public Affairs will provide
students the opportunity to learn from
someone who represents effective, re-
sponsible and balanced leadership and
who embodies the school’s ideals.

The Graduate School of Public Af-
fairs at the University of Washington
has played a vital role in public policy
and management and is now positioned
to become the region’s primary source
of expertise and outreach on public
issues. I have strongly endorsed these
efforts and believe it is worthy of our
support and investment.

Mr. SPECTER. There certainly is a
need for additional leaders in public
service. I appreciate the opportunity to
learn about the work at the University
of Washington and will take a close
look at this worthwhile project during
the conference with the House.

Mr. GORTON. I appreciate your com-
mitment to developing highly skilled,
principled individuals dedicated to
service and leadership.

MEDICARE CONTRACTORS

Mr. CRAIG. I am concerned about the
funding level for Medicare contractors.
The Senate Committee mark reduced
the FY 2000 funding level by $30 million
below the President’s Budget rec-
ommendation. I want to be sure that
this funding reduction will not ad-
versely impact fee-for-service claims
processing activities or the ability of
contractors to provide critical bene-
ficiary and providers services.

In the recent past, we have seen the
effect that inadequate funding levels
can have on services. In 1998 payments
were slowed down, and beneficiaries
and providers were forced to deal with
more voice mail rather than human
beings when they called their contrac-
tors with questions about claims.

Looking only at numbers, I see fund-
ing $21 million less than FY 1999 and
$30 million less than the President’s re-
quest. However, I understand this fund-
ing level reflects $30 million in savings
from changes in the processing of
dates. Therefore, am I correct in saying
this would reflect efficiency and tech-
nological improvement, not a policy
change in fee-for-service claims proc-
essing or beneficiaries and provider
services? Furthermore, this $30 million
in savings should not result in de-
creased funding to services for bene-
ficiaries or providers, should it?

Mr. DORGAN. I want to make it
clear that funding to assure the timely
and accurate processing of Medicare
claims also is a high priority for me
and the beneficiaries in my state.

I also would like a reassurance that
the mark will not affect access to
health care services in rural America.

Mr. SPECTER. The Senators have
correctly described the Committee’s
intent. These savings would be realized
as a result of a change in direction by
HCFA for a managed care related
project, and is not at all related to fee-
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for-service Medicare. I understand the
Senators’ concerns and want to assure
them Medicare contractor services will
not be harmed. These savings of $30
million for HCFA’s managed care
project will not result in any related
funding cut to the Medicare contractor
budget.

I understand the issues both Senators
are raising and the importance of ade-
quately funding the Medicare con-
tractor program. Let me assure my col-
leagues that the savings reflected in
this bill will not hamper Medicare con-
tractors’ ability to fulfill their respon-
sibilities as Medicare administrators.

PARKINSON’S RESEARCH

Mr. COCHRAN. Mr. President, I want
to thank the Chairman for his strong
leadership and support for the medical
research in our nation. I strongly sup-
port his efforts to double funding for
the National Institutes of Health, and I
am heartened by the increases in this
bill. I also want to thank him for his
leadership in increasing funding for
Parkinson’s research and holding the
September 28, 1999, hearing on the
promise of Parkinson’s research and
the need for increased funding. Michael
J. Fox put it best when he said that
‘‘this is a winnable war’’ as long as the
funding is there to match the scientific
promise.

Mr. SPECTER. Mr. President, that’s
right. Dr. Fischbach testified that he
sincerely believes that we are close to
solving Parkinson’s. The scientific re-
search community believes that it is
realistic to think that we will conquer
Parkinson’s in 5 to 10 years. Dr. Wil-
liam Langston, President of the Par-
kinson’s Institute told the Sub-
committee at the hearing that we have
an historic opportunity with Parkin-
son’s because the research is at a point
where a focused, adequately funded ef-
fort will produce a cure. He also testi-
fied that once we understand and un-
ravel Parkinson’s, we will have an-
swers to many other neurodegenerative
diseases such as Alzheimer’s and Lou
Gehrig’s disease.

Mr. WELLSTONE. Mr. President, the
Parkinson’s hearing was great news for
all those who suffer from this disease.
The advocacy community was well-rep-
resented by actor Michael J. Fox, Joan
Samuelson—President of the Parkin-
son’s Action Network, and Jim Cordy—
a Parkinson’s advocate from Pennsyl-
vania. Their personal stories under-
score the need for Congress to ensure
that there is increased funding for Par-
kinson’s research. Parkinson’s is the
most curable neurological disorder and
the one most likely to produce a break-
through. Congress passed the Morris K.
Udall Research Act, making clear that
Parkinson’s should receive the funding
it needs to eradicate this truly dreadful
disease. Now it is time to fulfill that
promise.

Mr. COCHRAN. Mr. President, I
agree. At the hearing, we were asked to
increase funding for Parkinson’s re-
search $75 million over current funding
levels by increasing funding levels at

two institutes, the National Institute
of Neurological Disorders and Stroke
(NINDS) and the National Institute of
Environmental Health Sciences
(NIEHS), at $50 million and $25 million
respectively. The research community
thinks that this will provide enough
funding to quicken seriously the pace
of research on Parkinson’s—a down
payment, if you will—on a fully funded
Parkinson’s research agenda that sci-
entific experts in the community con-
servatively estimate to be over $200
million. I believe NIH should be able to
do this from the funds provided in our
bill.

Mr. SPECTER. Mr. President, as I
said at the hearing, I think the sci-
entific community can find a cure in
even less time, as few as 2 to 4 years, if
they have the resources. With the over-
all $2 billion increase in NIH funding
provided in this bill, those institutes
will have sufficient funds to provide
the increases to Parkinson’s focused
research.

Mr. HARKIN. As Ranking Member of
the Subcommittee I want to express
my strong support for substantially in-
creasing NIH support for Parkinson’s
research. We have a tremendous oppor-
tunity for real break through in the
fight against this horrible disease and
we cannot pass that up.

YOUTH LEADERSHIP INITIATIVE

Mr. WARNER. Mr. President, I have
a second degree amendment to Senator
DEWINE’s amendment on higher edu-
cation, amendment No. 1847.

Senator SPECTER, Senator HARKIN
and my other distinguished colleagues
on the Labor, Health and Human Serv-
ices, Education Subcommittee cer-
tainly have your work cut out in
crafting S. 1650, the Labor-HHS appro-
priations bill. The subcommittee was
faced with a difficult task of appro-
priating limited funds to hundreds of
programs.

I commend the subcommittee for its
hard work and for its dedication to
education funding. This bill provides
$37.6 billion for the Department of Edu-
cation. This amount is more than $2
billion above fiscal year 1999 levels and
$537 million above the Administration’s
request.

Of this $37.6 billion, the committee
bill provides over $139.5 million for the
fund for the improvement of education.
This amount is $500,000 over fiscal year
1999 appropriations. These funds are
provided to support significant pro-
grams and projects to improve the
quality of education, help students
meet high academic standards and con-
tribute to the achievement of edu-
cational goals.

During the appropriations process,
Senator SPECTER, I submitted a letter
requesting that the subcommittee pro-
vide $1.5 million in funds for an innova-
tive educational program known as the
Youth Leadership Initiative (‘‘YLI’’) at
the University of Virginia. I am thank-
ful for the subcommittee’s consider-
ation of my request and am grateful
that the subcommittee recognized the

importance of YLI by including report
language on this invaluable edu-
cational program.

The goal of YLI is to work with
America’s middle and high school stu-
dents to prepare them for a lifetime of
political participation. YLI seeks to
transform the way students view their
role in our democracy, develop their
trust in and awareness of our system,
and instill in our students the core val-
ues of good citizenship and democracy.

To achieve its goal, YLI teaches stu-
dents in the functional components of
America’s political process. Among
other things, YLI students will learn
how to run student-forged mock cam-
paigns, organize political events, con-
duct election analysis, and hold mock
elections.

Senator SPECTER, these lessons need
to be taught and are of paramount im-
portance. In 1998, voter participation
during the mid-term Congressional
elections was the lowest since 1942. Al-
most every survey of public opinion
shows growing disinterest in the Amer-
ican electoral process, and disinterest
is strongest among our young people.

Thomas Jefferson once warned Amer-
icans about the ramifications of such
disinterest in our political system,
stating, ‘‘Lethargy is the forerunner of
death to other public liberty.’’ Amer-
ica’s form of government is uniquely
dependent upon the active participa-
tion of its citizens. Therefore, if voter
participation continues to decrease,
then our democracy will suffer.

By combining academic excellence
with hands-on civic activity, YLI will
help turn our schools and communities
into hotbeds for the rejuvenation of
our democracy. Since its launch last
spring, YLI has attracted national at-
tention for its unique approach to
teaching our young people about de-
mocracy. In a pilot program currently
in progress in several Virginia commu-
nities, thousands of students in hun-
dreds of classrooms are experiencing
the wonders of this pioneering pro-
gram. Students and teachers have par-
ticipated in YLI training sessions and
members of the inaugural class of
youth leaders are already hard at work
organizing public debates between ac-
tual legislative candidates which they
will host in the coming weeks.

On Tuesday, October 26, 1999, nearly
35,000 middle and high school students
will be eligible to participate in the
largest internet ballot ever conducted.
On this day, YLI students will be vot-
ing on-line using a secure, encrypted
state-of-the-art ‘‘cyber-ballot’’ that is
specifically tailored to each student’s
voting precinct.

These achievements are only the be-
ginning. YLI is a national crusade.
This year’s pilot program in Virginia is
laying the foundation for next year’s
expansion throughout Virginia. Plans
are already underway to make this pro-
gram available to every middle and
high school in the United States soon
after the 2000 elections.

YLI already has the financial support
of the Commonwealth of Virginia and
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many of America’s leading corpora-
tions, foundations and individuals. YLI
is a model public-private partnership
that will make available to all Ameri-
cans students a program which will in-
crease participation in our democracy
for future generations. Senator SPEC-
TER, a small investment today will pay
dividends for many generations to
come.

Again, I say to the Senator from
Pennsylvania, I certainly understand
the difficult task facing your sub-
committee in crafting a bipartisan, fis-
cally responsible appropriations bill. I
know you recognize the importance of
YLI and that’s why report language
was included in the Committee’s re-
port. I ask my distinguished colleague,
however, to ensure that YLI receives
the requested funding in the eventual
bill that emerges from conference.

Mr. SPECTER. I thank my distin-
guished colleague for his kind remarks
and for his strong statement in support
of the Youth Leadership Initiative. The
Youth Leadership Initiative is cer-
tainly an innovative program designed
to enhance public participation in our
democracy. I share the goal of enhanc-
ing participation in our democracy,
and I recognize that this is a priority
for the senior senator from Virginia.
As we conference with the House, I will
keep in mind that this project helps us
achieve our mutual goal of increasing
voter participation in our democracy.

Mr. WARNER. Thank you Senator
SPECTER for your support of YLI.

STAR SCHOOLS GRANTS

Mr. BENNETT. Mr. President, there
has been some uncertainty in my state
about the continuation of Star School
grants. For my colleagues who are not
familiar with Star Schools, it is a
grant program that has helped distance
learning move forward in many parts
of the country. The beneficiaries in my
state include many students in the San
Juan school district, a small, rural,
and remote school district in south-
eastern Utah. Many Star School grants
have been awarded to the winners of a
competition. Often these grants are
multi-year grants. Some recipients are
fearful about losing funding for the
continuation of their grants if new
projects are funded. Is it the intent of
the chairman that continuing grants
will receive a high priority in funding
allocations?

Mr. SPECTER. It was my intent to
include enough funding in this bill to
continue grants that have been award-
ed if at all possible. I believe the
amount recommended by the Senate
will provide the means to do so. While
I do not know what the conference
committee’s final recommendation will
be for Star Schools, it is my desire that
there be enough dollars allocated to
fund ongoing grants as planned.

Mr. BENNETT. I thank the chairman
for clarifying his intent, and for his ef-
forts to provide adequate funding for
these projects.

HEARTLAND MANOR

Mr. LEVIN. Mr. President, Senator
ABRAHAM and I have come to the floor

to seek assurance from Senator ROTH
and Senator SPECTER that they will in-
clude our amendment concerning
Heartland Manor in any Medicare BBA
fix bill that is taken up by the Finance
Committee.

Mr. SPECTER. I understand the Fi-
nance Committee will be working on a
Medicare BBA repair bill and will re-
view this amendment for possible in-
clusion in any such legislation and I
believe he will give you such assurance
directly.

Mr. LEVIN. I appreciate the assur-
ance that the Senator from Pennsyl-
vania has given on this issue. I would
like to ask the Chairman of the Fi-
nance Committee, Senator ROTH, will
he review our amendment for possible
inclusion in any Medicare BBA legisla-
tion that he takes up this year?

Mr. ROTH. Yes, we will review the
amendment through the committee
process to determine inclusion in any
Medicare BBA package that the Fi-
nance Committee takes up this year. I
recognize how important this amend-
ment is to the Senators from Michigan.

Mr. LEVIN. I thank Senators ROTH
and SPECTER for their help in this mat-
ter and I look forward to working with
Senator ROTH as we move forward with
this amendment.

Mr. ABRAHAM. I also thank Sen-
ators ROTH and SPECTER for their help
and appreciate their assurances.

Mr. LEVIN. I would like to describe
this amendment and why it is so nec-
essary. Our amendment concerns
Heartland Manor, a nursing home lo-
cated in Flint, Michigan, that provides
care to an underserved population.
Heartland Manor is not out to make
money—it is owned by the Hurley
Foundation which is not for profit
501(c)(3) subsidiary of Hurley Medical
Center. Hurley Medical Center is a not
for profit public hospital with an excel-
lent reputation. Hurley Medical Center
is one of the few city owned hospitals
left in the country, and it is the largest
hospital in Flint, Michigan.

On July 27, 1989, Chateau Gardens, a
privately owned nursing home facility,
was terminated from the Medicare pro-
gram. On January 1, 1994, Hurley Foun-
dation, a not for profit 501(c)(3) sub-
sidiary of Hurley Medical Center, pur-
chased Chateau Gardens at the request
of the state. In 1994 Heartland Manor
applied for certification into the Medi-
care program as a new or prospective
provider. Heartland Manor had never
before entered into a Medicare partici-
pation agreement and had never been
issued a provider number. However,
HCFA treated Heartland as a re-entry
provider and Heartland was subse-
quently denied participation into the
Medicare program based in large part
on violations which HCFA carried over
from Chateau Gardens, the previous
owner. If Heartland Manor had been
treated as a new provider, it would
have been approved and would pres-
ently be in the Medicare program.

This amendment would allow the fa-
cility to come into the Medicare pro-

gram as a prospective provider which is
exactly how the facility should be
treated.

Heartland Manor has the backing of
Citizens for Better Care, a nonprofit
agency, funded by the United Way,
which monitors nursing home care in
Michigan. Moreover, the Mayor of
Flint, Woodrow Stanley, the Congress-
man representing Flint, Representative
DALE KILDEE, and State Senator BOB
EMERSON all want to keep this nursing
home open. These organizations and I
wouldn’t all be supportive of the facil-
ity if this nursing home were not meet-
ing the needs of the Flint community.

I have visited Heartland manor and I
believe that it should not be closed. I
would not make such a bold assertion
if I could not honestly say that this is
a nursing home that has made great
strides in recent years and which is
now providing an important service to
the Flint community.

Mr. President, I look forward to
working with my colleagues to ensure
that this amendment is part of any
Medicare BBA package.

DENTAL SEALANTS

Mr. BINGAMAN. I rise today in
strong support of the use of dental
sealants for children for purposes of
oral health promotion and disease pre-
vention. They have been proven to be
safe and effective in the prevention of
dental caries in children, and when
coupled with fluoridated water systems
can virtually eliminate dental decay
and reduce tooth loss. I believe that
the most successful dental sealant pro-
grams for our children covered in the
EPSDT programs in Medicaid could be
those that are school linked and com-
munity based. Analyses show that an
amount of $1,000,000 is a reasonable
amount to begin a demonstration
project such as this.

Mr. HARKIN. I am pleased that the
Labor HHS Appropriations bill con-
tains language to provide for a
multistate dental sealant demonstra-
tion project. I feel that the Maternal
Child Health Bureau of the Health Re-
sources and Services Administration
will be the most appropriate entity to
conduct a quality demonstration pro-
gram. I concur with the Senator from
New Mexico that this amount seems
reasonable.

Mr. SPECTER. I thank my colleague
from New Mexico for raising this im-
portant public health matter. Preven-
tion is a high priority for our sub-
committee as we have invested signifi-
cant amounts of resources in bolstering
the agencies of the U.S. Public Health
Service. The amount the Senator sug-
gests is reasonable for a demonstration
project and I concur that the Maternal
Child Health Bureau of the Health Re-
sources and Services Administration is
an appropriate agency to conduct a
quality demonstration program.

Mr. BINGAMAN. I thank the Sen-
ators from Pennsylvania and Iowa and
urge the department to conduct the
demonstration project in an expedi-
tious manner. Despite the fact that
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dental sealants have been available for
over 25 years, their use remains low
and children deserve this preventive
service.

PEDIATRIC RESEARCH INITIATIVE

Mr. DEWINE. Mr. President, I rise to
thank my colleague from Pennsyl-
vania, Senator SPECTER, and his sub-
committee, for the tremendous job
they have done in putting together this
$312 billion bill. It is not easy to work
within tight budget caps and fund so
many agencies and institutes at levels
that will make all members—and con-
stituents—happy. I’d like to take this
opportunity to especially thank Sen-
ator SPECTER for his hard work and
dedication in providing start-up fund-
ing for the Ricky Ray Fund. Even
though we would have all liked to have
seen full funding, I realize that Senator
SPECTER and his subcommittee per-
formed a monumental task in funding
$50 million to make the Ricky Ray
Fund a reality. I look forward to work-
ing with my colleagues next year to
finish the job we are beginning in this
appropriations bill and fund the re-
maining amounts for the Ricky Ray
Fund that we authorized last year.

As for the appropriations bill that is
before us, I would like to ask my col-
league from Pennsylvania, Senator
SPECTER, to clarify the ‘‘Pediatric Re-
search Initiative’’ provision that is on
page 138 of the Committee Report. It is
my understanding that the Report
should state that the ‘‘Committee fur-
ther encourages the Director of NIH to
expand extramural research directly
related to the illnesses and conditions
affecting children.’’ The Report cur-
rently states that the National Insti-
tute of Child Health and Human Devel-
opment (NICHD) should expand extra-
mural research, but it should state
that the Committee encourages the Di-
rector of NIH to expand extramural pe-
diatric research—is that correct?

Mr. SPECTER. Yes, that is correct.
The Office of the Director currently
funds the Pediatric Research Initiative
at NIH, and we are encouraging the Di-
rector to expand extramural pediatric
research.

Mr. DEWINE. The Committee Report
also currently states that the Com-
mittee also encourages the Institute to
provide additional support for institu-
tional and individual research training
grants for medical schools’ depart-
ments of pediatrics. It is my sense that
the Report should state that the Com-
mittee encourages the NICHD to pro-
vide additional support for institu-
tional and individual research training
grants for medical schools’ depart-
ments of pediatrics. Is that correct?

Mr. SPECTER. Yes, my colleague is
correct. The NICHD supports such pedi-
atric research training grants, and the
Committee is encouraging NICHD to
expand its support for such pediatric
research training grants. I will work to
ensure that the Conference Report for
this bill accurately reflects these clari-
fications, which my colleague from
Ohio and I have just discussed.

Mr. DEWINE. Again, I thank my
friend from Pennsylvania for his clari-
fications and for his tremendous effort
in increasing the funds for NIH to en-
sure that medical research, including
pediatric research, remains a top pri-
ority for our country.

TREATMENT OF CHILD AND ADOLESCENT
VIOLENCE RELATED TRAUMA

Mr. KENNEDY. As you know, it is
well documented that domestic, school,
and community violence survived or
witnessed by children and adolescents
causes psychological trauma with very
real and serious consequences. These
consequences can be physical (changes
in the brain, delayed development),
psychological (anxiety, depression,
learning difficulty), or interpersonal
(aggressive and violent behavior, af-
fected individuals passing on the prob-
lems to their children). Fortunately,
there is a growing body of knowledge
that attests to the effectiveness of
treating this psychological trauma.
While the course of treatment may
vary depending on the type of trauma,
the length of exposure, and the age of
the child, it undoubtedly requires staff
with the specialized training needed to
identify the signs and symptoms of
trauma, and to provide the appropriate
therapeutic interventions. In the wake
of the violent tragedies in schools,
community centers, churches, and in-
creasingly in communities and homes
across this country, the desperate need
to develop this specialized expertise
and to make it more widely available
could not be clearer.

Mr. STEVENS. I could not agree
more with my friend from Massachu-
setts and I have been pleased to work
with him on this vitally important
issue. Research has shown that chil-
dren exposed to negative brain stimula-
tion in the form of physical abuse or
community violence causes the brain
to be miswired making it difficult for
the child to learn, develop healthy
family relationships, reduce peer pres-
sure, and to control violent impulses.
Early intervention and treatment is
much more successful than adult reha-
bilitation. This certainly points to a
need for more early intervention and
treatment programs for children and
adolescents who suffer from violence
related trauma. It also highlights the
need for more professional training in
the best practices for treating this psy-
chological trauma.

Mr. KENNEDY. I appreciate the re-
marks from my friend from Alaska and
thank him for his interest in children
and in child development. I would also
like to thank my friend from Pennsyl-
vania, the Chairman of the Labor-HHS-
Education Sub-Committee, for his
longstanding commitment to children.
I understand that bill before us in-
cludes $10 million for the creation of
national centers of excellence on youth
violence. I also understand that a key
aspect of these centers is going to be
the development of effective treat-
ments for violence related psycho-
logical trauma in children, youth, and

families, and the provision of training
and technical assistance needed to
make these best practices more widely
available. Is that the Sub-Committee
Chairman’s understanding.

Mr. SPECTER. Yes it is. My friend
from Massachusetts has identified a
critically important need and this ac-
tivity is intended to be an integral
function of these centers of excellence.

Mr. STEVENS. I have worked closely
on this with both the Sub-Committee
Chairman and Senator from Massachu-
setts, and this is certainly my under-
standing as well.

Mr. KENNEDY. I thank both the Full
Committee Chairman and the Sub-
Committee Chairman for that clari-
fication, and I hope that as we move
forward with this process, should addi-
tional funding become available, that
it could be targeted to this effort. I
thank my colleagues and I yield the
floor.

GENDER-BASED DIGESTIVE DISEASES

Mr. REID. I rise today to address an
issue of great concern to me. I was re-
cently made aware of the findings con-
tained in a recent report from the Of-
fice of Research on Women’s Health
(ORWH) regarding gender-based dif-
ferences in digestive diseases. The re-
port identifies irritable bowel syn-
drome, functional bowel disorder and
colorectal cancer treatment and detec-
tion as serious health problems that
disproportionately affect women.

Mr. SPECTER. I am aware of this re-
port and also am very concerned about
gender based differences in digestive
diseases.

Mr. REID. The ORWH report rec-
ommends that Federal research efforts
focus on the need to: (1) develop a bet-
ter understanding of the mechanisms
of gastrointestinal motility and altered
sensitivity to sensory dysfunction that
will help explain why irritable bowel
syndrome so disproportionately affects
women more than men; (2) examine the
relationship between hereditary colon
cancer and gynecologic malignancy in
women; and (3) determine the relation-
ship between functional bowel diseases
and pelvic floor dysfunction. As a re-
sult of these findings and recommenda-
tions, I hope that the Office on Wom-
en’s Health will work with NIDDK to
address these digestive diseases that so
disproportionately affect women.

Mr. HARKIN. I strongly believe that
NIH should respond to the rec-
ommendations in this ORWH report
and examine this problem as soon as
possible.

CDC FUNDING

Mr. CLELAND. Mr. President, I
would like to engage the distinguished
Ranking Member of the Labor/HHS/
Education Subcommittee on funding
for the Centers for Disease Control
(CDC) and Prevention’s building and fa-
cilities project. The CDC’s physical
plant facilities are in dire need of ex-
pansion and renovation. The lack of
adequate laboratory and research fa-
cilities is crippling one of the nation’s
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critical resources. Some of the infec-
tious disease laboratories which con-
duct research on deadly organisms are
60-year old temporary wooden struc-
tures. This raises serious concerns re-
garding safety for employees and the
public. The existing CDC’s buildings
and facilities threatens the United
States’ position as the world’s last line
of defense for protecting the health of
the public.

Mr. SPECTER. Mr. President. I con-
cur with Senator CLELAND’s concerns
and share in his support of the CDC and
its vital role in research and public
safety. The Senate Labor/HHS/Edu-
cation Appropriations Subcommittee
had one of its most challenging years
developing the FY 2000 budget. The
Subcommittee recommended a total of
$60 million for CDC, $40 million in reg-
ular line item building and facilities
construction and an additional $20 mil-
lion in emergency funding. This rep-
resents a significant portion of the
funding needed by the CDC.

Mr. CLELAND. I commend the Chair-
man and Ranking Member and the
Labor/HHS/Education Appropriations
Subcommittee for the FY 2000 appro-
priations bill. Under the cir-
cumstances, The Subcommittee has
done a more than adequate job than
others in addressing CDC’s needs. The
Administration’s FY 2000 budget re-
quest was $39.8 million for all of CDC’s
buildings and facilities activities, in-
cluding the repair and improvement of
existing structures. The House Labor/
HHS/Education Subcommittee mark
was for $40 million for buildings and fa-
cilities. The Ranking Member is cor-
rect in stating that the Senate Sub-
committee exceeded the Administra-
tion and marks by $20 million. I want
to state for the record that, given the
need, the initial funding request was
set far too low. The CDC needs $141
million or an additional $81 million to
modernize the substandard existing
buildings and laboratories. I would re-
quest that Senate conferees examine
all possible sources to obtain addi-
tional funding for CDC, and at the very
least, hold firm behind the Senate’s
funding level in conference.

Mr. HARKIN. I thank you Senator
CLELAND for clarifying the funding
needs for the CDC building infrastruc-
ture. We will continue to seek ways to
provide funding to adequately bring
the CDC physical plant to not only
meet standard safety levels, but to ex-
ceed those levels. We have an obliga-
tion to maintain this world renowned
institution and to facilitate its ability
to attract highly skilled scientists,
provide a safe environment for the re-
search of highly pathogenic organisms
and to fulfill its intended objectives.

Mr. CLELAND. I thank the Senator.
One last point: does the Chairman and
Ranking Member believe that it would
be appropriate for the Administration
to submit a more adequate proposal for
CDC buildings and facilities in its FY
2001 budget?

Mr. SPECTER. The Senator is cor-
rect. I would hope that the FY 2001 Ad-

ministration budget will appropriately
address CDC’s need for facilities expan-
sion and renovation.

Mr. HARKIN. I too agree that the FY
2001 budget will address this issue.

VOCATIONAL EDUCATION

Mr. DORGAN. I am concerned about
the funding level in the Senate bill for
vocational education. While the Senate
bill generally increases our investment
in education, unfortunately funding for
vocational education basic state grants
would remain at the President’s re-
quest of $1,030,650,000.

Funding for vocational education
basic state grants has been virtually
frozen over the last several years by
both the Congress and the President.
Consequently funding for vocational,
career, and technical programs has not
kept pace either with inflation or with
funding for other education programs.
In fact, if vocational education funding
had simply kept pace with inflation
over the last eight years, it would be
$220 million greater than is being pro-
posed for FY2000. I would suggest an
additional $100 million in funding for
basic state grants, which represents
about a 10 percent increase, but real-
istically, I believe $50 million would
represent a reasonable step in the cor-
rect direction.

Mr. DEWINE. I share the concerns of
the Senator from North Dakota about
the proposed funding level for voca-
tional education. As the Chairman of
the Senate Subcommittee that had the
responsibility for reauthorizing the
Perkins Act, I can assure my col-
leagues that the reauthorization of this
law, which Congress enacted last year
with strong bipartisan support updated
the Perkins programs. The authorized
funding level for the Perkins Act was
increased by $10 million from $1.14 bil-
lion to $1.15 billion. Now that this work
is done, now is the appropriate time to
increase funding for vocational edu-
cation.

Mr. DORGAN. I appreciate the Sen-
ator from Ohio’s leadership on this
issue and the Senator from Alaska’s
comments in support of vocational edu-
cation funding at the Appropriations
Committee mark-up. I wonder if the
Senator from Alaska would give his as-
surance that he will work to secure ad-
ditional funding for vocational edu-
cation as the Labor-HHS-Education ap-
propriations bill moves forward?

Mr. STEVENS. I share the concerns
that the Senators are raising and join
in their support of vocational edu-
cation. I want to assure them that I am
committed to work with the senior
Senator from Pennsylvania to try to
find additional funds for vocational
education during Conference. I also
want to encourage the Administration
to request an increase in funds for vo-
cational education in its FY2001 budget
submission.

Mr. HARKIN. I want to add my sup-
port to the comments that have been
made here. I, too, feel strongly that ad-
ditional funding for vocational edu-
cation is urgently warranted, and I will

do what I can as the ranking member
on the Labor-HHS-Education Appro-
priations Subcommittee to direct more
resources to basic state grants in this
area. Will the Chairman of the Sub-
committee also join me in this effort?

Mr. SPECTER. I recognize that fund-
ing for vocational education has not
kept up with inflation or with funding
for other education programs. I will
work with Chairman STEVENS, Senator
DORGAN, Senator DEWINE, and Senator
HARKIN to try to obtain additional
funding for vocational education.

THE UNIVERSITY OF MEDICINE AND DENTISTRY
OF NEW JERSEY’S CHILD HEALTH INSTITUTE

Mr. TORRICELLI. Mr. President, I
rise to ask the distinguished managers
of the bill if they would consider a re-
quest I have concerning the conference.
Knowing the great difficulty they faced
in reporting a bill that would not ex-
ceed this year’s stringent budget re-
strictions, I understand why they were
not able to provide funding for the Uni-
versity of Medicine and Dentistry of
New Jersey’s (UMDNJ) Child Health
Institute. However, I hope that funding
for the Children’s Health Institute can
be found in conference.

The increased attention to childhood
disease clusters in various commu-
nities throughout New Jersey and
other states require molecular studies
for an explanation and solution. In
that regard, UMDNJ of the Robert
Wood Johnson Medical School devel-
oped the Child Health Institute of New
Jersey as a comprehensive biomedical
research center focused on the develop-
ment, growth and maturation of chil-
dren.

The mission of the Institute is to im-
prove child health and quality of life
by fostering scientific research that
will produce new discoveries about the
causes of many childhood diseases and
new treatments for these diseases. Re-
searchers will direct their efforts to-
ward the prevention and cure of envi-
ronmental, genetic and cellular dis-
eases of infants and children. The Insti-
tute will work closely with both the
Cancer Institute of New Jersey and the
Environmental and Occupational
Health Science Institute—two NIH-des-
ignated centers of excellence. Organi-
zations which also played a part in de-
veloping the Child Health Institute.

The Institute is seeking funds to de-
velop three components: a program in
Molecular Genetics and Development;
(2) a program in Development and Be-
havior; and (3) a program in Environ-
ment and Development. These pro-
grams will study human development
and its disorders, noting the changing
environmental conditions which alter
gene function during development,
maturation and aging. Institute sci-
entists will also study human growth
and development and the emergence of
cognition, motion, consciousness and
individuality.

The hospitals in central New Jersey
birth nearly 20,000 babies each year.
The founding of the Child Health Insti-
tute has created an extraordinary
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health care resource for those hospitals
and the patients they serve. The new
Children’s Hospital at Robert Wood
Johnson University Hospital is sched-
uled to open in 2000 and the Child
Health Institute in 2001. Together these
institutions will provide state of the
art clinical and scientific research and
treatment complex to serve children
and their families, not only in New Jer-
sey, but throughout the nation with
cutting edge care and the latest sci-
entific developments.

Mr. LAUTENBERG. Indeed, New Jer-
sey is poised to become a regional and
national resource for research into the
genetic and environmental influences
on child development and childhood
disease. Working in close partnership
with the pharmaceutical and bio-
technology industries, the Child Health
Institute of New Jersey will become a
force for healthy children nationwide. I
thank my fellow Senator from the
State of New Jersey and join him in
giving my highest recommendation for
this project.

Mr. TORRICELLI. I thank the Sen-
ator from New Jersey for his efforts on
this project. I believe that the work of
the Institute is an appropriate focus
for the committee because the research
focus will be of enormous value for the
nation as a whole. Indeed, the Child
Health Institute will be one of the
world’s only research centers to exam-
ine not only the biological and chem-
ical effects on childhood, but also the
effects of behavioral and societal influ-
ences as well.

The Child Health Institute’s request
is for $10 million in one time funding
from the federal government for the
construction of the Institute building.
Total building costs are estimated at
$27 million. The Institute has already
raised more than $13 million from pri-
vate sources including $5.5 million
from the Robert Wood Johnson Foun-
dation and $5.5 million from Johnson
and Johnson. Also, the Robert Wood
Johnson University Hospital has made
a $2 million in-kind contribution of the
land on which the Institute will be
built. At maturity, the Child Health is
expected to attract $7 to $9 million in
new research funding annually, as well
as provide $52 million in revenue for
the local economy.

Mr. President, funding for the Child
Health Institute in this bill would be
entirely appropriate under Health Re-
sources and Services Administration
(HRSA) account. Indeed, it would be
money well spent.

Senator LAUTENBERG and I simply
ask that when the bill goes to con-
ference the managers remember this
request for funding the UMDNJ Child
Health Institute.

Mr. SPECTER. We have received nu-
merous requests for funding of health
facilities. In the past, we have faced
difficult choices in making a deter-
mination of funding priorities and this
year promises to be no exception. We
are aware of the request by the Child
Health Institute and commend its ef-

forts toward enhancing its research
and service capacity. In conference, we
will keep in mind its request as well as
those with similar meritorious charac-
teristics and goals.

Mr. HARKIN. I, too, am aware of the
Child Health Institute request for as-
sistance and share Senator SPECTER’s
views on this matter.

Mr. TORRICELLI. I thank both my
distinguished colleagues for their as-
sistance with this matter.

Mr. LAUTENBERG. I also would like
to thank my colleagues for their help.

MEDICARE INTEGRITY PROGRAM

Mr. HARKIN. I am very concerned
about the proposed $70 million funding
cut to the Medicare Integrity Program
(MIP) approved by the House Appro-
priations Committee. The Senate has
recommended that MIP be funded at
$630 million, the amount authorized in
the Health Insurance Portability and
Accountability Act of 1996 (HIPAA).

In 1998, Medicare contractors saved
the Medicare Trust Fund nearly $9 bil-
lion in inappropriate payments—about
$17 for every dollar invested. Any fund-
ing cut to MIP is tantamount to the
government throwing money out the
window. In fact, I believe, because of
the tremendous need to reduce an esti-
mated $13 billion in Medicare waste, we
should increase MIP funding. There-
fore, I will work hard to ensure that
the Senate funding level for this im-
portant program is not compromised.

Mr. ROTH. I’ve long been committed
to the effective and efficient manage-
ment of the Medicare program, specifi-
cally the detection of fraud and abuse.
I supported the creation of the MIP
program, established under HIPAA, to
provide a stable and increasing funding
source for fraud and abuse detection ef-
forts. Prior to MIP, Medicare con-
tractor funding for anti-fraud and
abuse activities was often reduced be-
cause of other spending priorities in
the annual appropriations process. MIP
was created to prevent that from hap-
pening again. The House Appropria-
tions Committee recommendation is in
clear disregard of congressional intent.

Mr. SPECTER. I understand the im-
portance of the MIP program to the in-
tegrity of the Medicare Trust Fund,
and I will work to ensure that MIP is
funded at the Senate recommended
level of $630 million.
PREVENTION AND TREATMENT OF FETAL ALCO-

HOL SYNDROME AND FETAL ALCOHOL EFFECTS

Mr. DASCHLE. Mr. President, I have
worked closely with my colleagues
Senator STEVENS, Senator SPECTER and
Senator HARKIN to make treatment
and prevention of fetal alcohol syn-
drome (FAS) and fetal alcohol effect
(FAE) more of a federal priority and to
place language in the report accom-
panying the Fiscal Year 2000 Labor,
Health and Human Services and Edu-
cation Appropriations bill to under-
score this commitment. I appreciate
their efforts to support programs that
will prevent and address this important
public health problem and their com-
mitment to continuing those efforts as

they serve on the conference com-
mittee.

There is a dramatic need for an addi-
tional infusion of resources to address
alcohol-related birth defects, which are
the leading known cause of mental re-
tardation. These funds are needed for
the development of public awareness
and education programs, health and
human service provider training,
standardized diagnostic criteria and
other strategies called for in the com-
petitive grant program authorized
under the Fetal Alcohol Syndrome and
Fetal Alcohol Effect Prevention and
Services Act. These resources will com-
plement the excellent work that has
been started by grass-roots organiza-
tions like the National Organization
for Fetal Alcohol Syndrome and the
Family Resource Institute.

I look forward to working with Sen-
ator STEVENS, Senator SPECTER and
Senator HARKIN to promote treatment
and prevention of FAS and FAE. It
should be a priority for the Fiscal Year
2000 conference committee to fund
these much-needed programs, and I am
hopeful that the conferees will be able
to find additional resources for this
purpose. I believe it is critical that we
provide line item funding for the com-
petitive program that this Congress au-
thorized last year. I look forward to
working with the Administration and
my colleagues in the Senate toward
that end as they begin to draft the Fis-
cal Year 2001 Labor, Health and Human
Services, and Education Appropria-
tions bill.

Mr. STEVENS. Mr. President, I share
the sentiments expressed by my col-
league from South Dakota. I have wit-
nessed first hand the devastating ef-
fects of FAS and FAE in Alaska, which
has the highest rate of FAS/FAE in the
nation. Our Alaska Native people are
especially at risk for these entirely
preventable conditions. It has been es-
timated that the lifetime cost of treat-
ing and providing necessary services
for a single victim of FAS/FAE is in ex-
cess of $1 million. I am pleased that the
bill before us contains language en-
couraging the Department of Health
and Human Services to provide nec-
essary resources to fund comprehensive
FAS/FAE prevention, education and
treatment programs for Alaska and for
a four-state region including South Da-
kota and will work with the conference
committee to ensure that funds are
available for these programs. I also
support language in the report man-
dating development of a nationwide,
comprehensive FAS/FAE research, pre-
vention and treatment plan. I know
that federal support can make a dif-
ference. In Alaska, federal assistance
has allowed two residential treatment
programs for pregnant women and
their children—the Dena A Coy pro-
gram in Anchorage and the Lifegivers
program in Fairbanks—to make a posi-
tive difference in the lives of numerous
Alaska Native women and their chil-
dren. I look forward to working with
my colleague to find real solutions to
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the problems of alcohol-related birth
defects.

Mr. SPECTER. Mr. President, I have
worked closely with my colleagues to
find creative ways to address FAS and
FAE at the federal level while drafting
the Fiscal Year 2000 Labor, Health and
Human Services and Education Appro-
priations bill. I agree that it is critical
to continue that effort during the con-
ference with members from the House
of Representatives in order to further
improve the federal commitment to in-
dividuals with FAS and FAE and their
families.

Mr. HARKIN. Mr. President, I would
like to add my voice in support of the
comments expressed by my colleagues
from South Dakota, Alaska and Penn-
sylvania. FAS and FAE are 100 percent
preventable. Our country should be
doing everything it can to put an end
to alcohol-related birth defects and
help individuals and families trying to
copy with the disease.

IDEA FUNDING AT NIH

Mr. NICKLES. I would like to address
a question to my friend from Pennsyl-
vania regarding the Institutional De-
velopment Awards (IDeA) Program
funding within the National Institutes
of Health (NIH) budget. I am joined by
my colleagues Senators LOTT,
DASCHLE, and REID in support of the
House level of funding for IDeA in the
Labor, Health and Human Services,
and Education, and related agencies
Appropriations bill. It is my under-
standing that the Senate level is
$20,000,000 while the House level is
$40,000,000.

Mr. LOTT. It is my understanding
that movement to the House level is
not an increase in the NIH budget, is
that correct? As I understand it, this
would reallocate money within the NIH
budget and that this would not be addi-
tional funding. This would set aside a
portion of NIH research money for
those states, Mississippi included, to
more fully exploit the opportunities to
develop a competitive biomedical re-
search base.

Mr. NICKLES. The distinguished Ma-
jority Leader is correct. The point of
this inquiry is to ask the chairman if
he would reserve some resources for
those IDeA states that receive the
least among of research money.

Mr. DASCHLE. I agree with my col-
leagues that this program is of tremen-
dous benefit to rural states and to our
nation’s ability to produce top quality
research. In recent years, five states
have received 48 percent of the NIH re-
search money. We need to broaden this
distribution. In my state of South Da-
kota, universities have benefitted from
this program in the past, but we need
to continue this investment so that
they may compete for research monies
on an equal footing. Increasing IDeA
funding would help to meet this goal.

Mr. REID. I would also like to point
out that according to the NIH’s own
figures, an average IDeA state, such as
Nevada, receives $67 per person in re-
search money while the other states re-

ceive, on average, $258 per person. This
program helps to disburse this vital re-
search money to those states who tra-
ditionally do not fair well but can per-
form this research for much lower
overhead and indirect costs.

Mr. NICKLES. I would also add that
Oklahoma only receives, an average,
$45 per person of research money.

Mr. SPECTER. Mr. President, I
would agree with Senators LOTT,
DASCHLE, and REID on the value of the
IDeA program. As Senator NICKLES
mentioned before, we did increase this
allocation from fiscal year 1999 in order
to broaden the geographic distribution
of NIH funding of biomedical research
by enhancing the competitiveness of
biomedical and behavioral research in-
stitutions which historically have had
low rates of success in obtaining fund-
ing. With their concern in mind, I
would therefore like to assure my fel-
low Senators that when we conference,
we will take a very close look at the
House funding level of $40,000,000 for
IDeA.

Mr. NICKLES. I would like to thank
the Chairman for his assistance.

Ms. MIKULSKI. Mr. President, I rise
to speak on the Fiscal Year 2000 Appro-
priations bill funding the Departments
of Labor, Health and Human Services
and Education. I would like to thank
Senator SPECTER and Senator HARKIN
for the tremendous job they and their
staffs have done on an extremely large,
complex, and vitally important appro-
priations bill. This bill is important be-
cause it meets the day-to-day needs of
Americans as well as the long-range
needs of our country.

However, I am concerned that the
Senate has had to resort to gimmicks
and tricks such as ‘‘forward funding’’
and ‘‘emergency spending.’’ When Con-
gress resorts to these tricks, it means
we’re not doing our job right. The GM
worker in Baltimore can’t ‘‘forward
fund’’ or declare his next trip to the
grocery store ‘‘emergency spending.’’ If
a mother can’t pay for her children’s
health care using such devices, then
Congress should not be able to resort
to them to pay for our children’s edu-
cation, health care for the underserved,
or job training.

I am pleased with a number of fund-
ing levels in this bill. I know that Sen-
ators SPECTER and HARKIN had a dif-
ficult task in funding so many pro-
grams that meet compelling human
needs. As the Senator for and from the
National Institutes of Health, I am
very glad to see the $2 billion increase
in NIH funding, which keeps us on pace
to double NIH’s budget over five years.
I am particularly pleased with the
$680.3 million for the National Institute
on Aging (NIA). This is an increase of
more than $80 million over last year.
As we double NIH’s budget, I believe
that it is especially important to dou-
ble NIA’s budget. Our population is
aging; by 2030 there will be about 70
million Americans age 65 and older,
more than twice their number in 1997.
This is clearly an investment in the fu-
ture health of our nation.

Many of the day-to-day needs of our
nation’s seniors are met by the Older
Americans Act (OAA). It is heartening
to see the $35 million increase in fund-
ing for home delivered meals because it
is greatly needed. We are seeing an in-
creased demand for home delivered
meals which assist more older persons
in remaining in their homes and com-
munities. The Committee has also pro-
vided a $1 million increase for the om-
budsman program and an $8 million in-
crease to $26 million for state and local
innovations/projects of national sig-
nificance (Title IV).

I am disappointed that other pro-
grams under the Older Americans Act
did not see needed increases in funding.
OAA programs have been level funded
and losing ground for too long. I am
also deeply concerned that there is no
provision to fund the National Family
Caregiver Support Program. This pro-
gram would offer valuable services to
assist our nation’s caregivers by pro-
viding respite care, counseling, infor-
mation, and assistance among other
services. This program has strong bi-
partisan support. I would urge that we
look at ways to provide the necessary
resources for this program in Fiscal
Year 2000 so that it can be funded once
it is authorized. As the Ranking Mem-
ber of the Subcommittee on Aging, I
will continue to work with my col-
leagues on the HELP Committee to re-
authorize the OAA during Fiscal Year
2000.

In addition, I was distressed by the
drastic cut of almost $860 million to
the Social Services Block Grant. How-
ever, I’m pleased that the Senate has
restored these funds. The Social Serv-
ices Block Grant provides help to those
who practice self help. In Maryland,
this program funds adoption, case man-
agement, day care, foster care, home
based services, information and refer-
ral, prevention and protective services
to more than 200,000 people.

I must also mention the importance
of funding for the Centers for Disease
Control and Prevention (CDC). I am
very aware of the funding constraints
the we have been operating under and
believe that the $30 million increase for
CDC is a step in the right direction.
However, it is below the President’s
budget request and does not go far
enough. While I am appreciative of the
efforts to increase funding to mod-
ernize CDC’s facilities and improve
public health infrastructure, CDC has
been revenue starved for too long. Im-
proving public health in our country
requires investments in NIH, CDC, and
FDA. I am thrilled with our support of
NIH, but I believe that if we do not pro-
vide sufficient resources to CDC and
FDA we are only doing part of the job.
I would urge that we consider this as
we move to conference on this bill and
when we look at funding for these
agencies next year.

I am also pleased at the funding lev-
els of many of our national education
programs and this bill is certainly bet-
ter than the one that passed the House.
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I am very concerned that the funding
level for the bill overall has been re-
duced to pay for other programs. The
spending caps put us in a tough posi-
tion. And it is education that always
suffers the most.

Like I said, even though the Senate
funding levels are much better than
the House, there are at least two major
problems with the Senate bill. There is
no funding in this bill for school con-
struction and there is no funding in
this bill for lowering class size and hir-
ing 100,000 new teachers. Last year, we
passed a bipartisan bill, and we all
agreed to lower class size. We agreed
that this is one of the most important
things we can do for our kids and our
classrooms. Yet this bill contains no
money for class size.

There is also no funding for school
construction. What happened to our
commitment to make sure our kids are
not attending classes in crumbling
schools? I see there is $1.2 billion in the
bill for something called ‘‘Teacher As-
sistance Initiative.’’ As far as I know,
no one knows what this means exactly.
Like Senator MURRAY said on the floor
of the Senate last week, it clearly isn’t
class size reduction.

I have serious reservations about this
bill. It does not live up to the commit-
ment we made here in the Senate to re-
duce class size and hire 100,000 teach-
ers. It does nothing to fix our broken
down schools. And the House bill is
even worse.

The House bill cuts $2.8 billion out of
the President’s education agenda to
improve public schools. It denies 42,000
additional children the opportunity to
participate in Head Start. It repeals
last year’s bipartisan agreement to
fund 100,000 new teachers to create
smaller classes. It combines Class Size
Reduction, Eisenhower Teacher Train-
ing and Goals 2000 into a block grant
funded at $200 million less than the au-
thorized level and $396 million less
than the President’s request for com-
parable programs.

Given our recent tragedies in our
schools, it is a shame that the House
bill denies after school services to an
additional 850,000 ‘‘latch key’’ children
in 3,300 communities during the crit-
ical 2–6 p.m. hours when children are
most likely to get into trouble. The
bill also freezes federal funding to help
schools to create safer learning envi-
ronments and denies funding for an ad-
ditional 400 drug and school violence
coordinators serving 2,000 middle
schools.

We need to work hard in conference.
We are going to have to fight to keep
our stand behind our kids. We cannot
allow the House to gut these important
programs. We cannot let the Senate ig-
nore class size and school construction.
I look forward to working with my col-
leagues to make sure we increase the
Federal investment in education.

Mrs. MURRAY. Mr. President, this
evening we will vote on what is argu-
ably the most important of our 13 ap-
propriations bills, the Labor, Health

and Human Services and Education Ap-
propriations Act. When it comes to
funding for education, the Congress has
fundamentally ignored the messages of
the American people. In this bill, edu-
cation spending remains in the neigh-
borhood of 1.6 percent of overall federal
spending, a very poor neighborhood in-
deed. The American people cannot un-
derstand why, if education is their first
priority, it is the last bill passed and
the lowest funding priority of their
Congress. They cannot fathom why, in
a year when school districts across the
country are hiring highly-qualified
teachers to reduce class size, the Con-
gress is walking away from its commit-
ment.

The House, regrettably, has done far
worse by education than any of us
could have imagined. The drastic cuts
to education that would take effect
under the House bill would send Amer-
ica back into the 19th century, not for-
ward into the 21st. The House bill
would cause 142,000 fewer children to be
served in Head Start, would keep 50,000
students out of after-school programs,
and would deprive 2.1 million children
in high-poverty communities of extra
help in mastering the basics of reading
and math.

The Senate has done better by our
schools, but only through smoke-and-
mirrors budgeteering that should give
our school communities no long-term
confidence. Advance funding is not
without effect on the local school budg-
et, which demands consistency and pre-
dictability.

The numbers in the Senate bill are a
better level from which to negotiate in
the conference committee, but even
these funding levels ignore the grim re-
ality that our schools face a fundamen-
tally tougher job than they did even
five years ago, with skyrocketing en-
rollment, of students who are more ex-
pensive to educate, and who have less
support at home and in the commu-
nity.

Despite all this, at least the Senate
provides current funding for most edu-
cational services, makes some effort
toward meeting the higher needs in
others, and does a good job of providing
new investments in a few areas. Fund-
ing for the Individuals with Disabilities
in Education Act is increased by more
than $900 million, a good start toward
meeting our national commitment to
fund forty percent of a local school dis-
trict’s costs of educating a disabled
child.

The $200 per student increase for Pell
grants is a good investment, but only
about half of what is needed this year.
I’m particularly proud that we were
able to increase funding for adult and
family literacy, by increasing the adult
basic education program by more than
$100 million. This means that thou-
sands more adults and their families
will be able to take the first steps to-
ward increased viability in our chang-
ing economy.

The failures in this bill are many,
however. As an example, let’s look at

funding for vocational and technical
education. Current funding or freezes
in funding are not sufficient in a world
where the economy changes as rapidly
as ours is changing. Young people need
the skills not only to survive but to
thrive. All young people need access to
applied skills as well as theoretical
ones, in order for them to succeed in
the workplace, the classroom, and in
life. And yet, we do not make the sig-
nificant investments needed.

The largest failure of all, of course, is
the backward step the majority is tak-
ing on class size reduction. Reducing
class size by helping school districts
hire 100,000 high-quality teachers na-
tionwide is an investment in our
schools that is paying dividends right
now. The first 30,000 teachers are in the
classroom, and what a classroom it is.
To walk from a class with 25 or 28 first
graders into one of the smaller classes
I’ve been visiting this fall is a stark
contrast. Improved achievement, in-
creased time on task, more individual
attention, and a lack of discipline
problems are obvious in the smaller
class. The teacher in the larger class
looks as if he is running to catch up,
and the student must keep her hand in
the air for too long a time. This is a
very real, tangible investment we have
made in our schools. The Senate and
the House, on a completely partisan
basis, are reneging on the most com-
mon-sense investment in school im-
provement made in recent history. The
reason that the Republicans are so
afraid of these 30,000 teachers is that
this program is actually working.

Pili Wolfe, Principal at Lyon Ele-
mentary School in Tacoma, Wash-
ington, where federal class size funds
are being used to dramatically reduce
class size in first grade, and to provide
high-quality professional development
for teachers through a program called
Great Start, says: ‘‘Children in our
first-grade Great Start classrooms
have shown more growth within the
first month of school than any previous
first-grade class.’’

Andrea Holzapfel, a first-grade teach-
er at Lyon, says: ‘‘Smaller numbers
allow me to spend significantly more
time in individual and small-group in-
struction. Having fewer children allows
more participation by the kids in dis-
cussion and classroom activities.’’

The program works. The one-page,
on-line application form means no pa-
perwork, no bureaucracy. Two-hundred
and sixty-one of Washington state’s
two-hundred and ninety-six school dis-
tricts have already put class size reduc-
tion and teacher professional develop-
ment into effect in their schools. The
accountability is to the local commu-
nity, through a school report card de-
scribing how many teachers were hired
and in which grades. Improved student
achievement will be the ultimate
measure of the success of this year’s
investment.

But the investment cannot stop here.
The President has said that this bill

is headed for a veto, because of the
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lack of continued investment in class
size reduction, and other key education
efforts.

One such effort is GEAR UP, which
enables low-income schools and their
neighboring colleges to form partner-
ships to get mentors to help students
study hard, stay in school, and go on to
college. Funding for this program is
only $180 million, not the $240 nec-
essary to get this important invest-
ment to the communities where it is
needed most.

Increased funding for after-school
programs was given short shrift, de-
spite what the research shows about
the link between young people having
no positive pursuits in the afternoon
and evening, and the related increase
in crime.

Education technology has been cut
by the House, and the Senate numbers
are not sufficient to meet the growing
need in an area where the federal gov-
ernment is the primary funding source
in most schools and communities, far
beyond the investments made by states
and localities.

When it comes to education, this
Congress has not stepped up to the very
challenge we are asking the educators,
students, families and communities
across America to meet. When the ex-
pectations on Congress increased, the
level of commitment and vision de-
creased.

I am voting for this bill to move the
process along. If class size funding and
other key investments are not re-
stored, the conference report will be
vetoed. If it is vetoed, I and many of
my colleagues will vote to sustain that
veto. This bill in its current form is
only a vehicle through which we may
negotiate higher numbers in con-
ference.

The American people have a stake in
this battle. We need to hear their
voices now.

This has been a difficult vote for me.
While the bill does provide a signifi-
cant investment in public health and
safety, it does so on the backs of our
children and retreating from our com-
mitment to improve class size. This
bill cannot survive in its current form.

I do want to point out what I believe
are positive aspects of this bill. I ap-
plaud the efforts of Chairman SPECTER
and Senator HARKIN in preparing an ap-
propriations bill that meets important
public health priorities. I know how
difficult this appropriations process
has been and know their job was not
easy. As a member of the Labor, Health
& Human Services & Education Sub-
committee, I am pleased that our prod-
uct does maintain our commitment
and investment in public health.

The additional $2 billion investment
for NIH alone will bring us that much
closer to finding a cure for diseases
like cancer, Parkinson’s, cardio-
vascular, Alzheimer’s, MS and AIDS.
Every dollar invested in NIH reaps
greater savings in health care dollars
as well as greater savings in human
lives. This additional investment will

ensure that we remain on a course to
double NIH funding. I know how impor-
tant this funding is and am proud to
represent outstanding research institu-
tions like the University of Wash-
ington and the Fred Hutchinson Cancer
Research Center who receive signifi-
cant research funding from NIH.

I am also pleased that we have pro-
vided funding for trauma care planning
and development for the states. This is
an essential program that assists the
states in efforts to effectively develop
trauma care strategies. We have ne-
glected trauma care and we have lost
ground in life saving delivery of crit-
ical care. I was pleased that the Sub-
committee recognized the importance
of trauma care planning.

As many of my colleagues know, I
have been pushing for federal funding
to establish a national poison control
plan. My allegiance to ‘‘Mr. Yuk’’ is
well known within this chamber, as
well as within the HELP Committee. It
was only two years ago that I offered
an amendment during FDA reform to
protect voluntary poison control label-
ing like Mr. Yuk from possible elimi-
nation. I have used my position on the
Appropriations Committee to push for
funding for poison control centers and
for a national 1–800 hotline. I am
pleased that this legislation includes $3
million for poison control efforts. This
line-item within HRSA is a major vic-
tory for children and their parents. We
have taken a huge step forward in de-
veloping a national poison control plan
that builds on successful efforts in all
of the states, like those made in Wash-
ington state.

As one of the most vocal women’s
health care advocates in the Senate, I
am pleased that the Committee report
to accompany this Appropriations bill
addresses several women’s health
issues and enhances programs to elimi-
nate gender bias or discrimination. I
want to thank the Chairman for his
support of funding for the CDC Breast
and Cervical Cancer Screening Pro-
gram for low income women. This con-
tinued commitment will save lives and
improve survival rates for women who
often have little or no access to cancer
screening. We know that early dedica-
tion offers the greatest hope of sur-
vival.

I am pleased that we have been able
to provide additional funding to expand
the WISE WOMEN program to screen
for cardiovascular disease as well as
breast and cervical cancer. Cardio-
vascular disease is the number one
killer of American women. Twice as
many women die from cardiovascular
disease than breast and cervical can-
cers combined. I was disappointed that
we could not find additional monies to
expand this program in all 50 states,
and will continue to work to secure ad-
ditional funding for FY2000.

There are many reasons why I con-
sider the Labor, HHS Appropriations
bill one of the most important appro-
priations bills and the one piece of leg-
islation that truly effects all Ameri-

cans and offers hope to the most vul-
nerable. But, perhaps one of the most
critical programs funded in this appro-
priations bill is funding for battered
women’s shelters. This funding does
save lives. This funding is the life line
for battered and abused women and
children. I am proud to have worked
with the Chairman of the Sub-
committee to increase our investment
in battered women’s shelters. I am
working for the day when we need no
more battered women’s shelters. Unfor-
tunately, we have a long way to go.
But, by increasing the funds available
by $13.5 million for FY2000, we have of-
fered communities more resources to
assist victims of domestic violence find
a vital, life-saving safe shelter.

I am hopeful that these important
public health investments will survive
what will likely be a difficult con-
ference with the House.

Mrs. FEINSTEIN. Mr. President, I
am pleased today to support the FY
2000 Labor-HHS-Education Appropria-
tions bill, H. R. 1650, because it ad-
dresses important priorities of the
American people.

Among other increases, this bill in-
creases funding for the National Insti-
tutes of Health (NIH) by $2 billion, in-
cluding a $384 million increase for the
National Cancer Institute. This will
continue us on the path of doubling the
funding of NIH over five years. The
President requested only a 2.1 percent
increase over FY 1999, which does not
keep pace with medical research infla-
tion, projected to be 3.5 percent next
year.

The National Institutes of Health—
often called the ‘‘crown jewel’’ of the
federal government—offers hope to
millions of Americans who suffer from
diseases like diabetes, arthritis, Alz-
heimers, Tourette’s Syndrome, Parkin-
son’s and on and on. Sadly, NIH can
now only fund 31 percent of applica-
tions. Under the Presidents’s FY 2000
proposal, it could have fallen to 28 per-
cent, a 10 percent drop. This is the
wrong direction, especially at a time
when research is opening many new
scientific doors.

Federal support for curing diseases
and finding new treatments is not a
partisan issue. Federal spending on
health research is only 1 percent of the
federal budget. Sixty eight percent of
Americans support doubling medical
research over five years; 61 percent of
Americans support spending part of the
surplus on medical research. Fifty five
percent of Californians said they would
pay more in taxes for more medical re-
search, in a Research America poll.

NIH is especially important to my
state where some of the nation’s lead-
ing research is conducted. The Univer-
sity of California received $1.7 billion
in NIH funds in 1998. The federal gov-
ernment supports over 55 percent of
UC’s research.

I am pleased that the bill includes $
3.28 billion for the National Cancer In-
stitute. This is an increase of $384 mil-
lion or 13 percent over last year. With
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this, NCI will be able to fund at least 10
percent more grants. If we had gone
along with the President proposed 2
percent increase for cancer research,
NCI would have been able to fund 10
percent fewer grants. That is the wrong
direction, at a time when cancer inci-
dence and deaths are about to explode.

Today, one in every four deaths is
due to cancer. Cancer costs over $100
billion a year. Because of the aging of
the population, the incidence of cancer
will explode by 2010, with a 29 percent
increase in incidence and a 25 percent
increase in deaths, at a cost of over
$200 billion per year. The cancer burden
will hit America the hardest in the
next 10 to 25 years as the country’s de-
mographics change. (These are the
findings of the September 1999 Cancer
March Research Task Force.) Cancer
deaths can be reduced from 25 to 40 per-
cent over the next 20 year period, sav-
ing 150,000 to 225,000 lives each year if
we do the right thing.

I want to thank the chairman of the
subcommittee for including in the
committee report language indicating
that we need to increase cancer re-
search funding consistent with the rec-
ommendations of the Research Task
Force of the Cancer March. The Cancer
March called for increasing the Na-
tional Cancer Institute budget by 20
percent each year for four years, to get
to $10 billion by 2005. This bill with its
12 to 13% increase in funds is a step on
the way.

The National Cancer Dialogue, a na-
tional group representing leaders of the
entire cancer community and over 120
cancer organizations, recommended
that NCI be funded at $5 billion in FY
2000 and CDC cancer activities at $516
million.

What can be accomplished with $5
billion for research?

More drugs: NCI could bring 40 new
cancer drugs from the laboratory to
clinical trials. In NIH’s entire history,
only 70 drugs have been approved for
treating cancer.

Cancer Genetics: Continuing to iden-
tify genes involved in cancer. Improv-
ing our understanding of the inter-
action between genes and environ-
mental exposures.

Imaging: Finding new ways to detect
cancers earlier when they are small,
not invasive and more easily treated.

Clinical Trials: Increase participa-
tion from 2 percent currently. Medicare
beneficiaries account for more than 50
percent of all cancer diagnoses and 60
percent of all cancer death.

Prevention: 70 percent of all cancers
are preventable says the American
Cancer Society. By expanding the
CDC’s efforts to provide cancer screen-
ing, cancer registries and other meas-
ures to help people prevent cancer
screening, cancer registries and other
measures to help people prevent can-
cer. For example, tobacco-related
deaths are the single most preventable
cause of death and disability and ac-
count for 30 percent of all US cancer
death.

I am also pleased to see an increase
of $200 million over last year and $100
million over the President’s request for
Ryan White AIDS, as well as a 12 per-
cent increase for AIDS research at
NIH.

California has the second highest in-
cidence of HIV/AIDS in the US. While
the AIDS death rate has declined it is
still too high. Over 40,000 new infec-
tions develop each year. In California,
100,000 people are living with HIV/
AIDS. Half of all HIV-infected people
do not receive regular medical care ac-
cording to the Rand study, December
1998.

We face serious challenges. We must
find a cure. We must find new treat-
ments. HIV lingers in cells so long that
the ‘‘virus cannot be eradicated at all
with current treatments * * * it re-
mains tucked away longer than
though,’’ according to the New England
Journal of Medicine, May 1999.

This funding bill also includes impor-
tant funding for education at all levels.
There is hardly a more important func-
tion of government than providing a
solid education for our youngsters.

The bill raises education by $2 billion
over last year. This is important in
light of the decline in the federal share
of total education funding from 14 per-
cent in 1980 to six percent in 1998, ac-
cording to the Office of Management
and Budget.

No doubt we need to do more. Our na-
tion’s schools face unprecedented chal-
lenges. My state is fraught with prob-
lems: California has 6 million students,
more students than 36 states have in
total population and one of the highest
projected enrollments in the country,
California will need 210,000 new teach-
ers by 2008. We have about 30,000 teach-
ers on emergency credentials. We have
the most diverse student body in the
county. In some schools, over 50 lan-
guages are spoken. While this diversity
is one of my state’s great strengths, in
the classroom, it places huge respon-
sibilities on teachers.

Buildings: We need to build 6 new
classrooms per day, $809 million per
year. Some elementary schools have
over 5,000 students. Our schools are too
big.

In higher education, California is pre-
paring for ‘‘Tidal Wave II,’’ the demo-
graphic bulge created by children of
the baby boomers which will inundate
our colleges and universities between
2000 and 2010.

And so our needs are huge. Our chal-
lenges are great.

I am disappointed that the Senate
did not adopt the Murray amendment
that would have ensured that $1.4 bil-
lion be used to hire teachers and reduce
class size. By adding $200 million and
raising the allocation from $1.2 billion
to $1.4 billion and specifying that it be
used to hire teachers and reduce class
sizes, California could have hired 1,100
new teachers, on top of the 3,322 that
will provide funding for last year. I
hope the conference will see the impor-
tance of this.

One area of this bill that I have given
my attention to is ESEA Title I, the
program that provides over $8 billion
for educating poor children. Unfortu-
nately, despite my efforts in the Appro-
priations Committee, I was unable to
delete what is known as the ‘‘hold
harmless’’ provisions. Also, the com-
mittee would not accept my amend-
ment to clarify and insure that any
new or additional funds, over last year,
go to states that are hurt by the hold
harmless provision.

The Title I hold harmless provisions
(there are two in the bill, for basic
grants and for concentration grants)
hold states and districts ‘‘harmless.’’
They say in essence that no state or
district will receive less than it did the
previous year despite changes in the
number of poor children. In the bill,
these apply to the Title I basic grants
and the concentration grants. These
provisions freeze funding in place de-
spite the number of poor children, de-
spite their eligibility.

I tried to delete these provisions in
the committee, but because, frankly,
there are more low-growth states than
high-growth states like mine, in the
Senate, did not have the votes to com-
pletely eliminate them.

Here is why the hold harmless provi-
sions are wrong: One, they violate the
purpose of the program since 1965, to
target funds on poor children, two,
they contravene the census update re-
quirement. The authorizing law re-
quires the Department to update child
poverty data every year so that each
state will receive funds according to
the number of poor children. The hold
harmless renders that requirement vir-
tually meaningless.

Secretary Riley wrote, April 29, 1999:
‘‘I do share your concern that the 100
percent hold-harmless provision under-
mines the apparent statutory intent
that allocations for Title I and other
programs be based on the most recent
census data.’’

Three, a poor child is a poor child.
Congress recognized that poor children
need extra help, wherever that child
may be. A poor child in California is as
worthy as a poor child in Mississippi
and should not be deprived of funding.

A July 1999 study found that students
in poor school districts (West Fresno,
Mendota, Farmersville) ranked at or
near the bottom of California’s
achievement tests. ‘‘Most of the low-
est-scoring school districts * * * are in
rural areas with high unemployment
and poverty and have many children
from migrant farm worker families
who speak little English and have little
education.’’ (Fresno Bee, 7/25/99)

Four, hold harmless provisions dis-
proportionately hurt states with high
growth rates in poor children, states
like California, Arizona, New Mexico,
Texas, Hawaii, South Carolina, Mary-
land, Nevada, Virginia, Georgia, Flor-
ida, New York, North Carolina, Okla-
homa.

Here are some examples of losses of
Title I Funds under FY 1999 hold harm-
less: California $36 million; Florida $32
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million; New Mexico $4.5 million; New
York $48 million; North Carolina $8
million; Texas $32 million.

Last year, under the bill’s Title I
hold harmless, California lost $32 mil-
lion. California has 14 percent of all
Title I children and gets 11 percent of
Title I funds. (US Dept of Education).
California has a 22 percent poverty rate
for children; The US rate is 18.7 per-
cent. (9 states exceed California’s).
California’s number of poor students
grew 53 percent from 1990 to 1995; na-
tionally, it grew 22 percent. In total
federal dollars, California pays 12.5 per-
cent of federal taxes but gets back only
11.2 percent.

California receives $656 in Title I
funds per poor child. The national aver-
age is $745. Some states receive as
much as $1,289, according to the US De-
partment of Education. California has
almost 40 percent of the nation’s immi-
grants. The poverty rate for immi-
grants grew by 123 percent from 1979 to
1997. (Center for Immigration Studies,
9/2/99). Income inequality is growing in
California faster than the rest of the
country (Public Policy Institute of
California, 2/9/99)

Five, the hold harmlesses freeze in
the status quo, even for those not eligi-
ble. The hold harmless provision gives
funds to states and districts that may
not even be eligible for funds, merely
because they got funds in the past.
What good are eligibility rules if we ig-
nore them, override them willy-nilly.
We either have eligibility rules or we
don’t.

If Congress believes the formula is
not properly structured or targeted,
Congress should change it in the au-
thorizing statute. Congress will have
that opportunity next year when ESEA
is reauthorized.

I am grateful that the committee
agreed, at my request, to modify the
bill so that the Title I hold harmless
will not apply in FY 2000 to the eight
federal programs have funding for-
mulas based in whole or in part on the
Title I formula. Those programs are:
Safe and Drug-free Schools; Even Start
Family Literacy; Comprehensive
School Reform; Eisenhower Profes-
sional Development (Teacher training);
Technology Literacy; Class Size Reduc-
tion; Goals 2000, Title III; and McKin-
ney Homeless Education.

This amendment was needed because,
in FY 1998 and 1999, the Department of
Education applied the 100 percent hold
harmless to 8 other education pro-
grams, thus compounding the harm of
the Title I hold harmless provision and
the cuts that result from it.

I believe in the current bill, Congress
is giving the Department clear guid-
ance that the Title I hold harmless pro-
vision should not be applied to other
programs.

Because last year the Department ap-
plied the hold harmless to other pro-
grams, my state lost funds under the
following programs: Teacher Training
$40,000; School Reform $700,000; Tech-
nology Literacy $5.4 million; Goals 2000

$3 million; EvenStart/Literacy $1 mil-
lion.

I thank the committee for remedying
this inequity.

I am disappointed that the Com-
mittee did not provide funding for the
President’s English Language and
Civics Education Initiative, under the
Adult Education program. This is an
effort to help states and local commu-
nities provide instruction to adults
who want to learn English as a Second
Language (ESL) programs, as well as
instruction in civics and life skills. If
adequately funded, this initiative
would help ensure that those who seek
to become American citizens learn not
only the words of the citizenship oath,
but also the broader language of our
civic life. Simply put, this initiative
would help our nation’s newcomers be-
come full participants in American
life.

In 1990, there were about 25.5 million
U.S. adults age 18 and older who spoke
a language other than English at home.
Many of these non-English speakers
were new immigrants. Some immi-
grants have lived here for many years.
Still, other non-English speakers were
born in the United States but grew up
without mastering the English lan-
guage. Many of these adults reported
that they have difficulty speaking
English, but were highly motivated to
learn the language, especially to obtain
jobs and gain access to educational op-
portunities.

As the number of non-English speak-
ing residents has increased, so has the
demand for placement in English-as-a
Second-Language (ESL) classes. In the
last five years, enrollment for ESL
classes has jumped from 1.2 million in
1994 to nearly 2 million in 1998. In the
state of California, more than 1.2 mil-
lion adult students enrolled in these
classes in 1998, accounting for 38.2 per-
cent of the adult education students in
the state.

The increased demand for ESL class-
es have resulted in long waiting lists
for ESL classes in many parts of the
country. For example, Los Angeles has
a waiting list of 50,000 people for ESL
classes. Chicago’s ESL programs are
filled to capacity as soon as they open
their doors. And, New York State has
resorted to a lottery system to select
individuals who wish to learn English.

I have visited several immigrant
communities throughout California
and have been impressed by the high
work force participation rates, the
strong sense of family, and a tireless
commitment to their community. How-
ever, during these visits and in letters
from my constituents, I have been
often told about the lack of opportuni-
ties to participate in adult English
education courses. This is particularly
troublesome, given the large number of
people in my state seeking to become
American citizens, and to otherwise
more fully participate in our civic life.

More support for programs like
English Language and Civics Education
Initiative would help states and com-

munities throughout California and the
rest of the nation that are struggling
to keep up with this demand. Providing
$70 million requested by the Adminis-
tration would not merely be an expend-
iture, but an investment in our na-
tion’s future.

While this bill cannot address all the
health and education needs of our na-
tion or even those that are a federal re-
sponsibility, allocations are good—$2
billion more for education and $3 bil-
lion more for health (for the discre-
tionary programs). It does not do all I
wish it would do. For example, it does
not adequately fund afterschool pro-
grams, health professions training, or
educational technology as much as I
would like, but it does address many
important needs and I will vote for it.

I urge my colleagues to give it their
strong support.

Mr. SPECTER. Mr. President, we are
under very heavy time constraints be-
cause some of our Members are about
to depart. On two personal notes, I had
said earlier that I had recused myself
from consideration of the funding for
the National Constitution Center be-
cause my wife is the director of devel-
opment there. I want to repeat that
and include, again, a copy of a letter to
Senator COCHRAN who took over on
that issue as the next senior ranking
Republican.

I have one other item on a personal
note. Senator INOUYE for some time has
urged the naming of a building for me,
which I had resisted. After my wife
heard about it and the grandchildren, I
have succumbed to the majority vote
on the naming of the building the Na-
tional Library of Medicine.

In conclusion, I hope we will have a
very strong vote in favor of this bill.
This bill stretches about as far as it
can and is about as low cost as it can
be with the chance of getting the Presi-
dent’s signature. This is only one step
along the way toward conference, and
we need a very strong vote in favor of
this bill if we are to take care of the
important funding, especially for not
only worker safety but health and edu-
cation.

I yield to my colleague.
Mr. REID. Will the Senator yield to

this Senator?
Mr. HARKIN. Are we in our 10 min-

utes of time on which we had a unani-
mous consent agreement?

Mr. SPECTER. That time might have
already been used. Why don’t we pro-
ceed with Senator HARKIN’s closing
statement until Senators, who have
planes to catch, arrive.

Mr. HARKIN. I yield such time as he
may want to the majority whip.

Mr. REID. Mr. President, I state for
the Record that the issue of class size
reduction is of vital importance to ev-
eryone on this side of the aisle, as the
case has been made very clear. There
are going to be enough votes to pass
this bill by virtue of the Democrats
voting in favor of it, but we want to at
this time alert the conferees that if
they fail to adequately address this
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matter, it will be extremely difficult to
support this Labor-HHS conference re-
port.

Further, the two managers of this
bill have worked very hard. They have
shown compassion, courage, and exper-
tise in getting the bill to this point,
and I congratulate and commend both
of them for their diligent work.

The PRESIDING OFFICER. The Sen-
ator from Iowa.

Mr. HARKIN. Mr. President, I thank
Senator REID for all of his support and
his help and great work in moving this
bill along. We appreciate it very much.

We have had a good debate, a long de-
bate, a good exchange of amendments
on this bill. We have had amendments
that have been approved and rejected
on both sides of the aisle.

I thank and commend my chairman,
Senator SPECTER, for his leadership,
his skill, and his persistence, his dog-
ged persistence in managing this bill
and getting it through. Senator SPEC-
TER had tried time and time again dur-
ing the long, hot, dog days of summer
and coming into this fall, never giving
up, always pushing us to get this bill
up and get it through. Again, I com-
mend him and thank him for his lead-
ership and also thank Senator SPECTER
and his staff for always working close-
ly with us. I can honestly say that at
no time were we ever surprised about
anything. We have had a very good
working relationship. We may not have
always agreed on everything—that is
the nature of things around here—but
we always had a good, open, fair, and
thoughtful relationship. I appreciate
that very much on the part of my
chairman.

This is always the toughest appro-
priations bill to get through. It was
tough when I was chairman and Sen-
ator SPECTER was ranking member.
Things have not changed a bit. This
year was a greater challenge than ever.
But I say to my colleagues on this side
of the aisle, we have produced a very
good bill—not just a good bill, a very
good bill. It is not perfect. Maybe there
are some things I would like to have
seen different. Perhaps we can improve
it a little bit in conference. But it is a
very good bill.

Let me just give a few of the high-
lights of what we were able to accom-
plish in this bill:

First of all, an overall increase of $4
billion over last year; a $2.2 billion in-
crease for education programs. That is
$500 million more than the President
asked for. So if anyone says we did not
take care of education, they do not
know what they are talking about, and
I say that in all candor; $500 million
more than what the President asked
for.

A $2 billion increase for the National
Institutes of Health—$2 billion last
year, $2 billion this year, keeping our
promised goal of doubling NIH funding
in 5 years.

We have had a very important in-
crease for community health centers, a
$100 million increase for community

health centers. Community health cen-
ters in rural areas and in some of our
poorer areas of this country are the
health care system for a lot of poor
people in our country, and they are
doing a great job. This bill has a $100
million increase for community health
centers.

We maintain the funding for all the
job training and worker protection pro-
visions in the Department of Labor. We
have over a $600 million increase for
Head Start. Maybe I would like to see
a little bit more, but it is good
progress. We are moving in the right
direction towards getting all 4-year-
olds covered in Head Start programs.

The Dodd amendment almost doubles
the child care development block grant
to $2 billion for child care. That is very
important.

We double the funding for afterschool
programs. Again, I know how strongly
Senator SPECTER feels about this. He
authored a bill, the youth antiviolence
bill, of which I am a cosponsor, taking
care of these kids after school. We dou-
bled from $200 million to $400 million
the afterschool programs.

We raised the maximum Pell grant
from $3,150 to $3,325, the highest it has
ever been.

Let me cut to the quick. I know
many of my colleagues on this side of
the aisle have signed a letter express-
ing their concern over the lack of au-
thorization of reducing class size. We
have the money in there for it, but we
do not have the authorization.

As I have said repeatedly, reducing
class size is critical. I am personally
disappointed that Senator MURRAY’s
amendment was not adopted. But I
want to be very clear, though, that
there is absolutely no inconsistency
with signing that letter and voting for
passage of this bill.

We vote to send bills with problem-
atic issues to conference all the time
around here. Maybe there is one little
thing we do not agree with, but overall
we agree with the major thrust of the
bill, and we send it to conference.

Do not let the perfect be the enemy
of the good. This is a good bill. We
should send it to conference. If you are
concerned about class size, the best and
quickest way to have those concerns
resolved is to vote the bill out and send
it to conference. We will have a chance
there to make improvements. If you
still have problems after that, you can
vote against the conference report.

But this bill is too important to the
health, the well-being, and the edu-
cation of the American people to kill it
on the Senate floor. Everyone who
votes for this bill can be proud of their
vote, proud of the investments that we
have made in the human infrastructure
of this country.

Lastly, people have said there are a
lot of gimmicks in this bill. There are
no gimmicks in this bill. We advance
funds because of the unique way that
education is funded in this country. We
do not pay it out until the next year
anyway. So there are no gimmicks in

this bill. This is straightforward. This
is a sound bill. I strongly urge my col-
leagues to vote for this bill.

Again, I thank Senator SPECTER, his
staff: Bettilou Taylor, Jim Sourwine,
Mary Dietrich, Kevin Johnson, Mark
Laisch, Jack Chow, and Aura Dunn for
all of their hard work. I also thank my
minority staff: Ellen Murray and Jane
Daye; also my personal staff: Bev
Schroeder on education; Chani Wiggins
on labor; Sabrina Corlette on health;
Katie Corrigan on disabilities; Rose-
mary Gutierrez on child labor; and, of
course, my outstanding leader, legisla-
tive director, Peter Reinecke, for all of
his hard work.

So again I urge my colleagues on this
side of the aisle to give this bill their
‘‘yes’’ vote and send it to conference
resoundingly because it is a good bill,
and it is good for America.

I ask unanimous consent that several
letters in support of passage of this bill
be printed in the RECORD.

There being no objection, the letters
were ordered to be printed in the
RECORD, as follows:

NATIONAL ASSOCIATION OF CHILD
CARE RESOURCE AND REFERRAL
AGENCIES,

Washington, DC, October 7, 1999.
Hon. TOM HARKIN,
U.S. Senate,
Washington, DC.

DEAR SENATOR HARKIN: On behalf of the
Board of Directors and the more than 700
members of the National Association of
Child Care Resource and Referral Agencies
(NACCRRA), this letter urges the U.S. Sen-
ate to pass the FY2000 budget bill. NACCRRA
appreciates the inclusion of a set-aside for
child care resource and referral and school-
age child care in the Child Care and Develop-
ment Block Grant (CCDBG), even though we
sought an increase in the CCDBG to provide
more and improved services to children and
families throughout the country.

NACCRRA especially thanks the Senate
for including language for the Child Care
Aware service in the budget bill. Child Care
Aware is the only national hot-line for par-
ents, families and community persons inter-
ested and involved in child care and early
education to get connected to the CCR&R in
their community. We continue to request in-
clusion of a funding amount for CCA:
$500,000.

Thank you once again.
Sincerely,

YASMINA VINCI,
Executive Director.

EDNA RANCK,
Director of Public Pol-

icy and Research.

STUDENT AID ALLIANCE,
Washington, DC, October 7, 1999.

Hon. TOM HARKIN,
Ranking Member, Labor, Health and Human

Services Subcommittee, Washington, DC.
DEAR SENATOR HARKIN: We write on behalf

of the Student Aid Alliance—a coalition of 60
organizations representing colleges and uni-
versities, students, and parents—to thank
you for your leadership in crafting a Labor-
HHS-Education appropriations bill for FY
2000 that recognizes the need for increased
investment in student aid programs.

Despite the constraints of a woefully inad-
equate 302(b) allocation and stringent budget
caps, your bill will help maintain access to
postsecondary education for low-income stu-
dents. It clearly recognizes the need for sus-
tained federal investment in proven student
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aid programs. We appreciate the central role
you have played in bringing about increases
for student aid programs in FY 2000.

At the outset of this year’s appropriations
process, the Student Aid Alliance set impor-
tant goals for student aid funding. As you
will recall, we have advocated for a $400 in-
crease in the maximum Pell Grant, substan-
tial increases in campus-based aid (SEOG,
Perkins Loans, and Work-Study), LEAP,
TRIO, and graduate education programs.
Your bill takes a step in the right direction
toward achieving our funding goals.

During the final weeks of the Congres-
sional session, we will continue to seek addi-
tional opportunities to help achieve the
funding recommendations of the Student Aid
Alliance. We hope that by working together
we can build upon your good work to make
even more funding available for your sub-
committee’s priorities.

Again, thank you for your work on behalf
of all college students. We look forward to
working with you as the appropriations proc-
ess continues.

Sincerely,
STANLEY O. IKENBERRY,

Co-Chair.
DAVID L. WARREN,

Co-Chair.
MEMBERS OF THE STUDENT AID ALLIANCE

American Association for Higher Edu-
cation

American Association of Colleges for
Teacher Education

American Association of Colleges of Nurs-
ing

American Association of Colleges of Phar-
macy

American Association of Collegiate Reg-
istrars and Admissions Officers

American Association of Community Col-
leges

American Association of Dental Schools
American Association of State Colleges

and Universities
American Association of University Pro-

fessors
American College Personnel Association
American College Testing
American Council on Education
American Psychological Association
American Society for Engineering Edu-

cation
American Student Association of Commu-

nity Colleges
APPA: The Association of Higher Edu-

cation Facilities Officers
Association of Academic Health Centers
Association of Advanced Rabbinical and

Talmudic Schools
Association of American Colleges and Uni-

versities
Association of American Law Schools
Association of American Medical Colleges
Association of American Universities
Association of Catholic Colleges and Uni-

versities
Association of Community College Trust-

ees
Association of Governing Boards of Univer-

sities and Colleges
Association of Jesuit Colleges and Univer-

sities
Career College Association
Council for Christian Colleges and Univer-

sities
Coalition of Higher Education Assistance

Organizations
College and University Personnel Associa-

tion
College Board
College Fund/UNCF
College Parents of America
Council for Advancement and Support of

Education
Council for Higher Education Accredita-

tion

Council of Graduate Schools
Council of Independent Colleges
Educational Testing Service
Hispanic Association of Colleges and Uni-

versities
Lutheran Educational Conference of North

America
NAFSA: Association of International Edu-

cators
National Association for Equal Oppor-

tunity in Higher Education
National Association for College Admis-

sion Counseling
National Association of College and Uni-

versity Attorneys
National Association of College and Uni-

versity Business Officers
National Association of Graduate-Profes-

sional Students
National Association of Independent Col-

leges and Universities
National Association of State Universities

and Land-Grant Colleges
National Association of Student Financial

Aid Administrators
National Association of Student Personnel

Administrators
National Collegiate Athletic Association
National Council of University Research

Administrators
NAWE: Advancing Women in Higher Edu-

cation
National Education Association
The Council on Government Relations
The Council for Opportunity in Education
United States Public Interest Research

Group
United States Student Association
University Continuing Education Associa-

tion
Women’s College Coalition

NATIONAL COALITION FOR
CANCER RESEARCH,

Washington, DC, October 7, 1999.
Hon. TOM HARKIN,
U.S. Senate,
Washington, DC.

DEAR SENATOR HARKIN: On behalf of the
National Coalition for Cancer Research, a co-
alition of 25 national organizations of cancer
researchers, patients, and research advocates
dedicated to eradicating cancer through a
vigorous publicly and privately-supported re-
search effort; I want to thank you and your
colleagues on the Labor-HHS Appropriations
Committee for your strong support of the
National Institutes of Health (NIH) with re-
gard to the FY 2000 appropriations.

It is very important that the Senate make
a strong statement regarding the continued
commitment to double the budget of the NIH
in order to sustain the momentum of this
historic initiative. It is vitally important
that the Senate pass this legislation in order
to provide the necessary leverage to main-
tain the Senate’s position in conference ne-
gotiations and to move this important legis-
lation to the next process. Thank you for
your strong support and consideration of
this important issue.

Sincerely,
CAROLYN R. ALDIGE,

President.

NATIONAL ALLIANCE FOR EYE
AND VISION RESEARCH,

Washington, DC, October 7, 1999.
Hon. TOM HARKIN,
U.S. Senate,
Washington, DC.

DEAR SENATOR HARKIN: Thank you for your
continued strong commitment to biomedical
research demonstrated by the $2 billion in-
crease provided for the NIH in the Fiscal
Year 2000 spending bill moving through the
Senate.

On behalf of the National Alliance for Eye
and Vision Research (NAEVR), I urge you

and your colleagues to hold firm to your
commitment through the conclusion of the
budget process in order to stay on track to-
wards doubling the NIH budget by 2003. Your
efforts have given renewed hope to millions
of Americans afflicted with disease and dis-
abling conditions that improved treatments
and cures may be close at hand.

It is critical that the Senate pass the
Labor-HHS-Education spending bill in order
that the nation’s commitment to biomedical
research is not weakened in the negotiations
to determine the final funding outcome for
NIH.

Once again, thank you for your strong sup-
port and for your consideration of this im-
portant issue.

Sincerely,
STEPHEN J. RYAN, MD,

President.

Mr. LOTT addressed the Chair.
The PRESIDING OFFICER. The ma-

jority leader.
Mr. LOTT. I will be brief because I

know we need to go to final passage.
I must say that, amazingly, in a mo-

ment we are going to be voting on final
passage of the Labor-HHS appropria-
tions bill. I think this is the first time
in 3 years that we have done that. I
know we did not have one last year. I
cannot recall for sure about 1997. I
know we did in 1996. Regardless, this is
the 13th and last of the appropriations
bills. We are going to get to final pas-
sage. I hope it will pass.

I have to extend my congratulations
to the chairman of the subcommittee,
the Senator from Pennsylvania, and
the Senator from Iowa. A lot of people
thought we could not get it done, but
here we are. I want to say a special
thanks to PAUL COVERDELL, who acted
as one of my assistants on this matter,
working with the whip on our side, and
HARRY REID, who did a great job. In
fact, I had asked Senator COVERDELL if
he would do this every week, and he
has respectfully declined.

Having said that, following this bill—
the last appropriations bill—there will
be no further votes this evening, and
no votes will occur on Friday of this
week. In addition, the Senate will not
be in session on Monday, in light of the
Columbus Day holiday.

On Friday, the Senate will begin con-
sideration of the Comprehensive Test
Ban Treaty at 9:30 a.m. Obviously, this
is a very important treaty, a very im-
portant matter, so I urge my col-
leagues to participate in the debate to-
morrow. I think we have somewhere
between 10 and 20 speakers who are
going to speak on this tomorrow. I
hope the Senators will watch it from
their offices or review the debate that
occurs on Friday.

This evening, the Senate will shortly
begin the Agriculture appropriations
conference report. Additional debate
on that issue will occur this evening.
Several votes will occur on Tuesday,
October 12, beginning at 5:30. There
could be one vote or more. I think it is
very possible there could be a couple
votes at that time on Tuesday dealing
with the Agriculture appropriations
conference report and possibly with the
Comprehensive Test Ban Treaty.
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So I thank all my colleagues for their

cooperation. We have had a very suc-
cessful week. We passed the FAA reau-
thorization, confirmed two judicial
nominations, passed the foreign oper-
ations conference report. Now we are
hopefully fixed to pass the Labor-HHS
appropriations bill, and we will file clo-
ture tonight, since it seems it is nec-
essary, on the Agriculture appropria-
tions conference report.

The bottom line: No further votes to-
night; the next vote, 5:30 on Tuesday.

I yield the floor.
Mr. SPECTER addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from Pennsylvania.
Mr. SPECTER. I have a good bit to

say, but since colleagues want to get to
the airport, I shall say it after the final
vote takes place.

I yield the floor.
The PRESIDING OFFICER. The

question is on the engrossment and
third reading of the bill.

The bill was ordered to be engrossed
for a third reading and was read the
third time.

Mr. COVERDELL. I ask for the yeas
and nays.

The PRESIDING OFFICER. Is there a
sufficient second?

There is a sufficient second.
The yeas and nays were ordered.
The PRESIDING OFFICER. The bill

having been read the third time, the
question is, Shall it pass? The yeas and
nays have been ordered. The clerk will
call the roll.

The legislative clerk called the roll.
Mr. REID. I announce that the Sen-

ator from New York (Mr. SCHUMER) is
necessarily absent.

I also announce that the Senator
from Connecticut (Mr. DODD) is absent
because of family illness.

The PRESIDING OFFICER (Mr. SES-
SIONS). Are there any other Senators in
the Chamber desiring to vote?

The result was announced—yeas 73,
nays 25, as follows:

[Rollcall Vote No. 321 Leg.]

YEAS—73

Abraham
Akaka
Baucus
Bennett
Biden
Bingaman
Bond
Boxer
Breaux
Bryan
Burns
Byrd
Campbell
Chafee
Cleland
Cochran
Collins
Coverdell
Daschle
DeWine
Domenici
Dorgan
Durbin
Feinstein
Frist

Gorton
Grassley
Gregg
Harkin
Hatch
Hollings
Hutchinson
Hutchison
Inouye
Jeffords
Johnson
Kennedy
Kerrey
Kerry
Kohl
Landrieu
Lautenberg
Leahy
Levin
Lieberman
Lincoln
Lott
Lugar
Mack
McConnell

Mikulski
Moynihan
Murkowski
Murray
Reed
Reid
Robb
Roberts
Rockefeller
Roth
Santorum
Sarbanes
Shelby
Smith (OR)
Snowe
Specter
Stevens
Thompson
Thurmond
Torricelli
Warner
Wellstone
Wyden

NAYS—25

Allard
Ashcroft
Bayh

Brownback
Bunning
Conrad

Craig
Crapo
Edwards

Enzi
Feingold
Fitzgerald
Graham
Gramm
Grams

Hagel
Helms
Inhofe
Kyl
McCain
Nickles

Sessions
Smith (NH)
Thomas
Voinovich

NOT VOTING—2

Dodd Schumer

The bill (S. 1650), as amended, was
passed.

The text of the bill will be printed in
a future edition of the RECORD.

Mr. SPECTER. Mr. President, I move
to reconsider the vote.

Mr. STEVENS. I move to lay that
motion on the table.

The motion to lay on the table was
agreed to.

Mr. SPECTER. Mr. President, I
thank my colleagues on both sides of
the aisle.

I ask unanimous consent when the
Senate completes all action on S. 1650,
it not be engrossed and be held at the
desk.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. SPECTER. Mr. President, I
thank my colleagues on both sides of
the aisle for the very strong vote in
support of this bill. I thank my distin-
guished colleague, Senator HARKIN,
ranking member, for his cooperation,
for his leadership, and for his extraor-
dinary diligence. We have had an ex-
traordinary process in moving through
this bill.

It is very difficult to structure fund-
ing for the Department of Education,
the Department of Health and Human
Services, and the Department of Labor
which can get concurrence on both
sides of this aisle. The bill came in at
$91.7 billion. There have been some ad-
ditions. It is hard to have enough
spending for some, and it is hard not to
have too much spending for others. I
think in its total we have a reasonably
good bill to go to conference.

The metaphor that I think is most
apt is running through the raindrops in
a hurricane. We are only partway
through. We are now headed, hopefully,
for conference. I urge our colleagues in
the House of Representatives to com-
plete action on the counterpart bill so
we may go to conference.

We have already started discussions
with the executive branch. I had a brief
conversation with the President about
the bill. He said his priorities were not
recognized to the extent he wanted. I
remind Senators that the Constitution
gives extensive authority to the Con-
gress on the appropriations process. We
have to have the President’s signature,
but we have the constitutional primacy
upon establishing the appropriations
process at least to work our priorities.
I am hopeful we can come to an accom-
modation with the President.

We have had extraordinarily diligent
work done by the staff: Bettilou Tay-
lor, to whom I refer as ‘‘Senator Tay-
lor,’’ has done an extraordinary job in
shepherding this bill through and tak-
ing thousands of letters of requests
from Senators; Jim Sourwine has been
at her side and at my side; I acknowl-

edge the tremendous help of Dr. Jack
Chow, as well as Mary Dietrich, Kevin
Johnson, Mark Laisch, and Aura Dunn.
On the minority staff, Ellen Murray
has been tremendous, as has Jane
Daye.

There is a lot more that could be
said, but there is a great deal of addi-
tional business for the Senate to trans-
act. I thank my colleagues for passing
this bill.
f

AGRICULTURE, RURAL DEVELOP-
MENT, FOOD AND DRUG ADMIN-
ISTRATION, AND RELATED
AGENCIES APPROPRIATIONS
ACT, 2000—CONFERENCE REPORT

Mr. LOTT. Mr. President, I ask con-
sent that the Senate proceed to the
conference report to accompany the
Agriculture appropriations bill, the
conference report be considered as
read, and immediately following the
reporting by the clerk and granting of
this consent, Senator JEFFORDS be rec-
ognized.

Mr. JEFFORDS. I object.
Mr. LOTT. In light of the objection, I

now move to proceed to the conference
report of the committee of conference
on the bill (H.R. 1906) an act making
appropriations for Agriculture, Rural
Development, Food and Drug Adminis-
tration, and Related Agencies for the
fiscal year ending September 30, 2000,
and for other purposes.

The PRESIDING OFFICER. The re-
port will be stated.

The clerk read as follows:
The committee on conference on the dis-

agreeing votes of the two Houses on the
amendment of the Senate to the bill (H.R.
1906), have agreed to recommend and do rec-
ommend to their respective Houses this re-
port, signed by a majority of the conferees.

The PRESIDING OFFICER. The
question is on agreeing to the motion.

The motion was agreed to.
(The conference report is printed in

the House proceedings of the RECORD
on September, 30, 1999.)

Mr. LOTT. Mr. President, I ask con-
sent following my remarks, Senator
JEFFORDS be recognized.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. LOTT. I say to the membership,
if an agreement cannot be reached for
a total time limitation that is reason-
able, I will file a motion for cloture on
the Agriculture conference report, and
that a cloture vote will occur on Tues-
day of next week at 5:30 unless a con-
sent can be worked out to conduct the
vote at an earlier time or unless some-
thing can be worked out to just have
the vote on final passage.

I ask the Senator from Vermont if he
is in a position to agree to a time limi-
tation for debate at this time on the
pending Agriculture conference report?

Mr. JEFFORDS. I believe I can’t
make that agreement at this time.

Mr. LOTT. I thank my colleague for
his frankness. I understand his feeling
about it. I know there are Senators on
both sides of the aisle who have some
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reservations about going forward with
this bill. I know they can understand
the need to move this very important
bill on through the conference process
and to the President for his signature.

CLOTURE MOTION

I send now a cloture motion to the
desk.

The PRESIDING OFFICER. The clo-
ture motion having been presented
under rule XXII, the Chair directs the
clerk to read the motion.

The legislative clerk read as follows:
CLOTURE MOTION

We the undersigned Senators, in accord-
ance with the provisions of rule XXII of the
Standing Rules of the Senate, do hereby
move to bring to a close debate on the con-
ference report to accompany H.R. 1906, the
Agriculture appropriations bill.

Trent Lott, Thad Cochran, Tim Hutch-
inson, Conrad Burns, Christopher S.
Bond, Ben Nighthorse Campbell, Rob-
ert F. Bennett, Craig Thomas, Pat Rob-
erts, Paul Coverdell, Larry E. Craig,
Michael B. Enzi, Mike Crapo, Frank H.
Murkowski, Don Nickles, and Pete
Domenici.

Mr. LOTT. I ask consent that the
mandatory quorum under rule XXII be
waived.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. LOTT. I ask consent that the clo-
ture vote occur at 5:30 p.m. on Tuesday.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. LOTT. I yield the floor.
The PRESIDING OFFICER. The Sen-

ator from Vermont is now recognized.
Mr. JEFFORDS. Mr. President, it is

with great disappointment and reluc-
tance that I stand before the Senate to
express my reasoning for opposing the
fiscal year 2000 Agriculture appropria-
tions bill. This bill provides funding for
agricultural programs, research, and
services for American agriculture. In
addition, it provides billions of dollars
of aid for farmers and ranchers
throughout America who have endured
natural and market disasters.

However, and most unfortunately, it
neglects our Nation’s dairy farmers. I
understand the importance of funding
these programs and the need to provide
for farmers. However, dairy farmers
throughout the country, drought-
stricken farmers in the Northeast,
have been ignored in this bill. Congress
is willing to provide billions of dollars
in assistance to needy farmers across
the country. Dairy farmers in States
are not asking for Federal dollars but
for a fair price structure for how their
products are priced.

Vermonters are generally men and
women of few words. Given that the
State’s heritage is so intertwined with
agriculture and the farmer’s work
ethic, whether fighting the rocky soil
or the harsh elements, Vermonters
have developed a thick skin. If
Vermonters want advice, they will ask
it. Until then, it is best to keep one’s
mouth shut.

Indeed, a Vermonter will rarely meet
a problem with a lot of discussion but,
rather, with a wry grin and perhaps a

shrug. If there is a blizzard and the
temperature is below zero, the
Vermonter will most likely put on his
boots and grab a shovel. Talking isn’t
going to make the snow melt, but hard
work will clear a path so the mailman
can get to the door.

A Vermonter will always speak his or
her mind with the fewest words pos-
sible. President Calvin Coolidge was a
native Vermonter to the core. A
woman told Calvin Coolidge, that taci-
turn 30th President who hailed from
Vermont, she bet she could get him to
say more than two words. Coolidge
thought a moment and then replied,
‘‘You lose.’’

Vermonters know I must speak my
mind about the importance of pro-
tecting the farm families in our State.
They expect me to be generous with
my thoughts and expressions on just
how critical the Northeast Dairy Com-
pact is to Vermont. I will not let them
down. The clock is ticking on the dairy
compact and Federal order reform.
Every moment is valuable.

As Governor Aiken, a true
Vermonter, said:

People ask what’s the best time of the year
for pruning apple trees. I say, when the saw
is sharp.

In other words, procrastination has
no place in a Vermonter’s mindset. As-
suming every Vermonter owns a sharp
saw, the best time to get to work prun-
ing an apple tree is right about now.

America’s dairy farmers need our
help. Now is the time to help them.
Congress has the tools and the means,
so let us not procrastinate on pro-
tecting the future of one of our most
important resources. The farmers in
New England have a program that
works. It is called the Northeast Dairy
Compact. Because the dairy pilot pro-
gram has worked so well, no fewer than
25 States have approved compacts and
are now asking Congress for approval.

Unlike other commodities such as
wheat, cotton, or soybeans, milk can-
not be stored to leverage a better price
from the market. Milk must be bottled
and shipped to the grocery store as
soon as it is taken from the cow. Be-
cause of the unique situation milk is in
compared to other commodities and
ensuring there is a fresh local supply of
milk in every region of the country,
Congress established a pricing struc-
ture to protect farmers and consumers.
There have been several modifications
of the 1937 Agricultural Marketing Ad-
justment Act over the years to comply
with changes at the marketplace, but
the structure of the Federal milk mar-
keting orders is as solid and important
both to farmers and consumers today
as in 1937.

The Federal milk marketing orders
have assisted dairy farmers in sur-
viving the economy and weathering
prices. The Federal milk marketing or-
ders over the last 60 years have been,
and continue to be, supplying the Na-
tion with sufficient supplies of a whole-
some product and at very reasonable
prices. You ought to compare the

prices over time with other things such
as soft drinks and things such as that
and you will realize what a deal you
have. To those who say they do not un-
derstand them, who make fun of their
seeming complexity, I can only reply:
They work. Because they work, dairy
is not looking for a bailout in the form
of disaster relief; no.

But dairy farmers do need relief of a
different kind. There is no need for the
expenditure of money. The compact we
need to have does not cost the Govern-
ment money; it saves the Government
money. It also brings about a calm
structure to the pricing aspects. It pro-
tects the producers, protects also the
manufacturers, and has worked out es-
pecially well for consumers, giving
them an average price for their milk
which is lower than the average in the
country. Where commodity farmers are
asking their Government for relief
from natural and market disasters,
dairy farmers are asking for relief from
the promised Government disaster in
the form of a fair pricing structure
from the Secretary of Agriculture.

This chart, which I will have here in
a moment, will demonstrate so those
who can see it will understand better
what I am talking about. What we are
here about today is that, basically, we
have a very reasonable request for the
continuation of a compact which has
worked for many years now, and is so
good that, first of all, it has 25 States
that have passed laws to have another
compact. But, most importantly, it
also, unfortunately I should say at the
same time, is keeping farmers in busi-
ness. For some reason or other, those
up in the Midwest, who have this com-
pulsion to believe they can provide the
milk for the whole Nation if they just
had the chance, they don’t like it.
Why? It is keeping the farmers in busi-
ness and they want them out of busi-
ness so they can take away their mar-
kets.

Second, you have people who do not
like it—although those in the area who
are using it like it very much—but oth-
ers outside the area are very concerned
about it; that is, those who buy the
milk are concerned because they no
longer have a monopoly or they are at
the mercy of the market. Because when
dairy sits there, it spoils, so you have
to get it right away. If nobody takes it,
it is not worth much. So the processors
do not like this because they do not set
the price. They do not have a monop-
oly.

How does it work? We put together a
system for the dairy farmer up in
northeastern Vermont. They worked
out this arrangement. That is why
Massachusetts, which has very few
farms, and Rhode Island, agreed to join
together, because they found out it
would work out for their processors, it
would work out for the consumers, and
it would work out for the farmers. But
dairy farmers do need relief of a dif-
ferent kind.

There is no need for an expenditure
of money where commodity farmers
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are asking for relief from natural and
market forces. They are asking for re-
lief in the form of a fair pricing struc-
ture from the Secretary of Agriculture.
This chart says it all. I hope my col-
leagues remember, I had this chart be-
fore this body some time ago. It helps
us get the necessary votes to show a
majority understood. From this chart,
which is the revenue loss resulting
from the Federal USDA order pro-
posed—that is 1–B—you can see why we
are having such conflict and why we
are having a difficult time getting the
dairy bill through.

On this chart, those States in red are
the ones that will lose under 1–B. The
States in green are the ones that will
gain. Guess where those are that will
gain. They are in the upper Midwest.
Everybody else in the country, with a
few exceptions, loses. So what does the
Secretary do? He sets up this scam way
of approving the order by saying it is 1–
B or disaster. How would you vote?
Would you vote for 1–B or would you
vote for disaster? Guess what. 1–B won,
but was that the preference of the
farmers? No. We have gone to court on
that and the court agreed and said that
was a farce. So there is a restraining
order to stop the imposition of 1–B. But
remember that chart because it shows
why and what this is all about.

Unless relief is granted by correcting
the Secretary’s final rule and extend-
ing the Northeast Dairy Compact,
dairy farmers in every single State will
sustain substantial losses, not because
of Mother Nature or poor market con-
ditions but because of the Clinton ad-
ministration and the few in Congress
who have prevented this Nation’s dairy
farmers from receiving a fair deal.

Unfortunately, Secretary Glickman’s
informal rulemaking process developed
pricing formulas that are fatally
flawed and contrary to the will of Con-
gress. The Nation’s dairy farmers are
counting on this Congress to prevent
the dairy industry from being placed at
risk, and to instead secure a sound fu-
ture.

Secretary Glickman’s final pricing
order, known as option 1–B, which I
just talked about, was scheduled to be
implemented on October 1 of this year.
However, the U.S. district court has
prevented the flawed pricing system
from being implemented by issuing a
30-day temporary restraining order on
the Secretary’s final rule. That will ex-
pire at the end of this month. Hope-
fully, it will be extended.

The court found the Secretary’s final
order and decision violates Congress’
mandate under the Agriculture Mar-
keting Agreement Act of 1937, and the
plaintiffs who represent the dairy
farmers would suffer immediate and ir-
reparable injury from implementation
of the Secretary’s final decision.

The court finds the plaintiffs have a
likelihood of success in their claim
that the Secretary’s final order and de-
cision violates the AMAA by failing
adequately to consider economic fac-
tors regarding the marketing of milk

in the regional orders across the coun-
try.

Again, this chart shows why the
court said we had better take another
look at this. If this is what is going to
happen with this order by the Sec-
retary of Agriculture, that does not
seem to be consistent with talking
about the regions, making sure the re-
gions are handled fairly.

The temporary restraining order
issued by the U.S. district court has
given Congress valuable additional
time to correct Secretary Glickman’s
rule. We must act now. With the help
of the court, Congress can now bring
fairness to America’s dairy farmers and
consumers. Instead of costing dairy
farmers millions of dollars in lost in-
come, Congress should take immediate
action by extending the dairy compact
and choosing option 1–A for the Sec-
retary.

The Agriculture appropriations bill,
which includes billions of dollars in
disaster aid, seems to be a logical place
to include provisions that would help
one of this country’s most important
agricultural resources without any
cost to the Federal Government.
Again, I repeat that over and over
again—without any cost to the Federal
Government. Giving farmers and con-
sumers a reliable pricing structure and
giving the States the right to work to-
gether, at no cost to the Federal Gov-
ernment—again, at no cost to the Fed-
eral Government—to maintain a fresh
supply of local milk is a novel idea.

If you learn about agricultural prob-
lems in this country, you will realize
much of the aid in this bill does not go
for disasters of the kind of weather or
whatever. It is low prices. So what is
going to happen? The Federal Govern-
ment is going to put up billions of dol-
lars because the farmers did not get
the price that they thought was fair.
That is fine, but why in the world
could you, then, deny the area of New
England an order which helps them to
keep their farmers in business and
doesn’t cost any money to the Federal
Government?

That sounds like a convoluted way of
running a system, but we may be get-
ting used to it.

It is an idea towards which Congress
should be working. Instead, a few Mem-
bers in both the House and Senate con-
tinue to block the progress and the in-
terest of both consumers and dairy
farmers.

The October 1, 1999, deadline for the
implementation of the Secretary’s rule
has come and gone, but with the help
of a U.S. Federal district court, Con-
gress still has time to act. We must
seize this opportunity to correct the
Secretary of Agriculture’s flawed pric-
ing rules and at the same time main-
tain the ability of the States to help
protect their farmers without addi-
tional costs to the Federal Govern-
ment.

Federal dairy policy is difficult to ex-
plain at best. I have been here 24, 25
years. When I was in the House, I was

fortunate enough, or unfortunate as
you might say, to be the ranking mem-
ber on a subcommittee dealing with
dairy. I point back to that time be-
cause that was the Watergate years.
The reason I got that job was because
there were not many Republicans left,
and all of us received ranking jobs of
some sort.

At that time, we had problems, and
we have had problems every year I
have been here. We finally have come
across a program that works that will
prevent the travesties we have wit-
nessed over the years. I have seen it for
24, 25 years now, and I finally see there
are programs that will work, programs
that will keep us out of disasters, pro-
grams that will make us proud of agri-
culture and protect the consumers’
costs and protect all the others who
work with it. Why do we want to do
away with it?

Federal dairy policy is difficult to ex-
plain at best. As a Member who has
served many years, and during my
years in the House, I worked very
closely with dairy programs that im-
pacted dairy farmers and consumers.
The Federal Milk Marketing Program
may be difficult to explain, but its in-
tent is simple. The Federal milk mar-
keting orders, which are administered
by USDA, were instituted in the 1930s
to promote orderly regional marketing
conditions by, among other things, es-
tablishing a regional system of uniform
classified pricing throughout the coun-
try’s milk markets. Milk marketing
policy is defined by the fact that milk
is a unique commodity. It is not some-
thing such as grain which is put in a
storage bin or put in a freeze locker or
canned. When you want it, you want it
fresh and you want to be able to drink
it.

Fluid milk is perishable and must be
worked quickly through the marketing
chain and reach consumers within days
of its production. That is why if a
farmer goes to the person from whom
he normally purchases milk and he
says we don’t want it, they are at their
mercy: ‘‘Well, we’ll take it up $2, $3
less a hundredweight if you really want
to get rid of it.’’

Unlike other commodities, this
means that dairy farmers are in a poor
bargaining position with respect to the
price they can obtain from milk han-
dlers. In addition, persistent price in-
stability, particularly when prices are
depressed, serves to drive producers
from the market and damage the mar-
ket’s ability to provide a dependable
supply of quality milk to consumers.

We get this up and down. If there is
too much, farmers go out of business; if
there is too little, then farmers either
come back or they put more cows out.
The interesting thing is, if you look at
the charts—consumers should be very
interested in this—you will see a ratch-
et effect. Every time the price to the
farmer goes down, the retail price
stays up there because the processors
keep it up there. The farmers lose and
the consumers lose. That price should
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go down if the demand goes down, but
that does not happen. That is another
reason why this compact has worked so
well because it takes that ratchet situ-
ation out of the system.

Based on the Agriculture Marketing
Agreement Act of 1937, the major ob-
jectives of the Federal milk marketing
orders are as follows: to promote or-
derly marketing conditions for dairy
farmers; to equalize the market power
of dairy farmers and processors within
a market and thereby obtain reason-
able competition; to assure consumers
of adequate and dependable supplies of
pure and wholesome fluid milk prod-
ucts from the least costly sources; and
to complement the efforts of coopera-
tive associations of dairy farmers,
processors, and consumers; and to pro-
vide maximum freedom of trade with
proper protection of established dairy
farmers against loss of the market.

For dairy farmers increasing produc-
tion to adjust to market conditions is
not a matter of sowing more seeds.
Price stability is a key to dairy farm-
ers’ success. That makes sense to me
and should make sense to anyone who
values having a local supply of fresh
milk available at their local market at
reasonable prices.

Yet while the market order system is
basically sound, it still needs improve-
ment. It is for this reason that the
Congress in the 1996 farm bill directed
the Secretary of Agriculture to revise
the pricing system.

This Congress has made its intention
abundantly clear with regard to what
is needed for the new dairy pricing
rules. Sixty-one Senators and more
than 240 House Members signed letters
to Secretary Glickman last year sup-
porting what is known as option 1–A
for the pricing of fluid milk.

On August 4 of this year, you will re-
call the Senate could not end a fili-
buster from the Members of the upper
Midwest but did get 53 votes, showing a
majority of the Senate supports option
1–A and keeping the Northeast Dairy
Compact operating. Most recently, the
House passed their version of option 1–
A by a vote of 285–140.

The House and Senate have given a
majority vote on this issue. Thus, I was
very hopeful that its inclusion would
have been secured in the Agriculture
appropriations bill.

This unified statement of congres-
sional intent reflected the fact that the
majority of the country and the dairy
industry support option 1–A. It has a
broad support of Governors, State de-
partments of agriculture, the American
Farm Bureau, and dairy cooperatives
and coalitions from throughout the
country. Even the Land-O-Lakes Coop-
erative in the upper Midwest supports
option 1–A and the compacts.

You can imagine the surprise and dis-
appointment of so many of my col-
leagues and dairy farmers around the
country when Secretary Glickman in-
stead chose option 1–B for the pricing
structure for fluid milk. Simply stated,
if this option is allowed to be imple-

mented, it will put the future of this
country’s dairy industry at severe risk.

The pricing provisions of the Sec-
retary’s final rule will result in lower
producer prices by as much as a $1/2
million a day and will unnecessarily
force farmers out of business. Adequate
local supplies of fresh milk in our re-
gion will then be threatened and con-
sumers will pay higher prices for fresh
milk which is transported great dis-
tances from other areas of our country.

I see my good friend from New Jersey
is here. I am ready to go on at length.
I expect he wants to express himself.

Mr. President, I yield the floor at
this time.

Mr. TORRICELLI. Mr. President, I
thank the Senator from Vermont for
yielding. I thank him in behalf of the
dairy farmers in New Jersey and agri-
cultural interests in our State and re-
gion for his extraordinary leadership in
what is a defining moment for those of
us in the Senate as to whether or not
we will stand with agriculture in the
Northeast or the dairy farmers and the
farmers who remain in our region of
the country are simply to dwindle and
die as did so many who came before
them.

I could not feel more strongly about
this issue at this moment in the Sen-
ate. As the Senator from Vermont,
year after year I have come to this
well—or in my service in the House of
Representatives—as an American feel-
ing the need and the pain of others who
suffered from hurricanes in Florida,
earthquakes in California, tornadoes in
the Midwest, floods in the upper North-
west to get assistance to people in
need.

Through the years, I voted for agri-
cultural appropriation after agricul-
tural appropriation because I under-
stood the hard work of American farm-
ers in our heartland and the difficulties
they face in flood or in diseases to
crops, whatever the problem might be.

You can imagine my surprise to find,
when the State of New Jersey, New
England, and the Mideastern States
have suffered the worst drought in gen-
erations, that our farmers are not re-
ceiving the same consideration.

From June through August, in a nor-
mal year, the State of New Jersey
would receive 8 inches of rain. This
year, New Jersey received 2 inches of
rain. Our reservoirs were severely
drained. The crops of many fruit and
vegetable growers were devastated
with losses of 30 to 100 percent.

Yesterday, Senator SANTORUM noted
that this legislation deals with the fall-
ing prices of crops in the Midwest and
offers relief. He appropriately said: We
wish we had falling prices at which to
sell our crops.

The crops of New Jersey farmers are
destroyed. Yet this legislation, which
offers $8.7 billion in relief, goes largely
for low crop prices in the South and to
a lesser degree in the Midwest. Only 10
percent is for natural disaster assist-
ance for the entire Nation.

Not only is it not adequate, it is an
insult to the hard-working farmers in

New Jersey and New England who have
been devastated by the drought. In my
State, 400,000 acres of farmland, on
7,000 farms, have sustained what is es-
timated to be up to $100 million worth
of damage.

Secretary Glickman has estimated
there could be $2 billion worth of dam-
age in the entire Northeast. The Gov-
ernors of our States, including Gov-
ernor Whitman in my own State, have
estimated it could be $2.5 billion. That
was before Hurricane Floyd brought its
own damage to North Carolina and
New Jersey and other agricultural in-
terests. This legislation offers but 10
percent—less than half, probably less
than a third—of what the need really is
at the moment.

It will surprise some around our
country to understand why a Senator
from New Jersey would take this stand
attempting to block the entire agricul-
tural appropriations for the whole Na-
tion because of farmers in New Jersey.

New Jersey has not been identified as
the Garden State by chance. Agri-
culture in New Jersey is a $56 billion
industry. It is the third largest indus-
try in the entire State. It matters. The
nursery industry alone is a $250 million
annual business. The sale of vegetables,
such as tomatoes, peppers, and cucum-
bers, is a $166 million industry. And the
sale of fruits, such as cranberries,
peaches, and blueberries, is a $110 mil-
lion business. Our field crops, such as
corn, winter wheat, and soybeans, gen-
erate $66 million in sales while our
dairy industry is a $41 million business.

This is not some ancillary problem in
the State of New Jersey. It is the eco-
nomic life of whole counties, entire
communities, and thousands of people.
At $8,300 for an average acre of land in
New Jersey, our farmland is the most
valuable in the Nation, growing 100 dif-
ferent kinds of fruits and vegetables for
local and national consumption.

I take a stand against this legislation
because I have no choice. I join with
the Senator from Vermont because of
the devastation of our agriculture in-
dustry but also because I share the
Senator’s deep concern for the future
of dairy. The dairy industry was once
one of the largest and most important
in the State of New Jersey. There are
now no more than 180 dairy farms left,
with hard-working people in Salem,
Warren, Sussex, and Hunterdon Coun-
ties.

I know if the Senator from Vermont
does not get consideration for his dairy
farmers, his dairy industry will become
tomorrow what the dairy industry has
come to be today—prices that do not
sustain a quality of life and do not
allow people to keep the land. Those
dairy farms will be destroyed.

In the last decade alone, 42 percent of
the dairy farms in New Jersey have
been destroyed—beautiful lands that
sustained families and communities
and are now parking lots and shopping
centers or simply vacant, idle land.
The fact is, a dairy farmer today in
New Jersey cannot get a price to sus-
tain the costs of his business. Without
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the compact that the Senator from
Vermont is advocating, they never
will. New Jersey dairy farms have ex-
perienced a 37-percent drop in the price
of their product. It is not sustainable.

So I thank the Senator from
Vermont for yielding the time. I pledge
to return to this floor with him to
fight for disaster assistance for New
Jersey farmers who have lost their
crops and need help—not a loan, be-
cause they cannot sustain a loan; they
cannot pay interest on a loan. These
are small family farms that simply
need a Federal grant, a fraction of the
kind of expenditures that will go to the
South and the Midwest—a fraction—so
they can plant their crops again in the
spring and have a new crop next year
to feed their families and feed our com-
munities. For this dairy compact, we
need to make sure these few remaining
dairy farmers are not lost and the 20
percent of the fresh milk that goes to
New Jersey families can continue to
come from our own farms.

For those people who live in the
urban areas of New Jersey and in sub-
urban communities, who think they
are far away from these dairy and agri-
cultural needs, this remaining agricul-
tural land in New Jersey must not be
destroyed, because with every dairy
farmer who goes out of business, every
family farmer who has to sell their
land, that open space is lost to subur-
ban sprawl, and it affects the quality of
life of every family in our State.

So I thank the Senator from
Vermont for yielding the time. I pledge
to return again and again with him to
try to fight this legislation and, if by
chance we should fail, to urge the
President to veto it. I thank the Sen-
ator for yielding the time.

I yield the floor.
Mr. JEFFORDS addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from Vermont.
Mr. JEFFORDS. I commend the Sen-

ator from New Jersey for his very real-
istic look at this bill. I would like to
emphasize that there is so much more
than the ordinary disaster in here. It
has nothing to do with hurricanes and
the drought. And the billions of dollars
for the Northeast, which had the
drought and problems and all, have
nothing to do with farmers. Not only
that, the program they have—which
costs no money and which has given se-
curity to the farmers and helped the
consumers—will not go forward. They
rejected our attempts to put it in
there.

The Senator from Oregon, I believe,
desires to speak on another matter. I
would like to finish up with a few more
remarks, and then I would be happy to
yield. We may have one other Member
coming over to speak on dairy. But I
know he also supports this effort, and I
appreciate that very much.

Let me remind my colleagues that
unlike years ago, the Federal pricing
program has essentially no Federal
cost and no Federal subsidy. So here
we are arguing for something to pro-

tect our farmers, to protect consumers,
to protect the processors with a rea-
sonable price, and we cannot get it ap-
proved, when billions of dollars are
being spent in the disaster bill for non-
disasters—except a lower price. That is
a disaster, but it is not the kind of dis-
aster we look to for protection by the
Federal Government.

The overall loss to dairy farmers
caused by the overall final rule is even
more startling. We are back on 1–B, the
one the Secretary of Agriculture
jammed down the farmers’ throats.
Fortunately, the courts have put a stop
to that.

The Secretary’s final rule will drop
the price paid for cheese by as much as
40 cents per hundredweight of milk.
That is the way we look at how we re-
ward the farmers for each hundred-
weight of milk. Dairy economists esti-
mate that U.S. dairy farm annual in-
come will fall in total by at least $400
million or more under the Secretary’s
final decision.

Who benefits from that? Do the con-
sumers? No. There is no evidence what-
soever that they will benefit. Who will
benefit? The processors, the ones that
buy the milk. Their profits will go up.
The farmers’ profits will go down. And
the consumer prices will go up. What
we are trying to set up is a system
where that does not occur. The North-
east is projected to lose $80 million to
$120 million per year under 1–B. The
Southeast loses $40 to $60 million. The
upper Midwest will lose upwards of $70
million, even though, as the chart in
red shows, they lose a lot less. In fact,
they gain. On the other hand, most
areas of the country will be better off
under option 1–A, including the upper
Midwest. Marginally increasing pro-
ducer income in most regions of the
country, option 1–A is based on solid
economic analysis, benefiting both
farmers and consumers. It takes into
account transportation costs for mov-
ing fluid milk, regional supply and de-
mand needs, the cost of producing and
marketing milk, and the need to at-
tract milk to regions that occasionally
face production deficits.

In early August, dairy farmers were
given the opportunity to vote for op-
tion 1–B or reject the Federal Milk
Marketing Order Program. That is
right. There were two choices given to
dairy farmers: Either approve option 1–
B or have no Federal order program.
Which is it? It is not a surprise that
the farmers overwhelmingly chose the
lesser of two evils.

There was no sense to this. There was
no reason to allow it to occur. Cor-
recting the Secretary’s final rule, as
part of the Agriculture appropriations
bill, would have prevented dairy farm-
ers across the Nation from losing mil-
lions of dollars in income.

Let me also explain briefly, before I
turn to my friend from Oregon, the
votes were in the conference com-
mittee to put in what we are trying to
do. They were there. However, what
happened? Just as we were about to

have that vote, people from processors
and others came in, and the leaders
who were behind this move were able
to convince those Members not to vote
for what we want here, which is basi-
cally real help to farmers and con-
sumers.

With that, Mr. President, I yield the
floor, at least until my good friend
from Oregon has finished.

The PRESIDING OFFICER. The Sen-
ator from Oregon.

Mr. WYDEN. Mr. President, I want to
take a few minutes tonight—Senator
GRAHAM of Florida will be joining me,
and Senator GORDON SMITH of my home
State, my friend and colleague, will be
joining me as well tonight—the three
of us want to take a few minutes to
talk about the important amendment
we were able to have added to the HHS
appropriations bill during the course of
the last week.

In the beginning, we especially ex-
press our appreciation to Senator
SPECTER and Senator HARKIN. They
worked with the three of us and our
staffs over the last week on this par-
ticular issue.

What our agricultural labor amend-
ment does is require the Department of
Labor to report to the Congress on how
the Department plans to promote a
legal, domestic workforce—specifi-
cally, to improve compensation, work-
ing conditions, and other benefits for
agricultural workers in the United
States.

Today’s agricultural labor program is
a disaster for both farm workers and
for farmers. We have a system that is
completely broken. Estimates are that
well over half of the farm workers in
this country are illegal. As a result of
their status, they can have no power at
all. They can’t even vote. They are sub-
jected to the worst possible conditions
imaginable, horrendous housing, and,
in many instances, thrown into the
back of pickup trucks and moved by
people called coyotes, who, for a profit,
bring them from other countries. The
conditions to which our agricultural
workers are subjected in so many in-
stances are nothing short of immoral.

At the same time, the growers, who
have a dependable supply of workers to
pick their crops, are also in a com-
pletely untenable situation, the grow-
ers who want to do the right thing.
Senator SMITH and I represent a great
many of those growers and farmers in
our home State of Oregon, who don’t
know where to turn to find legal work-
ers.

The General Accounting Office did a
report a couple of years ago on the
farm worker situation in our country.
They said there really are enough farm
workers, but they came to that conclu-
sion only by counting the illegal farm
workers in our country. Well over half
of the farm workers in the United
States are illegal. It is a situation that
essentially turns those farmers, when
they want to do the right thing, into
people who have to make a choice as to
whether or not they want to be felons
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and not comply with the law or simply
another individual in the bankruptcy
line in our country.

To give you an idea how absolutely
unacceptable this situation is, just this
week I had berry farmers from my
home State in Oregon telling me they
had recently had meetings with the De-
partment of Justice and the Immigra-
tion and Naturalization Service. They
were told, in effect, how to work the
system, but they weren’t given any
hope that what they were doing was
within the law. In effect, the adminis-
tration was telling the berry farmers in
my State, with a wink and a nod, they
should tolerate this system that is
based on workers who can have no
power and farmers who lack a system
that is dependable and reliable so they
can find legal workers.

In the last session of Congress, Sen-
ator GRAHAM, Senator SMITH, and I put
together a bipartisan proposal to
change this wholly unacceptable situa-
tion and produce a new system for
dealing with agricultural labor that
would be in the interest of both the
farm worker and the farmer. Under our
proposal, workers who were legal would
get a significant increase in their bene-
fits. Just how significant was docu-
mented in a report done for us by the
Library of Congress, October 21, 1998.
At page 2 of that report, it states spe-
cifically that the Library of Congress
found that under our proposal—it re-
ceived 67 votes in the Senate—the legal
farm worker would get significantly
higher wages, under what the Senate
voted for. In addition, there would be
benefits for housing, transportation, a
variety of benefits that are so critical
to the farm workers.

But after 67 Members of the Senate
voted for our proposal, the administra-
tion said: It is unacceptable. We are
going to veto it. It is not good enough.
We have other ideas.

At that time, Senator SMITH, Senator
GRAHAM, and I entered into a series of
discussions with the Clinton adminis-
tration asking them for their plan on
how to produce this system that would
address the legitimate concerns of both
the farm workers and the growers. We
have been at that for more than a year.

I see our good friend Senator GRAHAM
coming to the floor, and I will yield to
him in just a moment.

Senator GRAHAM, Senator SMITH, and
I have been at the task of trying to get
from the administration their plan to
deal with agricultural labor for more
than a year. We told them, if they
don’t like our proposal—67 votes in the
Senate; the Library of Congress said it
will produce higher benefits, wages,
improved transportation, and improved
housing for so many legal workers—
since it wasn’t good enough for the
Clinton administration, we would like
to see their proposal. We decided we
would, in the spirit of comity and a de-
sire to get an agreement with the exec-
utive branch, wait for their proposal.

We are still waiting to this day. The
administration remains on the sideline

to this day, unwilling to come forward
with any specific ideas that would be in
the interests of both the workers and
the growers. Just this week, they told
the berry farmers in my home State—
and we do a lot of things in Oregon
well; frankly, what we do best is grow
things; our farmers are very important
to our State—the administration basi-
cally told them, just wink and nod at
the rules that are out there today.

In December of 1998, Alexis Herman,
Secretary of Labor, sat in a meeting in
Senator GRAHAM’s office with Senator
GRAHAM, Senator SMITH, and myself.
Alexis Herman told us, three Members
of the Senate, that the administration
would give us a specific proposal for
dealing with this agricultural labor sit-
uation by the end of February 1999.

No such proposal has ever been deliv-
ered. In a moment, I am going to yield
to my friend from Florida because he
has essentially laid out a timeline that
demonstrates how many times we have
tried to get the administration off the
sidelines and to join us in a bipartisan
effort to produce a system that would
work for the farm worker and for the
grower.

By its inaction, the administration is
perpetuating a system that is a dis-
aster for both the farm worker and the
farmer. It is a system that is totally
broken—a system that has condemned
the vast majority of farm workers to
some of the most terrible and immoral
conditions imaginable. It is a system
that has made it impossible for the
farmers who want to do the right thing
to know where to turn.

In the last Congress, Senator
GRAHAM, Senator SMITH, and myself
brought a legislative proposal that
would change that, which the Library
of Congress said would produce a sig-
nificant amount of additional benefits
for the legal farm worker. The Clinton
administration said that wasn’t good
enough, and we have waited and waited
for their ideas.

Well, tonight, as a result of the ac-
tion taken in the Labor-HHS bill, we
are calling, as a matter of law, on the
Clinton administration to give us their
plan as to how to produce a legal do-
mestic workforce, which would have
improved compensation, improved
working conditions, and improved ben-
efits that those farm workers are enti-
tled to as a matter of simple justice.

So I am hopeful that we will get the
administration off the sidelines soon. I
am hopeful that they will do what they
promised to do well over a year ago.

If the Senator from Vermont is will-
ing, I would like to break my remarks
off at this point and allow the Senator
from Florida to speak for a few min-
utes. We want to be courteous to our
colleague from Vermont because he is
dealing with an issue of great impor-
tance to him. We will be brief.

I ask unanimous consent that a
memorandum be printed in the
RECORD.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:

CONGRESSIONAL RESEARCH SERVICE,
LIBRARY OF CONGRESS,

Washington, DC, October 21, 1998.
[Memorandum]

To: The Honorable Ron Wyden; Attention:
David Blan.

From: American Law Division.
Subject: Agricultural Labor Proposal.

In your letter of October 15, 1998, you asked
for a memorandum comparing the basic fed-
eral protections available to farm workers
with the protections that would have been
extended to farm workers under the proposed
conference agreement to the Commerce
State Justice bill/H2A provision. The letter
stated that you are ‘‘especially interested in
whether the agricultural labor proposal be-
fore the Appropriations Conference Com-
mittee would have offered farm workers, and
particularly the more than 99.5% of U.S.
farm workers who work on non-H-2A farms
new or expanded benefits compared to cur-
rent law.’’

The proposal would have required the Sec-
retary of Labor to establish state and re-
gional registries containing a database of el-
igible United States workers seeking tem-
porary or seasonal agricultural jobs, in order
to inform those workers of available agricul-
tural jobs and to grant them the right of
first refusal for available jobs. Basically,
farmers would have to apply to the registry
for U.S. workers, and hire all referred U.S.
workers, before they could seek non-
immigrant alien temporary agricultural
workers under the immigration program
known as ‘‘H-2A.’’ Agricultural employers
could not import any workers unless the reg-
istry failed to refer a sufficient number of
registered workers to fill all of the employ-
er’s job opportunities. Therefore, the em-
ployer could only acquire as many imported
workers as would be needed in addition to
those U.S. workers referred.

The proposal would have had an impact on
domestic farm workers in addition to its ef-
fect on alien workers. The general legislative
scheme was to condition the right of an agri-
cultural employer to request and hire tem-
porary alien workers on the employer’s re-
quirement, first, to seek domestic workers
from the registries maintained by the Labor
Department, and, then, to extend the protec-
tions granted to H-2A aliens under the pro-
posal to all workers in the same occupation
on the same farm. Under the proposal, agri-
cultural employers seeking domestic and for-
eign workers through the registries were re-
quired to assure that they would not refuse
to employ qualified individuals, and would
not terminate them unless there were ‘‘law-
ful job-related reasons, including lack of
work.’’ Employers were also required to com-
ply with the following specific assurances.

WAGES

Under current law, agricultural employers,
unless they are exempt as small farmers,
must pay the applicable minimum wage and
overtime rates under the federal Fair Labor
Standards Act (FLSA) or 1938, as amended.
29 U.S.C. §§ 201–19. Under that law, farm
workers must receive the greater of the ap-
plicable federal or state minimum wage.

Under the conference agreement, the em-
ployer must pay the greater of the prevailing
wage in the occupation or the adverse effect
wage rate to the workers. The employer
using the registry must provide assurances
that the wages and benefits promised to the
workers hired from the registry would be
provided ‘‘to all workers employed in job op-
portunities for which the employer has ap-
plied [from the registry] and to all other
workers in the same occupation at the place
of employment.’’

MIGRANT WORKER PROTECTION

Under current law, agricultural employers
who hire migrant and seasonal workers must
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comply with the provisions of the Migrant
and Seasonal Agricultural Worker Protec-
tion Act (MSWPA). 29 U.S.C. §§ 1801–72. The
MSWPA, however, does not cover any tem-
porary nonimmigrant alien authorized to
work in agriculture employment under the
H–2A program. See 29 U.S.C. § 1802(8)(B)(ii).

Under the proposal agricultural employers
were required to comply with all applicable
federal, state, and local labor laws, including
laws affecting migrant and seasonal agricul-
tural workers, for all United States workers
as well as all alien workers on the farm.

HOUSING

Under current law, employers have no re-
sponsibility to provide housing or housing
assistance to their workers. Under the Mi-
grant and Seasonal Agricultural Worker Pro-
tection Act (MASWPA), any person who
owns or controls housing must comply with
substantive federal and state safety and
health standards applicable to that housing.
29 U.S.C. § 1823.

Under the conference proposal, employers
are required to provide housing at no cost to
all workers in jobs for which the employer
has applied to the registry, and to all other
workers in the same occupation as the place
of employment, if the workers’ permanent
place of employment is beyond normal com-
muting distance. The employer may provide
a housing allowance as an alternative.

WORKERS COMPENSATION

Under current law, workers compensation
coverage is exclusively a subject of state
law, which may not cover all agricultural
employees, especially those considered cas-
ual or temporary.

Under the proposal, the employer was re-
quired to provide insurance coverage pro-
viding benefits equivalent to those under
state law, at no expense to the worker, for
any job that was not covered by the state
workers compensation law.

HEAD START

Under current law, migrant employees find
barriers to participation in Head Start pro-
grams.

Under the proposal, the Migrant and Sea-
sonal Head Start Program would have been
established, removing barriers to participa-
tion by the children of migrant farmworkers.

TRANSPORTATION

Under current law, employers are not
obliged to provide transportation to workers.
If transportation is furnished, the employer
and any farm labor contractor must comply
with the motor vehicle safety requirements
of the MSWPA. 29 U.S.C. § 1841.

Under the conference proposal, a worker
who completed 50 percent of the period of
employment would be reimbursed for trans-
portation expenses to the job, and a worker
who completed the period of employment
would be reimbursed for the cost of transpor-
tation back to the worker’s permanent place
of residence.

ENFORCEMENT OF LABOR LAWS

Under current law, labor laws are enforced
primarily by the U.S. Department of Labor
and by the responsible state labor enforce-
ment agencies.

Under the proposal, the Secretary of Labor
was required to establish an expedited com-
plaint process, including a written deter-
mination of whether a violation has been
committed within 10 days of the receipt of a
complaint.

Workers on farms where the employer did
not seek workers through the Labor Depart-
ment registry would not have been affected
by the proposal. Agricultural employers who
hire migrant and seasonal workers must
comply with the provisions of the Migrant
and Seasonal Agricultural Worker protection
Act (MSWPA). 29 U.S.C. §§ 1801–72.

In conclusion, the proposed agricultural
registry program would have required farm-
ers to extend the protections of the federal
migrant and seasonal worker law to all
workers in the same occupation on the site.
The proposed agricultural employment bill
could well have expanded employment pro-
tections for U.S. workers beyond current
law. If an agricultural employer applied to a
registry and found enough U.S. workers for
some or all of the available job opportuni-
ties, then those U.S. workers would have
been entitled to the enhanced wage, housing,
transportation, and other benefits and pro-
tections made applicable to all employees in
the same work on the same site.

Mr. WYDEN. I am going to yield the
floor at this time.

Mr. JEFFORDS. Mr. President, the
Senator from Maine has a brief state-
ment to make on the bill that we are
talking about. I know the Senator from
Florida has a brief statement, and I
have no objection to the Senator from
Florida leading. I also thank my friend
from Oregon for his remarks about a
very serious topic.

I yield to the Senator from Florida.
The PRESIDING OFFICER. The Sen-

ator from Florida is recognized.
Mr. GRAHAM. Mr. President, I thank

my colleagues from Vermont and
Maine for their always courteous gen-
erosity, and my colleague from Oregon,
with whom I have been working so
closely for approximately 2 years-plus
now on this important issue.

There is one thing I believe we can
agree on, and that is that the status
quo of agricultural farm workers in
America is unacceptable. It is unac-
ceptable to have somewhere between 35
and 50 percent of all of our migratory
farm work done by people who are here
illegally. It is unfair to the individuals
involved because it puts them in the
shadows of our society.

If I may, I will state a personal expe-
rience. Immediately after Hurricane
Andrew, which hit south Florida in Au-
gust of 1992, there was great concern
about communicable diseases such as
cholera; therefore the Public Health
Service wanted to inoculate the whole
population against the potential of
these diseases. There is a substantial
migrant farm worker population that
lives in the southern part of our State,
and many of those people refused to
come forward to be inoculated, nor
would they allow their children to be
protected against communicable dis-
eases because they live in such a dark
shadow because of their undocumented
status. They were fearful that if they
came forward, even with firm promises
and commitments by the Public Health
Service that they would not be re-
ported for any other purpose, they were
still not willing to take the risk. So
they put themselves, their families,
and the entire community at risk.
That is one anecdote of the degree to
which, by our acceptance of the status
quo, we have placed hundreds of thou-
sands of people into a status of ser-
vitude and in the dark closet of our so-
ciety.

We also have placed honest farmers
in an extremely difficult situation.

They are frequently presented with
documents that appear to be credible.
They hire people to do necessary work
during the brief period that is available
to harvest the crops, and then they find
out later that these people had fraudu-
lent documents, were undocumented,
and that they might be subject to var-
ious sanctions.

We also know that because of the
current system, we have farm work-
ers—both those who are legal citizens
or residents of the United States, as
well as those who are undocumented—
living in horrendous circumstances of
housing, being transported in vehicles
that don’t meet basic safety standards,
being placed in a position where their
salaries are held each week in order to
pay off previous debts, and they live in
conditions that are reminiscent not of
the 21st century but of the 17th or 18th
century. These people are doing ex-
tremely difficult work, work that is
vital to our Nation and vital to our Na-
tion’s economy. They deserve better
from us, the policymakers of America,
than we have done for them in the
past.

One thing we also know, in addition
to the fact that the status quo is unac-
ceptable, is the status quo will con-
tinue until we decide that this issue is
important enough to engage in a seri-
ous debate in which we can analyze
what the problems are with the status
quo, and what the range of solutions to
those problems are, and which of those
solutions appear to be most appro-
priate. And it is regarding that which
the Senator from Oregon has men-
tioned that we have had a series of ef-
forts to try to elicit from the adminis-
tration their plan.

Now, why have we focused so much
on the administration? Well, first, they
happen to have a unique perspective on
the problem, since they are responsible
to the Department of Labor, and, sec-
ondarily, the Department of Agri-
culture, for the implementation of the
status quo. Therefore, they should be
in a specially advantaged position to
analyze and recommend alteration to
the status quo.

We also know in this form of govern-
ment we have that while the legisla-
ture’s responsibility is to enact law,
the President, because of his role and
because of his constitutional veto au-
thority, plays a key position in terms
of legislation and the law.

So beginning in June of 1997, we have
been meeting with representatives of
the administration, heads of depart-
ments, as well as representatives of the
White House. Senator WYDEN and my-
self, sometimes accompanied by others,
have met face-to-face, occasionally by
conference telephone call, and occa-
sionally by correspondence with the
administration on 12 separate occa-
sions between June of 1997 and May of
1999.

Each one of those had a common
theme: What is your proposal? What is
your diagnosis of the problem? What is
your prescription against this problem?
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As of today, in early October of 1999,
we have yet to receive a credible re-
sponse to that question.

Thus, the amendment that was ac-
cepted to the bill we have just adopted
directs the administration to submit to
the Congress such a plan. It is my hope
that the administration will do so with
a sense of expedition. I hope within a
period of 60 or 90 days we receive its
recommendations so that, if not at
their first session of the 106th Con-
gress, then at the earliest point in the
second session of the 106th Congress,
we would be in a position to have the
administration’s views as to how this
very vexatious problem could be re-
solved.

I might say that the fact we have
made this request, and have made it
now for the better part of 30 months, is
not an indication that we are going to
desist until we have heard the adminis-
tration’s plan. While we would like to
have their guidance and suggestions,
we consider it to be our ultimate re-
sponsibility, as we did in 1998 when we
presented to the Senate and the Senate
adopted by a margin of well over 2 to 1,
the proposal that we submitted. We
will continue to take effective action
to keep this issue on America’s agenda
because we cannot tolerate a continu-
ation of the status quo which places
hundreds of thousands of human beings
into a position of servitude and which
places hundreds of thousands of legiti-
mate farmers in a position in which
they must operate at the fringe of the
law when what they want to do is to be
law-abiding citizens.

Before this 106th Congress concludes,
I hope we will have had the wisdom to
reject the status quo and to have
adopted humane, effective public pol-
icy which will erase the stain of the
status quo of American farm workers,
which will have lifted this cloud of ille-
gality from American farmers, which
will assure standards of treatment that
we as fellow human beings would con-
sider to be dignified and respectful for
other human beings, and that we can
move forward with a new era in Amer-
ica agriculture.

I appreciate the work of my col-
league from Oregon. I also commend
our other colleague from Oregon, Sen-
ator GORDON SMITH. It is an out-
standing example of the people of Or-
egon who have sent to us these two
Members of the Senate, who happen to
be from different parties but under-
stand their ultimate commitment is to
America and to what is best for this
great Nation. They are giving us, in
this case, as in other areas, an example
of what bipartisanship means and what
bipartisanship can accomplish. For
that, as well as for their friendship, I
extend my gratitude.

The PRESIDING OFFICER. The Sen-
ator from Maine.

Mr. JEFFORDS. Mr. President, I
know my good friend from Maine is de-
sirous to speak, and I certainly appre-
ciate that.

The PRESIDING OFFICER. The Sen-
ator from Maine is recognized.

Ms. SNOWE. I thank the Senator.
Mr. President, I rise today in opposi-

tion to the Agriculture conference re-
port. I rise in strong opposition to the
conference report.

First, I wish to commend my col-
league from Vermont, Senator JEF-
FORDS, for his leadership, for his perse-
verance, for his hard work and deter-
mination on behalf of all the small
dairy farmers, not only in his State of
Vermont but in the State of Maine and
throughout New England. I thank him.
I commend him for the extraordinary
effort he has displayed and exhibited
throughout this process.

It is only regrettable that those
members of the conference committee
in resolving the differences between
the House and the Senate on the Agri-
culture conference report did not rec-
ognize the position that has been held
by all of us who represent the New Eng-
land States for the Northeast Dairy
Compact. That is why I rise in strong
opposition to the Agriculture appro-
priations conference report because it
does not extend a reauthorization of
the Northeast Dairy Compact.

This issue is a States rights issue
more than anything else. Quite simply,
it addresses the needs of the States in
the Northeast, and most specifically
those in New England, that have orga-
nized in a way that we can allow fair
prices for locally produced supplies of
fresh milk.

All the legislatures have approved
the compact in New England, and in
the Northeast, and all that is required
is the sanction of Congress to reauthor-
ize this compact. The compact has pro-
tected New England farmers against
the loss of their small family dairy
farms and consumers against the de-
crease in the fresh supply of local milk.
The compact has proven to be an effec-
tive approach to address farm insecu-
rity. The compact has stabilized the
dairy industry in this entire region and
has protected farmers and consumers
against volatile price swings.

As I say, we are talking about small
dairy farmers. In my State of Maine,
the farmer has an average of 50 cows on
their farm. They are trying to preserve
a way of life, a way of life that has
been there for families for generations.
We are trying to protect them through
this dairy compact.

All we are asking from this Congress
is a reauthorization so we can extend
this way of life to small dairy farm-
ers—not agribusiness, not big business,
not co-ops, just small dairy farmers
who want to produce milk so they can
sell it to the consumers in my State of
Maine, to Senator JEFFORDS’ State of
Vermont, and within the New England
region.

Over 97 percent of the fluid milk mar-
ket in New England is self-contained.
Fluid milk markets are local due to
the demand for freshness and high
transportation cost. So any complaints
raised from other parts of the country
about unfair competition is quite dis-
ingenuous.

All we are asking for is a continu-
ation of the Northeast Dairy Compact,
the existence of which does not threat-
en or financially harm any other dairy
farmer in the country—not any other
dairy farmer in the country. It is to
help our dairy farmers within New
England, to help the consumers, to
help a way of life. The Northeast Dairy
Compact currently encompasses the
New England States and only applies
to fluid milk sold on grocery store
shelves in the Northeast.

Only the consumers and the proc-
essors in the New England region pay
to support the minimum price to pro-
tect a fair return to the areas’ family
dairy farmers and to protect a way of
life important to the people of North-
east.

All six of the New England States
have supported this through the acts of
the legislature, and through all of their
Governors, because each Governor has
signed a resolution supporting the
Northeast Dairy Compact.

Let me repeat. Every Governor and
every State legislature in New England
have supported the dairy compact. Re-
publicans, Democrats, and Independ-
ents support the dairy compact
through acts of the legislatures be-
cause they recognize how important
this compact is to the small dairy
farmers in the Northeast.

Under the compact, New England re-
tail milk prices have been among the
lowest and the most stable in the coun-
try. The opposition—again, we have
heard it day in and day out—has manu-
factured arguments against the com-
pact, saying that increased milk prices.

Let’s look at dairy prices over the
past few months around the country
for a gallon of fresh milk. The price in
Augusta, ME, ranged from $2.89 to $2.99
per gallon from February to April of
1999; in Boston, MA, the market price
stayed perfectly stable at $2.89 from
February to April of 1999; the price in
Seattle ranged from $3.39 to $3.56 over
the same time period. Washington
State is not in the compact. Yet their
milk was approximately 50 cents high-
er per gallon than in the State of
Maine. The range in Los Angeles was
from $3.19 to $3.29; in San Diego, the
range was from $3.10 to $3.62. California
is not in the compact. Las Vegas prices
were $2.99 all the way up to $3.62 in
that time period; not much price sta-
bility there. And then Nevada is not in
the compact. In Philadelphia the range
was $2.78 to $3.01 per gallon, not as wide
a shift as Nevada but a much wider
price shift than the Northeast Compact
States.

That is why Pennsylvania dairy
farmers want to join us. That is why
Pennsylvania supports joining the
compact.

Denver, CO, on the other hand, is not
in the compact. A gallon of milk in
Denver has cost consumers anywhere
from $3.45 to $3.59 over the past few
months, over one half a dollar more
than in New England.

The Northeast Dairy Compact has
not resulted in higher milk prices in
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New England in spite of what the oppo-
sition has said, but milk prices are
among the lowest in the country and
are among the most stable.

Opponents also say consumers are
getting a raw deal having to spend
more on milk. Obviously, based on
what I have said thus far in terms of
prices around the country, this claim is
inaccurate, as prices are among the
lowest in the Northeast Compact area
and reflect greater price stability.

Also, where is the consumer outrage
from the compact States for spending a
few extra pennies for fresh fluid milk
so as to ensure a safety net for dairy
farmers so they can continue in an im-
portant way of life. Where is that con-
sumer outrage? It isn’t in New Eng-
land. I have not heard of consumer
complaints in my State over the last 3
years as a result of this dairy compact,
even in instances where milk prices
might have gone up a few pennies be-
cause consumers support our dairy
farmers. They realize that this pilot
program is very important to a way of
life, to the kind of milk they want in
their region, and they are willing to
support it. They recognize this dairy
compact has been a huge success.

The Compact Commission sent out
over $4 million in checks to Northeast
dairy farmers this past month. That
averages to over $1,000 for each dairy
farmer—enough to help keep small
family farmers in business and con-
tinue a historical way of life that is so
important.

The Northeast Interstate Dairy Com-
pact has provided the very safety net
that we have hoped for when the com-
pact passed as part of the Freedom to
Farm Act, the omnibus farm bill of
1996. The dairy compact has helped
farmers maintain the stable price for
fluid milk during times of volatile
swings in farm milk prices.

In the spring and summer months of
1997 and 1998, for instance, when milk
prices throughout most of the country
dropped at least 20 cents a gallon while
consumers’ prices remained constant,
the payments to the Northeast Inter-
state Compact dairy farmers remained
above the Federal milk marketing
prices for class 1 fluid milk because of
the dairy compact and I might add, at
no expense to the Federal Government.
The costs to operate the dairy compact
are borne entirely by the farmers and
the processes of a compact region.

Also, consider what has happened to
the number of dairy farmers staying in
business since the formation of the
dairy compact. Another goal of the
compact is to preserve a way of life of
the small dairy farmer. It is now
known throughout New England there
has been a decline in dairy farmers
going out of business. This is a clear
demonstration that with the dairy
compact, the dairy producers were pro-
vided a safety net, which is what we
had hoped for. The results have been
just that.

In addition, the compact requires the
Compact Commission to take such ac-

tion as necessary to ensure that a min-
imum price set by the commission for
the region does not create an incentive
for producers to generate additional
supplies of milk. There has been no
rush to increase milk production in the
Northeast, as has been stated. Oh, we
heard time and time again by the oppo-
sition that it would increase milk pro-
duction.

We inserted in the compact legisla-
tion back in 1996 compensation pro-
ducers that have been implemented by
the New England Dairy Commission
specifically to protect against in-
creased production of fresh milk. That
legislation in the 1996 farm bill re-
quired the commission to reimburse
the USDA for any portion of the Gov-
ernment’s cost of purchasing surplus
dairy products that could be attributed
to an increase in milk production in
the Northeast in excess of the pro-
jected national average. This provision
was included in the farm bill in re-
sponse to critics’ concern that the
compact price would lead to over-
production of milk in the Northeast
and thus cause Government purchases
of surplus milk under the dairy support
program to rise.

Between March and September of
1998, the commission placed $2 million
in escrow in anticipation of a potential
liability to USDA for surplus pur-
chases. The commission ended up pay-
ing $1.76 million to the USDA toward
the end of the fiscal year and returned
unused escrow funds of $400,000 to the
Northeast producers who did not in-
crease milk production during fiscal
year 1998.

I welcome anybody in this Chamber
to cite any other commodity farm pro-
gram that actually paid back the Fed-
eral Government money, that didn’t
cost the Government any money. I
daresay there is no other instance of
any other commodity farm program
that actually reimbursed the Federal
Government, that didn’t cost the Gov-
ernment one dime—other than the New
England Dairy Compact.

How can other regions of the country
feel threatened by a Northeast Dairy
Compact for fluid milk produced and
sold mainly at home in our region of
the country? This compact did what it
said it would do: Preserve its way of
life, create price stability; it didn’t
cost the Government money; it didn’t
increase production, and if it did in any
small way, we reimbursed the Govern-
ment so it wouldn’t cost any money.

Despite what has been stated by the
opposition, again there has been no ad-
ditional cost to the Federal nutrition
programs, no adverse price impact in
the WIC Program—the Women’s, In-
fants and Children Program—or the
Federal school lunch and breakfast
program. In fact, the advocates of the
programs support the compact and
serve on its commission.

It should be noted that in the farm
bill conference in 1996, the Secretary of
Agriculture was required to review the
dairy compact legislation before imple-

mentation to determine if there was
compelling public interest for the com-
pact within the compact region. In Au-
gust 9, 1996, and only after a public
comment period, Secretary Glickman
authorized the implementation of the
dairy compact, finding that it was, in-
deed, in the compelling public interest
to do so.

In addition, another mechanism for
guaranteeing that this was in their in-
terest, that it wasn’t going to cost
money to the Federal Government, the
Agricultural Appropriations Act of 1998
directed the Office of Management and
Budget to study the economic effects of
the compact and especially its effect in
the Federal food and nutrition pro-
grams. Key findings of the OMB study
released in February 1998 showed that,
for the first 6 months of the compact,
the New England retail milk prices
were 5 cents per gallon lower than re-
tail milk prices nationally.

Also, a GAO study stated that the
compact economically benefited the
dairy producers, increasing their in-
come from milk sales by about 6 per-
cent, with no adverse effects to dairy
farmers outside the compact region.

These were independent studies. We
had OMB, GAO, we had every safety
mechanism and precaution in this leg-
islation, and it has demonstrated time
and time again it is in the best inter-
ests of our small dairy farmers, not
costing the Government money—in
fact, to the contrary.

The consumers in the Northeast
Compact area are showing their will-
ingness to support this compact, to pay
a little more for milk if the additional
money is going directly to the dairy
farmer. Because we are not talking
about big corporate farms, we are talk-
ing about the small dairy farmer whose
family has been in business 100 years,
150 years—generational. That is what
they want to do—to maintain their
families, to maintain a way of life, and
to sell their milk to their local con-
sumers.

Environmental organizations have
supported dairy compacting as the
compact helps to preserve dwindling
agricultural land and open spaces that
help combat urban sprawl.

I will ask unanimous consent to have
printed in the RECORD a joint resolu-
tion from the Legislature of the State
of Maine that was passed last spring. I
have it here on this board. It shows
strong support, on a bipartisan basis,
in the Maine State Legislature, and
how enormously important this com-
pact is to the near 500 dairy farmers in
Maine who produce annually over more
than $100 million in the State of Maine,
and how it is in the best interests of
Maine’s consumers and businesses that
this compact be reauthorized. It is that
important.

So we have Republicans and Demo-
crats in the State legislatures, we have
an independent Governor who supports
it, we have everybody across the polit-
ical spectrum who supports this dairy
compact because they understand the
value of it.
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I also will ask unanimous consent to

have printed in the RECORD a July 15,
1999, letter from Maine’s Commissioner
of Agriculture, who wrote:

I am writing to urge your continued sup-
port of Maine’s dairy farmers. As you know
there is legislation pending before Congress
relating to the reauthorization of the North-
east Dairy Compact Commission, and reorga-
nization of the Federal Milk Marketing Or-
ders. These issues are of the utmost impor-
tance to Maine dairy farmers and the dairy
industry and the infrastructure in this State
as a whole.

We need only look at the recent volatility
of milk prices to see the Northeast Dairy
Compact has been a great success.

He goes on to say:
I cannot stress enough the importance of

this issue to the Maine dairy industry.

I also will ask unanimous consent to
have printed in the RECORD a Sep-
tember 29, 1999, letter from the Council
of State Governments, Eastern Re-
gional Conference, signed by Senators
and Representatives and heads of the
departments of agriculture of Maine,
Connecticut, Delaware, Massachusetts,
New Hampshire, New York, New Jer-
sey, Pennsylvania, Rhode Island, and
Vermont.

These State elected officials from
States all over the Northeast wrote:

The Northeast Interstate Dairy Compact,
in setting minimum regional prices for milk,
has been an essential stabilizing force with
respect to the price that the northeast dairy
farmers receive for the milk they produce.
Because of its regional focus, it has been ex-
tremely successful in promoting adequate
local milk production to meet the needs of
consumers for fresh milk at an affordable
price.

I am also submitting for the RECORD
the Council of State Governments’ res-
olution of August 11, 1999, in support of
the reauthorization of the compact.

Last, I will ask consent to have
printed in the RECORD a September 30
editorial from the Bangor Daily News
in my State of Maine, which states:

The compact helps keep local farmers in
business, not only through price support but
also by keeping enough other farmers at
work. That means a dairy infrastructure of
grain dealers, truck drivers, and farm ma-
chinery salespeople will remain. And that
means jobs where they are needed most, in
the smallest towns whose residents cannot
simply turn to alternative industries. This is
not mere nostalgia for the bucolic past, but
an immediate dollars and cents issue.

The editorial goes on to say:
Certainly there would be less support for

the compact as it stood alone as the sole ag-
ricultural support states enjoyed. But the
sheer number and variety of Federal pro-
grams for crops or for not growing crops, for
research and marketing, for electricity,
grazing water, etc., makes singling out this
relatively small program seem more than a
little short-sighted.

That raises an important point. We
do not get any support. We do not get
the kinds of subsidies that other parts
of the country, other commodity pro-
grams, have received. Our dairy farm-
ers work hard. They work hard for the
sole interest of producing a small
amount, so they can sell to their local
consumers, to their neighbors, to their

community, to their State. That is all
they ever want.

This editorial goes on to say:
None of the Midwestern representatives so

angry about the compact have suggested, for
instance, that Congress end the millions of
dollars spent on local farm research or cut
the power lines at the Hoover dam.

Yet the dairy compact is in no sense dif-
ferent than these programs—or it is different
only in the sense it helps farmers in this re-
gion rather than the usual pattern of helping
farmers in the Midwest. Unless Congress has
some hidden reason to single out punishment
for New England dairy farmers, it should
support the compact as a sensible part of our
Nation’s agricultural policies.

That is an important final point. As
one who served 16 years in the House of
Representatives, and now in my fifth
year in the Senate, I have seen a huge
disparity in our farm programs be-
tween the policies and programs pro-
viding support for the big, the very big,
farmers, and the lack of support for the
small family farmer, who is so indic-
ative and characteristic of my State
and I know the State of Vermont that
my colleague, Senator JEFFORDS, rep-
resents. It is the small family farmer
who just wants to survive, wants to go
about doing his business each and
every day. Yet we are not going to
allow them to do that and to continue
a way of life.

The pattern I have seen in these agri-
cultural programs that are supported
here in this conference report, time
and time again over my 20 years, has
been to the exclusion of the small fam-
ily farmer and to the benefit of the big
agribusiness in America. I say that is a
travesty of justice. I say it is unfair. I
say it is not right.

That is why this dairy compact is so
important. Indeed, it is shortsighted on
the part of the conferees who did not
support the reauthorization in this
conference report. It is shortsighted of
those who are unwilling to give it their
support once again, raising the most
bogus of arguments, which we have dis-
pelled. We have refuted all of their ar-
guments, not just based on our hearsay
alone, but we have had OMB studies,
we have had GAO studies—by
everybody’s reckoning. We even have
legislatures in all the New England
States and in the Northeast that sup-
port this dairy compact, and the Gov-
ernors. Can they be all wrong? Could
they be misrepresenting their constitu-
ency? I say not.

I hope we can defeat this conference
report. It simply is not right. It is sim-
ply not fair. I ask you to support the
small farmers and the way of life they
want to embrace, that they cherish,
and that they want to sustain. We owe
them that much.

Again, I thank my colleague from
Vermont, Senator JEFFORDS, for doing
yeoman’s work on behalf of these small
dairy farmers in his State and my
State, throughout New England and
the other States that want to join be-
cause they have seen the success of
this compact over the last 3 years. It
was a very effective and successful

pilot program, and it deserves to be
continued.

Mr. President, I now ask consent that
the material I referred to be printed in
the RECORD, and I yield the floor.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:

STATE OF MAINE JOINT RESOLUTION

Whereas, Maine has nearly 500 dairy farms
producing milk valued annually at over
$100,000,000; and

Whereas, maintaining a sufficient supply
of Maine-produced milk and milk products is
in the best interest of Maine consumers and
businesses; and

Whereas, Maine is a member of the North-
east Interstate Dairy Compact; and

Whereas, the Northeast Interstate Dairy
Compact will terminate at the end of Octo-
ber 1999 unless action is taken by the Con-
gress to reauthorize it; and

Whereas, the Northeast Interstate Dairy
Compact’s mission is to ensure the continued
viability of dairy farming in the Northeast
and to ensure consumers of an adequate,
local supply of pure and wholesome milk;
and

Whereas, the Northeast Interstate Dairy
Compact has established a minimum price to
be paid to dairy farmers for their milk,
which has helped to stabilize their incomes;
and

Whereas, in certain months the compact’s
minimum price has resulted in dairy farmers
receiving nearly 10% more for their milk
than the farmers would have otherwise re-
ceived; and

Whereas, actions taken by the compact
have directly benefited Maine dairy farmers
and consumers; now, therefore, be it

Resolved: That We, your Memorialists, re-
spectfully urge and request that the United
States Congress reauthorize the Northeast
Interstate Dairy Compact; and be it further

Resolved: That suitable copies of the Me-
morial, duly authenticated by the Secretary
of State, be transmitted to the Honorable
William J. Clinton, President of the United
States, the President of the Senate and the
Speaker of the House of Representatives of
the Congress of the United States, each
member of the United States Congress who
sits as chair on the United States House of
Representatives Committee on Agriculture
or the United States Senate Committee on
Agriculture, Nutrition and Forestry, the
United States Secretary of Agriculture and
each Member of the Maine Congressional
Delegation.

STATE OF MAINE, MAINE DEPART-
MENT OF AGRICULTURE, FOOD &
RURAL RESOURCES

Augusta, ME, July 15, 1999.
Sen. OLYMPIA J. SNOWE,
Washington, DC.

DEAR SENATOR SNOWE: I am writing to urge
your continued support of Maine dairy farm-
ers. As you know, there is legislation pend-
ing before Congress relating to reauthoriza-
tion of the Northeast Dairy Compact Com-
mission and reorganization of the Federal
Milk Marketing Orders. These issues are the
utmost importance to Maine dairy farmers
and the dairy industry and infrastructure in
this state as a whole.

We need only look at the recent volatility
in milk prices to see that the Northeast
Dairy Compact has been a great success. The
Compact was designed to provide dairy farm-
ers with a safety net against huge drops in
prices. While much of the rest of the country
saw recent reductions in prices by up to one
third, the blow to dairy farmers of the north-
east, while substantial, was cushioned by the
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floor price established through the Compact.
The Compact worked! For many Maine dairy
farmers, the Compact has been the difference
between existence and extinction.

There is no question that the Federal Milk
Marketing Orders needed reform. Consolida-
tion of orders and updating of standards and
definitions was long overdue. However, adop-
tion of the pricing changes to the different
classes of milk as proposed by USDA will
have enormous impacts for Maine dairy
farmers. Even by the most conservative esti-
mates produced by USDA, farm income in
the northeast will decrease $84 million dol-
lars per year under the new proposed pricing
system. Most estimates indicate the loss to
farmers will be in excess of $100 million
dollars.

Pending legislation would reauthorize the
Northeast Compact (along with authoriza-
tion of a Southern Compact), require USDA
to adopt the so called 1–A option of pricing
class I milk and require USDA to hold rule-
making hearing on pricing of class III milk.
I urge your continued support and hope you
will encourage uncommitted colleagues to
support the Jeffords/Leahy amendment legis-
lation. I can not stress enough the impor-
tance of this issue to the Maine dairy
industry.

Please contact me with any concerns or
questions you have regarding these impor-
tant matters.

Sincerely,
ROBERT W. SPEAR,

Commissioner.

COUNCIL OF GOVERNMENTS,
Septembver 29, 1999.

Re: Northeast Interstate Dairy Compact.
The Northeast Interstate Dairy Compact,

in setting minimum regional prices for milk,
has been an essential stabilizing force with
respect to the price that northeast dairy
farmers receive for the milk they produce.
Because of its regional focus, it has been ex-
tremely successful in promoting adequate
local milk production to meet the needs of
consumers for fresh milk at an affordable
price.

As you know, the Dairy Compact is due to
expire on October 1, 1999. Twenty five states,
including all of those in the Northeast, have
adopted the Dairy Compact. If it is not reau-
thorized, the resulting volatility in milk
prices will cause regional dairy farmers to
suffer devastating financial consequences.
Therefore, we urge you to promote the ex-
tension of the Northeast Dairy Compact, as
well as ratification of the Southern Dairy
Compact, by Congress in an effort to secure
the financial future of our region’s dairy
farmers.

In summary, we believe prompt action is
necessary on both of these matters that are
so critical to maintaining he viability of the
region’s agriculture industry and, thereby,
our overall economy and quality of life. The
financial losses endured by our farmers are
substantial and immediate. We respectfully
request that you and your Congressional col-
leagues from the Northeast support the
measures we are proposing and promote re-
gional solidarity to assist the struggling
northeast farmers.

Please feel encouraged to contact any of
the signatories below or our staff in the
Council of State Governments’ Eastern of-
fice with responses to this letter and any
recommendations for immediate follow-up
action.

Sincerely,
Representative Jessie G. Stratton, Co-

Chairwoman, Joint Environment Com-
mittee, CT.

John F. Tarburton, Secretary, Depart-
ment of Agriculture, DE.

Representative V. George Carey, Chair-
man, Environment & Natural Re-
sources Committee, DE.

Senator John M. Nutting, Co-Chairman,
Joint Agriculture, Conservation & For-
estry Committee, ME.

Jonathan Healy, Secretary, Department
of Agriculture, MA.

Stephen Taylor, Commissioner, Depart-
ment of Agriculture, Markets & Food,
NH.

Assemblyman William Magee, Chairman,
Assembly Agriculture Committee, NY.

Representative Italo Cappabianco, Mi-
nority Chairman, Agriculture & Rural
Affairs Committee, PA.

Ken Ayars, Chief, Division of Agriculture
& Marketing, Department of Environ-
mental Management, RI.

Representative Douglas W. Petersen, Co-
Chairman, Joint Natural Resources &
Agriculture Committee, MA.

Assemblywoman Connie Myers, Vice-
Chair, Agriculture & Natural Re-
sources Committee, NJ.

Representative Thomas E. Armstrong,
Member, House Agriculture & Rural
Affairs Committee, PA.

Senator William Slocum, Minority
Chairman, Senate Agriculture & Rural
Affairs Committee, PA.

Leon C. Graves, Commissioner, Depart-
ment of Agriculture, VT.

COUNCIL OF STATE GOVERNMENTS,
EASTERN REGIONAL CONFERENCE,

Burlington, VT, August 11, 1999.

REAUTHORIZATION OF THE NORTHEAST INTER-
STATE DAIRY COMPACT AND THE RATIFICA-
TION OF A SOUTHERN COMPACT

Whereas, the Northeast Interstate Dairy
Compact has maintained a successful track
record of stabilizing the price dairy farmers
receive for the milk they produce and has
created a beneficial partnership between
consumers and dairy farmers; and

Whereas, it is in the best interest of the
general public to perpetuate our existing
dairy industry and insure the continuance of
local production to adequately meet the de-
mand of all consumers for fresh milk at an
affordable price; and

Whereas, dairy compacts have received the
support of diverse coalitions, representing
state and local governments, consumers, en-
vironmentalists, land conservation interests,
financial institutions, equipment and feed
dealers, veterinarians, the tourism industry,
and agricultural organizations; and

Whereas, compacts are complimentary to
the Federal Milk Marketing Order System,
which provides the basis for orderly milk
marketing through a uniform federal min-
imum pricing structure; and compacts take
into account regional differences in the cost
of producing fluid milk, and therefore permit
a more localized determination of milk
prices, allowing the compact to work in con-
cert with the Federal Order System; and

Whereas, there has recently been a drop in
the Basic Formula Price of $6 cwt, empha-
sizing the volatility that exists within the
dairy industry; and

Whereas, the Constitution of the United
States expressly authorizes the states to
enter into interstate compacts with the ap-
proval of Congress and twenty-five states
have passed legislation seeking authority to
enter into an interstate dairy compact; and

Now, therefore be it Resolved, That, we re-
quest that the 106th Congress of the United
States take immediate action to reauthorize
the Northeast Interstate Dairy Compact and
ratify a Southern Compact.

[From the Bangor Daily News, Sept. 30, 1999]
MILK AND MONEY

As a strict measure of its faithfulness to
letting the market choose winners and los-
ers, the Northeast Interstate Dairy Compact
fails entirely. As policy for promoting eco-
nomic diversity, food safety and open space,
however, it is an important program for the
region.

The compact helps dairy farmers by guar-
anteeing a minimum price for milk. Though
it has cost consumers approximately 15 cents
per gallon since 1996, it returns to them at
least that much value through other means.
As members of Congress debate the future of
the compact—which was set to end tomorrow
but has been postponed by a judge’s ruling
Tuesday—they should keep in mind that
their decision affects far more than a few
small farmers.

The compact helps keep local farms in
business not only through the price support
but also by keeping enough other farmers at
work. That means a dairy infrastructure of
grain dealers, truck drivers and farm ma-
chinery salespeople will remain. And that
means jobs where they are needed most, in
the smallest towns whose residents cannot
simply turn to alternative industries. This is
not mere nostalgia for the bucolic past, but
an immediate dollars and cents issue.

Having a healthy dairy industry is far
more useful and considerably less expensive
to Maine taxpayers than sitting by and
watching these farms go under, then setting
loose its retraining programs and hoping for
the best. On a national level, the compact
prevents an overdependence on a few large
Midwestern sources for this important and
highly perishable food. And it gives New
England states more local say on controver-
sial issues such as bovine growth hormone.

Certainly, there would be less support for
the compact if it stood alone as the sole agri-
cultural support states enjoyed. But the
sheer number and variety of federal pro-
grams for crops or for not growing crops, for
research and marketing, for electricity,
grazing and water, etc., makes singling out
this relatively small program seem more
than a little short-sighted. None of the Mid-
western representatives so angry about the
compact have suggested, for instance, that
Congress end the millions of dollars spent on
local farm research or cut the power lines at
the Hoover Dam.

Yet the dairy compact is in no sense dif-
ferent than these programs—or it is different
only in the sense that it helps farmers in
this region rather than the usual pattern of
helping farmers in the Midwest. Unless Con-
gress has some hidden reason to single out
for punishment New England dairy farmers,
it should support the compact as a sensible
part of the nation’s agricultural policies.

The PRESIDING OFFICER. The Sen-
ator from Vermont.

Mr. JEFFORDS. Mr. President, I will
be finishing quickly. I would like to
point out—exactly where the Senator
from Maine left off—why we are here.
It may be a little confusing why we are
involved in a conference report, but it
was pointed out in the farm bill of 1996,
we got agreement that we should run a
pilot program in New England of a very
exciting idea, of a compact where the
States would get together and handle
the problems of their dairy farmers by
having an organized marketing system.

We would show this kind of a system
where people from the States would sit
down on a commission and make sure
the price of milk was held at a level
which would guarantee a supply of
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fresh fluid milk, which is a basic part
of agricultural law, and that the dem-
onstration program would be reviewed
when the milk orders were to be imple-
mented.

What happened? Did the program
work? That was the problem, it did.
That is why we are here tonight be-
cause the program did work.

As the Senator from Maine pointed
out, the opponents of this, in the Mid-
west in particular, were so confident it
was going to fail, they went out and
got the OMB, who they figured would
be most friendly to them being of the
administration, many Democrats—
whatever, that is beside the point—but
so certain were they that it would be a
failure, they got OMB to do a study.

Lo and behold, what happened? The
study came back, and the GAO later
came back and said it worked great, it
is a wonderful program. That is why 25
States now have said that ought to be
a program in which they can get in-
volved. Half the States in the country
have already said it is a success. OMB
said it is a success.

What is the problem now? Why? Be-
cause of the desire of those in the Mid-
west to take over and supply these
areas with milk themselves and not the
local dairy farmers, which helps make
sure we have that fresh quality milk
available, they decided they will put
them out of business.

They cannot put them out of business
because it is working. The processors,
who have been used to setting the price
themselves—in many cases there are
one or two; there are not many proc-
essors, so when there is a good supply
of milk, they can go to zero. That has
stopped. It is working well.

The Department of Agriculture was
not going to do the pilot program. We
had to get it extended.

That is where we are. We wanted to
extend it, and when we had one, at
least we thought we had one in the
conference committee that we would
have approved because the majority in
the House and Senate agreed it was a
good program and ought to be ex-
tended, what happened? Forces came in
and put pressure on Members and we
ended up without a majority in the
committee. Therefore, we got thrown
out into the cold.

We are here to make sure this bill,
which belonged on that conference re-
port, that everyone seemed to agree to,
goes forward. That is why we are now
trying to hold up this bill to get ac-
tion. We are not going to try to hold up
the bill for the disaster payments. We
will get into a further discussion of
this whole bill and the stuff in it.

The one part that worked so well
that does not cost any money and pre-
vents disasters, we cannot get it put
into law. That is why we are here. We
are going to continue. We are going to
fight as long as we possibly can to
make sure the dairy farmers in our
States, the family farms, the small,
beautiful hillsides that have their nice
wonderful cows will be there for people

to look at, and we will have a fresh
supply of milk from our local farms.

Hopefully, since it was such a suc-
cessful program, the 25 States that
have already passed laws through their
legislatures to participate in the com-
pact will have the wonderful opportuni-
ties that have been so successful in
New England.

Mr. President, I yield the floor.
The PRESIDING OFFICER. The Sen-

ator from New Hampshire.
f

MORNING BUSINESS

Mr. SMITH of New Hampshire Mr.
President, I ask unanimous consent
that the Senate now proceed to a pe-
riod for morning business, with Sen-
ators permitted to speak for up to 10
minutes each.

The PRESIDING OFFICER. Without
objection, it is so ordered.
f

CONFERENCE REPORT ON FOR-
EIGN OPERATIONS APPROPRIA-
TIONS

Mr. MCCAIN. Mr. President, I sup-
ported passage of the Conference Re-
port on H.R.2606, the Foreign Oper-
ations Appropriations bill for Fiscal
Year 2000.

Foreign aid programs, which con-
stitute a mere one percent of federal
spending, are an important and under-
appreciated component of United
States foreign and national security
policy. Passage of the annual appro-
priations bill for foreign operations is,
consequently, an imperative. It is for
this reason that I voted for its passage,
and anticipate its being signed into law
by the President.

Despite my support for passage of the
Conference Report, this legislation is
not without its flaws. While it includes
essential economic and military assist-
ance for Israel and Egypt, it contains
none of the funding associated with im-
plementation of the Wye River accords
involving Israel, Jordan, and the Pales-
tinian Authority. It is anticipated that
such funding will be included in a sup-
plemental appropriations bill at some
point in the not-too-distant future, but
I question the fiscal and political wis-
dom of budgeting in this manner.
Smoke and mirrors rarely provide for
sound budgeting practices or a coher-
ent foreign policy.

I am also concerned about the con-
tinued inclusion in this legislation of
unrequested earmarks and adds. While
the Conference Report represents a
vast improvement over the bill passed
by the Senate in June, it still rep-
resents the legislature’s continued re-
fusal to desist from earmarking in
spending bills. Such earmarks in the
bill include $500,000 for what by any
other name remains the Mitch McCon-
nell Conservation Fund, $15 million for
American universities in Lebanon, and
a requirement to establish a $200 mil-
lion maritime fund using United States
commercial maritime expertise. The
bill essentially mandates the establish-

ment of an International Law Enforce-
ment Academy in Roswell, New Mex-
ico, thereby demonstrating yet again
that fiscal prudence and operational
necessity remain alien concepts to
members of this body.

There are more examples, but I think
I have made my point. As I have stated
in the past, there is undoubtedly con-
siderable merit to some of the pro-
grams for which funding is earmarked
at the request of members of Congress.
My concern is for the integrity of the
process by which the federal budget is
put together. Merit-based competitive
processes ensure that the interests of
the American taxpayer are protected,
and that the most cost-effective ap-
proach is employed. Absent such proce-
dures, I will continue to have no choice
but to highlight the practice of adding
and earmarking funds for programs and
activities not requested by the respec-
tive federal agencies.

Finally, I must register my strong
opposition to language in the bill pro-
hibiting any direct assistance to Cam-
bodia and requiring U.S. opposition to
loans from international lending insti-
tutions for that impoverished country.
Cambodia’s election was not perfect; in
fact, the months leading up to the vote
were characterized by numerous efforts
on the part of the Cambodian People’s
Party to intimidate its political oppo-
sition. Cambodia, however, is experi-
encing its first period of relative peace
and stability in many years, and it is
regrettable that some in the Senate re-
main committed to isolating the gov-
ernment in Phnom Penh during a time
when we should be working within that
country to strengthen democratic in-
stitutions while facilitating economic
growth. Section 573 of the Conference
Report, consequently, represents a sig-
nificant impediment to our ability to
help Cambodia move forward from an
enormously painful past.

Despite these flaws, Mr. President, I
reiterate my support for passage of the
bill and request the accompanying list,
be printed in the RECORD.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:
FOREIGN OPERATIONS, EXPORT FINANCING, AND

RELATED PROGRAMS FOR THE FISCAL YEAR
ENDING SEPTEMBER 30, 2000, AND FOR OTHER
PURPOSES—DIRECTIVE LANGUAGE AND EAR-
MARKS

BILL LANGUAGE PROVISIONS

Not less than $500,000 should be made avail-
able for support of the United States Tele-
communications Training Institute;

$19.6 million shall be available for the
International Fund for Ireland;

$10 million shall be available for the Rus-
sian Leadership Program;

$1 million shall be available for the Robert
F. Kennedy Memorial Center for Human
Rights;

Sense of Congress that the Overseas Pri-
vate Investment Corporation shall create a
maritime fund with total capitalization of up
to $200 million. The fund shall leverage U.S.
commercial maritime expertise;

REPORT LANGUAGE PROVISIONS

The Agency for International Development
is ‘‘encouraged’’ to provide assistance for the
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Morehouse School of Medicine to establish
an International Center for Health and De-
velopment;

$250,000 shall be made available to the
International Law Institute;

AID is directed to restore biodiversity
funding, which benefits the agricultural and
pharmaceutical industries;

$700,000 is earmarked for Historically
Black Colleges and Universities for imple-
mentation of a distance learning program;

AID is directed to ‘‘uphold its commit-
ment’’ to American Schools and Hospitals
Abroad by providing at least $15 million for
fiscal year 2000, with the money allocated to
institutions operating in Lebanon;

The bill directs that $500,000 shall be pro-
vided for research, training and related ac-
tivities in the Galapagos Islands. Usually re-
ferred to as the Mitch McConnell Conserva-
tion Fund, the money will likely be allo-
cated for the Charles Darwin Research Sta-
tion and the Charles Darwin Foundation;

$861,000 is earmarked for the Seeds of
Peace program;

$5 million is earmarked for the Irish Peace
Process Cultural and Training Program.

$19 million is earmarked for the Inter-
national Fund for Ireland;

$10 million is earmarked for the Russian
Leadership Program;

$3 million is earmarked for Carelift Inter-
national to support social transition initia-
tives in Central Europe and the new inde-
pendent states;

The Department of State is directed to
take measures ensuring the establishment of
the International Law Enforcement Acad-
emy of the Western Hemisphere at the
deBremmond Training Center in Roswell,
New Mexico;

$35.8 million is earmarked for the Global
Environment Facility.

Total: $321 million.

f

RESEARCH AND
EXPERIMENTATION TAX CREDIT
Mrs. FEINSTEIN. Mr. President, I

rise to note that since June 30 of this
year, the Research and Experimen-
tation Tax Credit has, once again, been
allowed to lapse. As this body considers
whether to enact a so-called ‘‘extend-
ers’’ package, I want to urge my col-
leagues to include and pass a perma-
nent extension of the Research and Ex-
perimentation tax credit.

The research and experimentation
tax credit provides business an incen-
tive to fund development of the tech-
nologies of tomorrow by providing a
tax credit for investments in research.

The research and experimentation
tax credit is an important element in
the creation of strong economic growth
and rising productivity. Industry lead-
ers have credited it with spawning pri-
vate enterprise investments. It is espe-
cially important to the high-tech and
emerging growth industries that are
driving the California economy. And,
because it creates jobs and spurs eco-
nomic activity, the research and ex-
perimentation tax credit helps to in-
crease the tax base, paying back the
benefit of the credit.

Yet, despite its many benefits, for 18
years the research and experimen-
tation tax credit remains, inexplicably,
a temporary tax provision requiring
regular renewal.

In fact, since 1981, when it was first
enacted, the Research and Experimen-

tation Tax Credit has been extended
nine times. In four instances the re-
search credit had expired before being
renewed retroactively and, in one in-
stance, it was renewed for a mere six
months.

This is not a process which is condu-
cive to encouraging business invest-
ment in the innovative industries—
high technology, electronics, com-
puters, software, and biotechnology,
among others—which will provide fu-
ture strength and growth for the U.S.
economy.

Earlier in this decade California was
faced with its severest economic down-
turn since the Great Depression.
Today, the California economy is
healthy and vibrant, and it is so in no
small part because of the critical role
played by innovative research and de-
velopment efforts in nurturing new
‘‘high tech’’ industries.

Today the 150 largest Silicon Valley
companies are valued at well-over $500
billion, $500 billion which did not exist
two decades ago. Much of this growth
is a result of ability of companies to
undertake long-range and sustained re-
search in cutting-edge technologies.
Scores of California companies—and
companies across the country—owe
much of their success and growth to
the incentive provided by the research
and experimentation tax credit.

Research and experimentation is the
lifeblood of high technology develop-
ment, and if we want to continue to
replicate the successful growth that
has characterized the U.S. economy
during this past decade it is crucial
that we create a permanent research
and experimentation tax credit.

For example, Pericom Semicon-
ductor, located in San Jose, has ex-
panded from a start-up company in 1990
to a company with over $50 million in
revenue and 175 employees by the end
of last year and is ranked by Deloitte
Touche as one of the fastest growing
companies in Silicon Valley. According
to a letter I received from Pericom,
utilization of the research and experi-
mentation tax credit has been key to
their success, enabling them to add en-
gineers, conduct research, and expand
their technology base.

Indeed, according to a 1998 study con-
ducted by the national accounting firm
Coopers & Lybrand, a permanent credit
will increase GDP by nearly $58 billion
(in 1998 dollars) over the next decade.
The productivity gains from a perma-
nent extension will allow workers
throughout the Nation to earn higher
wages, and the additional tax revenue
created by these new jobs will help pay
back the benefit of the credit.

Whether it is advances in health
care, information technology, or envi-
ronmental design, research and devel-
opment are critical ingredients for
fueling the process of economic growth.

Moreover, aggressive research and
experimentation is essential for U.S.
industries fighting to be competitive in
the world marketplace. For example,
American biotechnology is the world

leader in developing effective treat-
ments and biotech is considered one of
the critical technologies for the 21st
century. With other countries heavily-
subsidizing research and development,
it is critical that U.S. companies also
receive incentive to invest the nec-
essary resources to stay on top of
breakthrough developments.

I recently received a letter from the
CEO of Genentech, for example, in
which he wrote:

The R&D tax credit is especially important
to Genentech and our patients. Our newest
therapy, Herceptin, which is used to treat
metastatic breast cancer, is a prime exam-
ple. The early clinical trials for Herceptin
showed that it was a somewhat effective
treatment for metastatic breast cancer, but
the results were not particularly robust. It
was a classic case of a research project being
‘‘on the bubble’’ in terms of deciding whether
to go forward into the most expensive phase
of human clinical trials. However, because
the value of the tax credit to Genentech di-
rectly means that we are able to move one
additional drug candidate each year into
clinical trials, we were able to move forward
with the Phase III Herceptin clinical trial in
late 1994. I dare say that without the R&D
credit, Herceptin might well not have be-
come a reality. Today, thousands of patients
are receiving this important treatment.

I ask unanimous consent that the
full text of the September 30, 1999 let-
ter from Genentech Chairman Arthur
Levinson be printed in the RECORD.

There being no objection, the letter
was ordered to be printed in the
RECORD, as follows:

GENENTECH, INC.,
San Francisco, CA, September 30, 1999.

Hon. DIANNE FEINSTEIN,
Hon. BARBARA BOXER,
U.S. Senate, Hart Senate Office Building,

Washington, DC.
DEAR SENATOR FEINSTEIN AND SENATOR

BOXER. On behalf of Genentech, I would like
to thank you both for your long-standing
leadership and support for the Research and
Experimentation Tax Credit, more com-
monly known as the R&D tax credit. Once
again, however, we find ourselves in the per-
ilous position of the Congressional session
quickly coming to an end without providing
an extension of the credit, which expired on
June 30, 1999. As you are well aware, the
credit is critical to California’s economy, as
the high technology and biotechnology sec-
tors count on the value of the credit to con-
tinue the economic expansion our sectors
have enjoyed for the past few years.

The R&D tax credit is especially important
to Genentech and our patients. Our newest
therapy, Herceptin, which is used to treat
metastatic breast cancer, is a prime exam-
ple. The early clinical trials for Herceptin
showed that it was a somewhat effective
treatment for metastatic breast cancer, but
the results were not particularly robust. It
was a classic case of a research project being
‘‘on the bubble’’ in terms of deciding whether
to go forward into the most expensive phase
of human clinical trials. However, because
the value of the tax credit to Genentech di-
rectly means that we are able to move one
additional drug candidate each year into
clinical trials, we were able to move forward
with the Phase III Herceptin clinical trial in
late 1994. I dare say that without the R&D
credit, Herceptin might well not have be-
come a reality. Today, thousands of patients
are receiving this important therapy.

Clearly, Genentech is among the most re-
search intensive companies in the world. In



CONGRESSIONAL RECORD — SENATES12228 October 7, 1999
1996, we invested $471 million, or 49% of our
revenue, on research and development and
have consistently devoted more than 30% of
revenues to R&D in the subsequent years.
But research is our lifeblood. It gives life to
the ideas we test to treat serious, unmet
medical needs. Our strong portfolio of prod-
ucts is a direct reflection of the ideas our
scientists have brought from the lab to the
patient. And, as evidenced by our exciting
pipeline, I firmly believe the best of our
science is yet to come.

Direct federal support for overall research
has, for the most part, been declining for
over a decade. While a long-term commit-
ment to increasing funds available to the
federal government for basic research is im-
portant, maximizing private industry inno-
vation through a permanent R&D tax credit
is perhaps the most cost-effective means of
ensuring that high levels of private-sector
investment will continue to be made.

Your leadership and commitment to the
R&D tax credit, has resulted in great eco-
nomic benefit for both our country and for
California. I encourage you to, once again,
redouble your efforts to extend the credit
now so that greater economic benefits and
new therapies can benefit all Americans.

I have attached a couple of op-ed pieces re-
garding the credit which I and others wrote,
and which ran in the San Jose Mercury over
the last two years. I look forward to con-
tinuing to work with you and your staffs in
support of the R&D tax credit.

Sincerely,
ARTHUR D. LENINSON, Ph.D.,

Chairman and Chief Executive Officer.

Mrs. FEINSTEIN. Most biotech re-
search and development efforts are
long term projects spanning five to ten
years, sometimes more. The uncer-
tainty created by the temporary and
sporadic extensions is incompatible
with the basic needs of biotech innova-
tion—providing companies with a sta-
ble time frame to plan, launch, and
conduct research activities. In the case
of a promising but financially inten-
sive research project, such unpredict-
ability can make the difference as to
whether the project is completed or
abandoned.

Anyone who has watched the growth
of America’s high tech sector in the
past two decades—much of it in Cali-
fornia—has seen first hand how re-
search and development investment
leads to new jobs, new businesses, and
even entire new industries. And anyone
who has benefitted from breakthrough
products—from new treatments for ge-
netic disorders to cleansing contami-
nated groundwater—has felt the effect
of this tax credit.

Over the past two decades the re-
search and experimentation tax credit
has proven its worth in creating new
technologies and jobs and in growing
tax revenues for this country. It should
not be imperilled by remaining a tem-
porary credit, subject to termination
because of the uncertainty of a given
political moment. I urge my colleagues
to work to make sure that any Senate
tax bill contains a permanent exten-
sion for the Research and Experimen-
tation Tax Credit.

INCREASING THE FEDERAL
RESPONSE TO THE AIDS EPIDEMIC

Mr. KERRY. Mr. President, we are
now entering the third decade of the
AIDS epidemic and while we have made
some progress in fighting this dev-
astating disease, our federal response is
still lacking.

More than 400,000 people have died of
complications associated with acquired
immunodeficiency syndrome since 1981.
Last year, more than 54,000 new cases
of AIDS were reported in this country.
This trend is staggering and belies the
misperception that somehow the AIDS
epidemic in this country or abroad has
abated. While it is true that thera-
peutic and treatment breakthroughs
have led to longer and more productive
fulfilling lives for those living with
HIV, and that the death rate from
AIDS has fallen in recent years, the
fact remains that this epidemic has no
cure and the rate of new infections has
not slowed.

But these are days of great hope, Mr.
President, in the fight against AIDS.
During the years of inaction by the
Reagan and Bush Administrations dur-
ing the 1980s, we entered the second
decade of the epidemic on a much dif-
ferent note: treatments were few, toxic
and largely ineffective; training of phy-
sicians in the care of patients with HIV
was incomplete, uneven and erratic;
discrimination and abuse of people liv-
ing with AIDS in housing, employment
and medical care was rampant and ab-
horrent. It was difficult to have much
hope as we entered the 1990s.

But this decade has seen great prom-
ise. We have made significant strides.
No longer an immediate death sen-
tence, AIDS has lost some—but cer-
tainly not all—of its social stigma. In
that dark dawn of the epidemic, Mr.
President, who would have believed
that we would see a decade in which
two Miss Americas would be AIDS ac-
tivists, touring the country and speak-
ing out on AIDS prevention and care?
In the early 1980s, who would have be-
lieved that we would have an Office of
AIDS Research at the National Insti-
tutes of Health, that funding for the
Ryan White program would increase by
260 percent, or that funding for AIDS
research would increase by 67 percent?

And yet, Mr. President, the rumbling
of the epidemic has not been stilled. In
the early 1980s, who would have be-
lieved that some African countries
would have 25 or 35 percent infection
rates, or that an entire generation of
gay men in the United States would be
lost? Who would have believed that in-
fection rates would continue at stag-
gering paces at the same time leading
voices would declare the epidemic
over? Have we truly become victims of
our own success?

I certainly hope not, for as Tony
Kushner wrote at the end of his monu-
mental play, Angels in America, ‘‘great
work remains to be done.’’

Until we have an AIDS-free day in
America, I will not become compla-
cent. As ranking member of the Hous-

ing subcommittee, I know that great
work remains to be done in finding
shelter for people living with AIDS. I
was pleased that my colleague from
Missouri, Senator BOND, and my friend
from Maryland, Senator MIKULSKI,
were able to answer my request posi-
tively to increase funding by $7 million
for the Housing Opportunities for Peo-
ple With AIDS program in the VA–HUD
and Independent Agencies appropria-
tions bill for fiscal year 2000. This
money is crucial as people living with
AIDS have a fundamental need for ade-
quate and safe housing. I will continue
to work with all of my colleagues to
keep the HOPWA program sufficiently
funded.

Great work remains to be done on
HIV prevention. We are lacking in our
commitment to adequately fund the
Centers for Disease Control in their
anti-HIV efforts. Until a cure is found,
we must ensure that the federal gov-
ernment issues information widely
which is accurate, blunt and unequivo-
cal. Prevention efforts work, Mr. Presi-
dent. I have seen the work of the AIDS
Action Committee in Boston and I can
tell you that their innovative programs
are working to slow the spread of
AIDS. Unlike the increase in funding
which the National Institutes of Health
has received, the CDC’s prevention ef-
forts have remained at roughly the
same level in the past few years. It was
my hope that the appropriators would
have recognized the unmet needs re-
lated to HIV prevention in this country
and it is my fear that the failure to
keep pace with that need portends a
disaster.

For example, in this legislation as in
other legislation this year, we again
were subjected to the perennial ill-in-
formed debate on the issue of needle
exchange. I am dismayed that the
Labor-HHS-Education appropriations
bill will include language which de-
prives the Secretary of Health and
Human Services from using her discre-
tion based on science and empirical
academic study to determine if needle
exchange programs reduce the trans-
mission of HIV without encouraging il-
licit drug abuse. This is bad public pol-
icy, when Senators act like scientists,
and it is bad health policy. It is my
hope that the conferees on this bill will
restore the Secretary’s discretion.

Great work remains to be done in
combating AIDS abroad. We are a fail-
ure in our policy toward Africa. Our
international efforts need to be bol-
stered to assist developing countries
crippled by the effects of HIV disease.
My distinguished colleague and friend
from Vermont, Senator LEAHY, has
been stalwart in raising the funding
levels to fight AIDS abroad in the For-
eign Operations appropriations bill and
the Congress needs to follow his guid-
ance by continuing to increase these
levels. In addition, tomorrow I will in-
troduce the Lifesaving Vaccine Tech-
nology Act of 1999 to spur research of
vaccines to combat diseases which kill
more than one million people every
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year, and I will have much more to say
on this topic at that time.

Great work remains to be done for
hemophiliacs. There is perhaps no
greater neglect by the federal govern-
ment in responding to the AIDS epi-
demic than the ignoring of our hemo-
philiac population. On November 11,
1998 the Ricky Ray Hemophilia Relief
Act was signed into law. The bill, au-
thored by the Senator from Ohio, Sen-
ator DEWINE, received overwhelming
bipartisan support, and I was proud to
be an original co-sponsor of the bill.
When it passed, hemophiliacs felt their
thirteen year battle to be compensated
for the lapse in regulation of our na-
tion’s blood supply was over.

In the early 1980s, it became apparent
that HIV was being improperly
screened, and HIV-tainted blood prod-
uct was being distributed to patients
across the country. At the time, there
were 10,000 Americans suffering with
hemophilia, an illness which requires
regular infusions of blood clotting
agents.

According to the Institute of Medi-
cine’s report on HIV and the Blood
Supply, ‘‘meetings of the FDA’s Blood
Product Advisory Committee in Janu-
ary, February, July and December 1983
offered major opportunities to discuss,
consider, and reconsider . . . and re-
view new evidence and to reconsider
earlier decisions, [yet] blood safety
policies changed very little during
1983.’’ In effect, the report found the
FDA was at fault for not responding to
clear evidence of transmission dangers.
As a result, more than sixty percent of
all Americans with hemophilia were in-
fected with HIV through blood prod-
ucts contaminated by the AIDS virus.
Currently, more than 5,000 have died
and more are dying each day. In my of-
fice, I have been visited by courageous
hemophiliacs and when they leave, I
never know if I will ever see them
again. This population has been deci-
mated, Mr. President, and the personal
tragedy is unspeakable.

We must fully fund the Ricky Ray
Relief Act. The Senate version of the
Labor-HHS-Education bill appropriates
$50 million out of the $750 million need-
ed to fund the Ricky Ray Trust Fund,
and that is certainly better than the
inadequate level of the other body, but
it is a far cry from the level needed by
the hemophiliac community. Members
of this community never anticipated
the one-time compensation from the
trust fund, intended to assist with
staggering medical bills and improve
the quality of their lives, would turn
out to be a pay-out to their estates.

You need only to speak to some of
my constituents, like Therese
MacNeill. She will tell you, as a mom,
the hardship she has experienced in
coping with the tragedy of losing one
son to AIDS and caring for another
who is HIV-positive. Terri MacNeill
will let you know in no uncertain
terms why we must fully fund Ricky
Ray to help families who for years were
storing HIV-infected blood product in

their family refrigerators next to the
lettuce and milk, and now are strug-
gling under mountains of medical bills.

Other countries have recognized the
plight of hemophiliacs who were in-
fected by poorly screened blood. Aus-
tralia, Canada, Denmark, France,
Italy, and Switzerland are just some of
the countries which have established
compensation programs. Sixty Sen-
ators signed on as co-sponsors of the
legislation authorizing the establish-
ment of the Ricky Ray Trust Fund.
Now is the time to realize our commit-
ment to the hemophiliac population on
par with other countries as well as our
own actions in authorizing the bill. I
hope that when the appropriations con-
ference committee meets on this bill,
the funding levels for the Ricky Ray
act are raised substantially.

Mr. President, let me conclude by
saying that I am heartened by the re-
sponse of my friends, the distinguished
Senator from Pennsylvania, Senator
SPECTER, and the able Senator from
Iowa, Senator HARKIN, in crafting this
legislation. They have risen to an in-
credible challenge in the funding of
programs designed for AIDS care, re-
search and treatment, and I remain
committed to work with them during
this year and next to finish some of the
great work that remains to be done, es-
pecially in regard to HIV prevention
programs and the Ricky Ray Trust
Fund.
f

THE VERY BAD DEBT BOXSCORE

Mr. HELMS. Mr. President, at the
close of business yesterday, Wednes-
day, October 6, 1999, the Federal debt
stood at $5,654,882,997,504.81 (Five tril-
lion, six hundred fifty-four billion,
eight hundred eighty-two million, nine
hundred ninety-seven thousand, five
hundred four dollars and eighty-one
cents).

One year ago, October 6, 1998, the
Federal debt stood at $5,536,217,000,000
(Five trillion, five hundred thirty-six
billion, two hundred seventeen mil-
lion).

Five years ago, October 6, 1994, the
Federal debt stood at $4,690,449,000,000
(Four trillion, six hundred ninety bil-
lion, four hundred forty-nine million).

Ten years ago, October 6, 1989, the
Federal debt stood at $2,877,626,000,000
(Two trillion, eight hundred seventy-
seven billion, six hundred twenty-six
million) which reflects a doubling of
the debt—an increase of almost $3 tril-
lion—$2,777,256,997,504.81 (Two trillion,
seven hundred seventy-seven billion,
two hundred fifty-six million, nine
hundred ninety-seven thousand, five
hundred four dollars and eighty-one
cents) during the past 10 years.
f

MOTIVES OF VOTE

Mr. SMITH of New Hampshire. Mr.
President, a couple of days ago on the
Senate floor, one of my colleagues,
Senator LEAHY from Vermont, made
some remarks regarding the possible

motives of some of us who made a vote
on a particular nominee, Ronnie White
of Missouri to the Federal court. I
want to read from the Senate manual
what we all know as rule XVIIII. I want
to indicate before reading that I do not
believe Senator LEAHY violated that
rule. That is not the purpose of bring-
ing this up.

The rule says:

No Senator in debate shall, directly or in-
directly, by any form of words impute to an-
other Senator or to other Senators—

Plural—

any conduct or motive unworthy or unbe-
coming of a Senator.

That rule is very clear, and it is not
very often throughout the history of
the Senate that rule has been violated.

I want to quote what Senator LEAHY
said on October 5 on the Senate floor
after the vote on Ronnie White. He
said:

Mr. President, I have to say this with my
colleagues present. When the full history of
Senate treatment of the nomination of Jus-
tice Ronnie White is understood, when the
switches and politics that drove the Repub-
lican side of the aisle are known, the people
of Missouri and the people of the United
States will have to judge whether the Senate
was unfair to this fine man and whether
their votes served the interests of justice and
the Federal courts.

Then the Senator from Vermont con-
cluded by saying:

I am hoping—and every Senator will have
to ask himself or herself this question—the
United States has not reverted to a time in
its history when there was a color test on
nominations.

The reason why I say rule XVIIII was
not violated in that case, I believe, al-
though the Senator from Vermont may
have walked up to the line—he did not
cross it—is because he said ‘‘I am hop-
ing.’’ I, therefore, will not make any
contest at this point on that.

It concerned me deeply that those
comments were made. I want to say for
the record, and it is interesting be-
cause I spoke to at least a dozen col-
leagues who voted the same way I did,
in opposition to this nominee—not that
it matters—who did not even know
what race Mr. White was. I didn’t
know. I had no idea, and I had numer-
ous conversations about this nominee
over the course of several weeks and
months, as his nomination was pend-
ing. I never knew what his race was nor
would I care because I wouldn’t want
to look, frankly. What difference does
it make? It doesn’t make any dif-
ference to me.

This went further than the Senate
floor, which is quite disturbing. In the
Washington Post today is in an article,
‘‘Deepening Rift Over Judge Vote, Mi-
norities Confirmed At a Lower Rate.’’
That was the Washington Post story.
Very prominently pictured in the arti-
cle is a picture of Ronnie White, and in
addition, Senators ASHCROFT and BOND.
There is an implication there that I
don’t like.
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In the article, we have Governor Mel

Carnahan, who happens to be the oppo-
nent of Senator ASHCROFT in the elec-
tion in Missouri for the Senate, who
said:

‘‘Judge White is a highly qualified lawyer
and judge and the [death penalty] figures
were manipulated by Senator Ashcroft to un-
dermine him,’’ Carnahan said.

Then it got a little worse from the
Chief Executive of the United States of
America. I want to point out, if Presi-
dent Bill Clinton were Senator Bill
Clinton, and he said what I am about
to read, in my view, he would have vio-
lated rule XVIIII. That is why I bring it
up. Here is what the President said
about all of us who voted against Mr.
White’s nomination:

Yesterday’s defeat of Ronnie White’s nomi-
nation for the federal district court judge-
ship in Missouri was a disgraceful act of par-
tisan politics. The Republican-controlled
Senate is adding credence to the perception
that they treat minority and women judicial
nominees unfairly and unequally.

That basically is a direct attack on
all of us and our motives, basically ac-
cusing us of being—the implication is
that we are racists, that we do not
treat minorities fairly, and that we dis-
criminate against women as well.

That came from the President of the
United States.

I will also quote from an article in
the Washington Times today in rela-
tion to J.C. Watts, the most prominent
African American Republican in the
Congress of the United States, who was
also deeply offended, as he should have
been, by these remarks. It is inter-
esting what Chairman Watts of the
House Republican Conference said.
This is J.C. Watts talking:

‘‘It is fascinating to me that racism often
is defined, not by your skin color, but by
your ideology,’’ said Mr. Watts, the lone
black Republican in the House, in a luncheon
with editors and reporters at The Wash-
ington Times.

He said further:
Unless you’re a Democrat. It’s OK to do it

to black Republicans, black conservatives.
But don’t do it to a black Democrat.

Then it is racial.
It really is troublesome to me that

we create these barriers between us.
President Clinton said:
[By voting down] the first African Amer-

ican judge to serve on the Missouri State Su-
preme Court, the Republican-controlled Sen-
ate is adding credence to the perceptions
that they treat minority and women judicial
nominees unfairly and unequally.

But anyway, it is troubling to me
that these kinds of things happen. I
voted against the nominee because of
his views on some issues. I spoke to
this on the Senate floor on the same
day. I am quoting myself now:

In the case of Justice White, who now
serves on the Supreme Court in Missouri, he
has demonstrated that he is an activist, and
has a political slant to his opinions in favor
of criminal defendants and against prosecu-
tors. It is my belief that judges should inter-
pret the law, and not impose their own polit-
ical viewpoints.

That is why I voted against Ronnie
White.

Prominent law enforcement people in
Missouri were also opposed to him, and
said so, as Senator ASHCROFT made
very clear.

It is troubling to me that this issue
raises its ugly head when somebody
happens to be African American. I
thought really we would get beyond
this. It would have been nice if the
President of the United States had
said: Ninety-two percent of the minor-
ity nominations that have come
through this Senate have been con-
firmed, most of them unanimously
without even a recorded vote. It would
have been nice if the President said
that was pretty good on the part of this
Senate, instead of singling out one who
had not been confirmed for, I believe,
good reason.

One of the things you find out in the
Senate, if you stay here long enough, is
that you probably have said something
somewhere along the line you would
like to take back. I am going to say up
front regarding my colleague from
Vermont, I do not impugn his motives,
but it is interesting that Senator
LEAHY did not vote to confirm Clarence
Thomas. He voted against Clarence
Thomas, a very prominent member of
the Supreme Court who happens to be
African American—a man I was proud
to support. I did not hear the President
mention any of us who voted for Clar-
ence Thomas, an African American.
The reason is very simple: Clarence
Thomas is a conservative. That is the
reason.

I would never impugn my colleague’s
motives for voting against Clarence
Thomas. I assume he voted against
Clarence Thomas because he was a con-
servative, he did not like his politics,
did not like his views on abortion and
other issues. I believe that.

I say, without any hesitation, if my
colleague were here on the floor now, I
would look at him and say: Absolutely,
I believe you, that that is your motive,
and no other motive.

There was also another vote in 1989 in
committee, for a gentleman by the
name of William Lucas. Lucas was
President Bush’s pick for Assistant At-
torney General for Civil Rights. He
happens to be African American.
Lucas’s nomination never got to the
Senate floor. The vote in Judiciary was
7–7. The Senator from Vermont voted
no. Again, I would never use the issue
of race to say that was the reason for
his vote. I would not even imply it.

So I think it is important that we
move beyond this, stop this divisive-
ness, and give people the benefit of the
doubt, and particularly Senator HATCH
who so many times has brought nomi-
nees whom you and I—I would say to
the Senator in the Chair, I myself have
often disagreed with Senator HATCH on
some of the nominations he has
brought, but he has brought them forth
I think probably more fairly than he
should have in terms of the nomina-
tions he brings forth.

So to throw that blanket over 54 in-
dividuals who voted the way they did,
or even to imply it, is unfortunate.

So I say, to set the record straight, I
am going to vote against a person who
I think is an activist, who does not rep-
resent the views that I believe should
be on the court, no matter what the
color, and, most frankly, without
knowing the color if I can help it be-
cause I do not think it matters. It is
unfortunate in this case that we came
to that.

Mr. President, I want to touch on one
other issue before we close up the Sen-
ate.
f

THE PANAMA CANAL

Mr. SMITH of New Hampshire. A few
days ago, on October 4, I indicated that
there were 88 days until the Panama
Canal would be turned over to the Chi-
nese—to the Panamanians and ulti-
mately into the hands of the Chinese
Communists. That was October 4.

Today is the 7th, so we have 87, 86,
85—we are down to 85 days before the
canal is closed, will be turned over to
the Chinese. I have a chart here on
which I will put some stickers to cross
those days off. The days go fast. I point
out that we are going to see this canal
in the hands of a nation that does not
have positive feelings toward the
United States—to put it as nicely as I
can. So this is the flag of Communist
China. So now 3 more days have gone
by.

I recently addressed this issue of
Panama and the impending turnover
on October 4, a few days ago. Again, 3
more days have passed. The countdown
continues. On December 31, this canal
leaves the control of the United States
and will come into the hands of the
Chinese Communists.

In his book, ‘‘The Path Between the
Seas,’’ David McCullough’s history of
the canal reminds us of its historic im-
portance:

The creation of the Panama Canal was far
more than a vast, unprecedented feat of engi-
neering. It was a profoundly important his-
toric event and a sweeping human drama not
unlike that of war. . . .

Great reputations were made and de-
stroyed. For numbers of men and women, it
was the venture of a lifetime. . . . Because of
it, one nation, France, was rocked to its
foundations. Another, Colombia, lost its
most prized possession, the Isthmus of Pan-
ama. . . .The Republic of Panama was born.
The United States was embarked on a role of
global involvement.

So while the United States has no as-
surances it may remain in Panama
after December 31, despite over-
whelming public opinion in Panama in
support of a continued U.S. presence—
we are going to be leaving—the Chinese
firm of Hutchison Whampoa will be
there in the ports of Cristobal and Bal-
boa on both sides of the canal, having
won, through what was widely regarded
as a corrupt bidding practice, the right
to lease the ports for 25 years and be-
yond. Both sides of the canal will now
be in the control of the Chinese.

After the United States withdraws
from Panama, December 31, there is no
doubt that a security vacuum will be
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created. Who is going to fill it? We
have less than 3 months, 85 days, a very
short window of time to try to work
out a solution that is mutually accept-
able to us and to the Panamanians.

Let us look at the status of the tran-
sition. What bothers me is that this ad-
ministration is doing nothing to try to
renegotiate those leases or to somehow
talk with the Panamanians to try to
get us to remain there. To date, we
have transferred to the Government of
Panama 57,000 acres—remember, we
spent $32 billion building that canal—
57,000 acres and 3,000 buildings con-
trolled by our military, including
schools, hospitals, houses, airports,
seaports, roads, and bridges. It rep-
resents about 62 percent of the total
property.

As of July 1 of this year, U.S. troop
strength was down from 10,000 in Feb-
ruary 1994 to a little over 1,200, so we
are just about finished. All U.S. pres-
ence on the Atlantic side was termi-
nated on 30 June with the transfer of
Fort Sherman and Pina Range. The re-
maining 36,000 acres and 1,900 facilities
will be transferred to the Government
of Panama as follows: On the 28th of
July, the Empire Range for the Army
and the Balboa West Range for the Air
Force will go. On the 13th of August,
the U.S. Army mortuary—these are
what has already happened—on the
17th of August, the Curundu Middle
School; on the 1st of November, Fort
Kobbe, Howard Air Force base, Farfan
housing and radio site will go; Curundu
Laundry; Fort Clayton, West and East
Corozal; Building 1501, Balboa, and
Ancon Hill communications site; and
on December 31, the grand enchilada,
the big prize, the Panama Canal itself,
gone, without a whimper.

It troubles me this issue has not even
entered the Presidential debate in this
country. There is no one at the State
Department or in the Defense Depart-
ment or in the White House talking to
the Panamanians about reopening the
bidding process or renegotiating leases
to try to get in there ahead of the Chi-
nese company. As if to rub it in, to rub
salt in the wound even more, the ac-
tual turnover is going to take place on
December 10. Perhaps they advanced
the date so it wouldn’t interfere with
our Christmas or New Year’s Eve par-
ties or maybe they were afraid of Y2K.
Maybe they were afraid we would get
stuck there.

The bottom line is, on December 10
we will turn it over, which is about 21
days earlier than we should. So I want
to elaborate, again, on the significance
of the canal to seapower, to our Navy,
and to the importance of preserving
both the spirit and the letter of the
neutrality treaty.

I will now discuss the background of
a controversial law in Panama known
as Law 5.

President Teddy Roosevelt was a
reader and admirer of Alfred Thayer
Mahan, a gentleman regarded by many
as the father of the modern American
Navy. Mahan’s book, ‘‘The Influence of

Sea Power,’’ had a profound impact on
Theodore Roosevelt. Mahan traced the
rise and decline of past maritime pow-
ers and concluded that supremacy at
sea translated into national greatness
and commercial success. We are essen-
tially an island or, more specifically, a
peninsula nation. The Navy is very im-
portant to us.

Roosevelt, whose first published
work was ‘‘The Naval War of 1812,’’ had
read Mahan’s book and understood its
importance. It prompted him to be a
strong advocate of constructing the
canal, to be sure the United States
would have easy access through the
isthmus of Panama and into the Pa-
cific from the Atlantic and vice versa.

In World War II, damage to the canal
could have and would have delayed the
buildup of our war efforts in the Pacific
big time. I can’t imagine what it would
be like to not have been able to use the
canal. It would have delayed the flow
of supplies to Great Britain, the Soviet
Union, the dispatch of essential war
materials from South America to the
United States, and on and on.

I am concerned that some officials in
Panama might be somewhat naive
about the canal’s security and about
world history. In June, the then Pan-
amanian Foreign Minister disagreed
sharply with General Wilhelm, head of
SOUTHCOM, who had testified before
the Senate Foreign Relations Com-
mittee that Panamanian security
forces were undermanned and ill
equipped to deal with growing threats
from Colombian guerrilla incursions
and drug traffickers. Panama’s Foreign
Minister at that time, Jorge Ritter,
said the general’s statements were in-
admissible and argued that ‘‘never
have the U.S. military forces been here
to guard our borders, and they have
even less to do with the security of
Panama, nor do they have anything to
do with the security of the canal.’’

Even more surprisingly, the Foreign
Minister alleged that the growth of
drugs in Panama did not begin with
withdrawal of U.S. troops but, instead,
grew while there were military bases in
Panama.

Perhaps this gentleman, with all due
respect, has forgotten what happened
in 1989. During questioning before the
Senate Foreign Relations Committee,
Adm. Thomas Moorer, former Chair-
man of the Joint Chiefs of Staff, was
asked if the 1977 treaty had been more
helpful or more harmful to U.S. inter-
ests. Moorer’s immediate response was
that 26 soldiers had died in Operation
Just Cause in 1989. Among the reasons
for the military intervention—to
thwart drug trafficking, to preserve de-
mocracy in Panama, and to defend the
canal—26 Americans gave their lives.
To have Mr. Ritter make those kinds of
statements is outrageous.

Part of the Senate Foreign Relations
Committee hearing testimony includes
some interesting commentary on the
background of Mr. Ritter. He was the
president of the Panama Canal Author-
ity. He was also the chief Panamanian

negotiator who reportedly torpedoed
the base talks in Panama. He was tied
by the Panamanian press and outside
press to the highest levels of drug car-
tels and served as Panama’s ambas-
sador to Colombia during the time that
Manuel Noriega was doing business
with the drug cartels in Colombia. He
was Noriega’s point man, bottom line.

It was also reported to the press that
Ritter had issued a Panamanian ID
card for Jorge Escobar, which was
found on him when he died in Colombia
in a shoot-out with law enforcement. I
am not surprised that Mr. Ritter
downplayed the importance of the
canal and U.S. military base rights. It
doesn’t surprise me at all.

Hopefully, with the recent inaugura-
tion of President Moscoso, that atti-
tude, as expressed by the former For-
eign Minister, has changed. I hope it
has. I am told that the new Panama-
nian President was planning to visit
but, for whatever reason, I am not sure,
canceled her trip. I had hoped to have
the opportunity to meet with her.
Hopefully, we will be able to do that at
some point in the future.

I have been informed that, unlike her
predecessor, President Moscoso would
like to do business with the United
States and would like to be above
board with the negotiations. I wish her
much success. I hope she realizes how
important her actions are. It would be
nice if some in the State Department
and the administration would talk
with her and encourage her in the next
few weeks and months.

I also hope that it is not too late for
her to weigh in on the decision about
the leases at Cristobal and Balboa. I re-
alize that would take a lot of political
courage for her, but I hope she will give
a thorough review of the bidding proc-
ess, its known irregularities, and its
compliance with both the spirit and
the letter of the canal and neutrality
treaty.

In conclusion, this Law 5 reportedly
does the following: It gives responsi-
bility for hiring new pilots for the
canal who control the ships passing
through the canal. It gives Hutchison
Whampoa, the Chinese company, the
right to possess Rodman Naval Station
when it reverts to Panama this year. It
gives the authority to control the
order of ships utilizing the entrance to
the canal and to deny ships access to
the ports and entrances of the canal, if
they are deemed to be interfering with
Hutchinson’s business operations. Con-
trast this with the explicit grant of ex-
peditious passage in the 1977 treaty,
which the Panama Canal treaty gave
to the U.S. Navy.

Now we are seeing the Chinese Com-
munists—and there are thousands of
Chinese now in Panama. People say:
Well, it is private business. There is no
private business in China. It is all con-
trolled by the government, whatever
they do. So this is government business
in China. It is Chinese Communist gov-
ernment in Panama by the Chinese.
Law 5 gives the right to transfer uni-
laterally its rights to a third party to
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any company or any country they se-
lect. This ought to be troublesome, and
yet it is not even on the radar screen in
the political debates around our coun-
try today.

Certain public roads could become
private in a hurry, which could impact
canal access.

This Hutchison Whampoa deal in-
cludes U.S. Naval Station Rodman, as
mentioned previously; U.S. Air Station
Albrook; Diablo; Balboa, a Pacific
U.S.-built port; Cristobal, an Atlantic
U.S.-built port; the island of Telfers,
strategically located adjacent to
Galeto Island, a critical communica-
tions center.

Telfers Island is said to be the future
home of a Chinese work in progress, an
export zone, called the ‘‘Great Wall of
China’’ project.

I cannot understand how we can ig-
nore this presence into the Western
Hemisphere. Monroe would turn over in
his grave. The Monroe Doctrine said
that foreign European nations, and
other nations around the world, should
stay out of the Western Hemisphere.
Yet, here they are.

Law 5 is subservient to the 1977 trea-
ty. But if we fail to notice the discrep-
ancies and fail to act upon those dis-
crepancies, or to point out there are
potential compliance problems, then
we lose the opportunity to respond.

As I said before, I don’t have the
easel here now, but it’s 84 more days.
We will come back next week, and I
will come back with the chart and it
will be 79 days, or whatever it happens
to be. But as each day ticks off, an-
other day goes by—another day we
haven’t talked to President Moscoso
and we haven’t tried to reopen the ne-
gotiations, and we are another day
closer to turning the Panama Canal
not over to the Panamanians, but to
the Chinese Communists—and not a
whimper from anybody in the State
Department, or the President, the De-
fense Department, Presidential cam-
paigns, or anywhere. So the days are
getting short. I think that I have an
obligation to tell the American people,
on a day-to-day basis—remind them—
about what is going on.
f

ENROLLED BILL PRESENTED

The Secretary of the Senate reported
that on October 7, 1999, he had pre-
sented to the President of the United
States, the following enrolled bill:

S. 559. An act to designate the Federal
building located at 300 East 8th Street in
Austin, Texas, as the ‘‘J.J. ‘Jake’ Pickle
Federal Building.’’

f

EXECUTIVE AND OTHER
COMMUNICATIONS

The following communications were
laid before the Senate, together with
accompanying papers, reports, and doc-
uments, which were referred as indi-
cated:

EC–5528. A communication from the Dep-
uty General Counsel, Federal Bureau of In-

vestigation, Department of Justice, trans-
mitting, pursuant to law, the report of a rule
entitled ‘‘Federal Bureau of Investigation,
Criminal Justice Information Services Divi-
sion Systems and Procedures’’ (RIN1105–
AA63), received October 4, 1999; to the Com-
mittee on the Judiciary.

EC–5529. A communication from the Gen-
eral Counsel, Federal Emergency Manage-
ment Agency, transmitting, pursuant to law,
the report of a rule entitled ‘‘National Flood
Insurance Program; Procedures and Fees for
Processing Map Changes; 64 FR 51461; 09/23/
99’’, received September 30, 1999; to the Com-
mittee on Banking, Housing, and Urban Af-
fairs.

EC–5530. A communication from the Chair-
man, Federal Deposit Insurance Corporation,
transmitting, pursuant to law, the annual re-
port for calendar year 1998; to the Committee
on Banking, Housing, and Urban Affairs.

EC–5531. A communication from the Assist-
ant General Counsel for Regulatory Law, De-
partment of Energy, transmitting, pursuant
to law, the report of a rule entitled ‘‘Safety
of Nuclear Explosive Operations’’ (AL
452.2A), received October 4, 1999; to the Com-
mittee on Energy and Natural Resources.

EC–5532. A communication from the Prin-
cipal Deputy Assistant Secretary for Con-
gressional Affairs transmitting a draft of
proposed legislation entitled ‘‘Veterans Pro-
grams Improvement Act of 1999’’; to the
Committee on Veteran’s Affairs.

EC–5533. A communication from the Direc-
tor, Office of Regulations Management, De-
partment of Veterans Affairs, transmitting,
pursuant to law, the report of a rule entitled
‘‘Enrollment-Provision of Hospital and Out-
patient Care to Veterans’’ (RIN2900–AJ18),
received October 4, 1999; to the Committee on
Veteran’s Affairs.

EC–5534. A communication from the Direc-
tor, National Science Foundation, transmit-
ting, pursuant to law, the 1998 biennial re-
port of the Committee on Equal Opportuni-
ties in Science and Engineering; to the Com-
mittee on Health, Education, Labor, and
Pensions.

EC–5535. A communication from the Com-
missioner of Social Security transmitting a
draft of proposed legislation entitled ‘‘Civil
Monetary Penalty Extension Act of 1999’’; to
the Committee on Finance.

EC–5536. A communication from the Chief,
Regulations Unit, Internal Revenue Service,
Department of the Treasury, transmitting,
pursuant to law, the report of a rule entitled
‘‘Weighted Average Interest Rate Update’’
(Notice 99–49), received September 27, 1999; to
the Committee on Finance.

EC–5537. A communication from the Chief,
Regulations Unit, Internal Revenue Service,
Department of the Treasury, transmitting,
pursuant to law, the report of a rule entitled
‘‘Appeals Customer Service Program’’ (An-
nouncement 99–98, 1999–412 I.R.B.—, dated Oc-
tober 18, 1999), received October 4, 1999; to the
Committee on Finance.

EC–5538. A communication from the Direc-
tor, Office of Regulatory Management and
Information, Office of Policy, Planning and
Evaluation, Environmental Protection Agen-
cy, transmitting, pursuant to law, the report
of a rule entitled ‘‘Ethalfluralin; Reestab-
lishment of Tolerance for Emergency Ex-
emptions’’ (FRL #6383–2), received October 4,
1999; to the Committee on Agriculture, Nu-
trition, and Forestry.

EC–5539. A communication from the Direc-
tor, Office of Regulatory Management and
Information, Office of Policy, Planning and
Evaluation, Environmental Protection Agen-
cy, transmitting, pursuant to law, the report
of a rule entitled ‘‘Tebuconazole; Extension
of Tolerance for Emergency Exemptions’’
(FRL #6386–4), received October 4, 1999; to the
Committee on Agriculture, Nutrition, and
Forestry.

EC–5540. A communication from the Direc-
tor, Office of Procurement and Property
Management, Department of Agriculture,
transmitting, pursuant to law, the report of
a rule entitled ‘‘Agriculture Acquisition Reg-
ulation: Part 415 Reorganization; Con-
tracting by Negotiation’’ (RIN0599–AA07), re-
ceived September 30, 1999; to the Committee
on Agriculture, Nutrition, and Forestry.

EC–5541. A communication from the Ad-
ministrator, Agricultural Marketing Serv-
ice, Marketing and Regulatory Programs,
Department of Agriculture, transmitting,
pursuant to law, the report of a rule entitled
‘‘Avocados Grown in South Florida and Im-
ported Avocados; Revision of the Maturity
Requirements for Fresh Avocados’’ (Docket
No. FV99–915–2 FR), received October 4, 1999;
to the Committee on Agriculture, Nutrition,
and Forestry.

EC–5542. A communication from the Ad-
ministrator, Agricultural Marketing Serv-
ice, Marketing and Regulatory Programs,
Department of Agriculture, transmitting,
pursuant to law, the report of a rule entitled
‘‘Fresh Bartlett Pears Grown in Oregon and
Washington; Increased Assessment Rate’’
(Docket No. FV99–931–1 FR), received Sep-
tember 30, 1999; to the Committee on Agri-
culture, Nutrition, and Forestry.

EC–5543. A communication from the Ad-
ministrator, Agricultural Marketing Serv-
ice, Marketing and Regulatory Programs,
Department of Agriculture, transmitting,
pursuant to law, the report of a rule entitled
‘‘Vidalia Onions Grown in Georgia; De-
creased Assessment Rate’’ (Docket No. FV98–
955–1 FIR), received September 30, 1999; to
the Committee on Agriculture, Nutrition,
and Forestry.

EC–5544. A communication from the Ad-
ministrator, Agricultural Marketing Serv-
ice, Marketing and Regulatory Programs,
Department of Agriculture, transmitting,
pursuant to law, the report of a rule entitled
‘‘Oranges, Grapefruit, Tangerines, and Tan-
gelos Grown in Florida; Modification of Pro-
cedures for Limiting the Volume of Small
Red Seedless Grapefruit’’ (Docket No. FV99–
905–4 IFR), received September 30, 1999; to
the Committee on Agriculture, Nutrition,
and Forestry.

EC–5545. A communication from the Ad-
ministrator, Agricultural Marketing Serv-
ice, Marketing and Regulatory Programs,
Department of Agriculture, transmitting,
pursuant to law, the report of a rule entitled
‘‘Voluntary Egg, Poultry and Rabbit Grading
Regulations’’ (Docket No. PY–99–904 ), re-
ceived September 30, 1999; to the Committee
on Agriculture, Nutrition, and Forestry.

EC–5546. A communication from the Ad-
ministrator, Agricultural Marketing Serv-
ice, Marketing and Regulatory Programs,
Department of Agriculture, transmitting,
pursuant to law, the report of a rule entitled
‘‘Interim Final Rule-Revision of Regulation
for Mandatory Inspection (Flue-Cured To-
bacco)’’ (Docket No. TB–99–07), received Sep-
tember 30, 1999; to the Committee on Agri-
culture, Nutrition, and Forestry.

EC–5547. A communication from the Man-
ager, Federal Crop Insurance Corporation,
Department of Agriculture, transmitting,
pursuant to law, the report of a rule entitled
‘‘Final Rule: General Administrative Regula-
tions; Interpretations of Statutory and Reg-
ulatory Provisions’’ (RIN0563–AB74), received
October 4, 1999; to the Committee on Agri-
culture, Nutrition, and Forestry.

EC–5548. A communication from the Acting
Inspector General, Department of Defense,
transmitting, pursuant to law, a report rel-
ative to the DoD annual financial audit of
the uses of the Superfund; to the Committee
on Environment and Public Works.

EC–5549. A communication from the Direc-
tor, Office of Regulatory Management and
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Information, Office of Policy, Planning and
Evaluation, Environmental Protection Agen-
cy, transmitting, pursuant to law, the report
of a rule entitled ‘‘Approval and Promulga-
tion of Implementation Plans; Indiana’’
(FRL #6452–6), received September 30, 1999; to
the Committee on Environment and Public
Works.

EC–5550. A communication from the Direc-
tor, Office of Regulatory Management and
Information, Office of Policy, Planning and
Evaluation, Environmental Protection Agen-
cy, transmitting, pursuant to law, the report
of a rule entitled ‘‘Approval and Promulga-
tion of Implementation Plans; California
State Implementation Plan Revision, Santa
Barbara County Air Pollution Control Dis-
trict and South Coast Air Quality Manage-
ment District’’ (FRL #6448–5), received Octo-
ber 4, 1999; to the Committee on Environ-
ment and Public Works.

EC–5551. A communication from the Direc-
tor, Office of Regulatory Management and
Information, Office of Policy, Planning and
Evaluation, Environmental Protection Agen-
cy, transmitting, pursuant to law, the report
of a rule entitled ‘‘Final Authorization of
State Hazardous Waste Management Pro-
gram Revision’’ (FRL #6448–5), received Oc-
tober 4, 1999; to the Committee on Environ-
ment and Public Works.

EC–5552. A communication from the Direc-
tor, Office of Regulatory Management and
Information, Office of Policy, Planning and
Evaluation, Environmental Protection Agen-
cy, transmitting, pursuant to law, the report
of a rule entitled ‘‘Technical Support Docu-
ment for the Evaluation of Aerobic Biologi-
cal Treatment Units with Multiple Mixing
Zones’’, received October 4, 1999; to the Com-
mittee on Environment and Public Works.

EC–5553. A communication from the Direc-
tor, Office of Regulatory Management and
Information, Office of Policy, Planning and
Evaluation, Environmental Protection Agen-
cy, transmitting, pursuant to law, the report
of a rule entitled ‘‘USEPA Region 2 Draft In-
terim Policy on Identifying EJ Areas; June
1999; Parts I, II and III’’, received October 4,
1999; to the Committee on Environment and
Public Works.

EC–5554. A communication from the Direc-
tor, Office of Congressional Affairs, Nuclear
Regulatory Commission, transmitting, pur-
suant to law, the report of a rule entitled
‘‘Changes, Tests, and Experiments’’
(RIN3150–AF94), received October 4, 1999; to
the Committee on Environment and Public
Works.

EC–5555. A communication from the Pro-
gram Analyst, Office of the Chief Counsel,
Federal Aviation Administration, Depart-
ment of Transportation, transmitting, pur-
suant to law, the report of a rule entitled
‘‘Amendment to Class E Airspace;
Moundsville, WV; Docket No. 99–AEA–11 (9–
29/10–4)’’ (RIN2120–AA66) (1999–0319), received
October 4, 1999; to the Committee on Com-
merce, Science, and Transportation.

EC–5556. A communication from the Pro-
gram Analyst, Office of the Chief Counsel,
Federal Aviation Administration, Depart-
ment of Transportation, transmitting, pur-
suant to law, the report of a rule entitled
‘‘Revision of Class E Airspace; Raton, NM;
Direct Final Rule; Confirmation of Effective
Date; Docket No. 99–ASW–11 (9–29/9–30)’’
(RIN2120–AA66) (1999–0317), received October
4, 1999; to the Committee on Commerce,
Science, and Transportation.

EC–5557. A communication from the Pro-
gram Analyst, Office of the Chief Counsel,
Federal Aviation Administration, Depart-
ment of Transportation, transmitting, pur-
suant to law, the report of a rule entitled
‘‘Revision of Class E Airspace; Perry, OK; Di-
rect Final Rule; Confirmation of Effective
Date; Docket No. 99–ASW–15 (9–29/10–4)’’

(RIN2120–AA66) (1999–0321), received October
4, 1999; to the Committee on Commerce,
Science, and Transportation.

EC–5558. A communication from the Pro-
gram Analyst, Office of the Chief Counsel,
Federal Aviation Administration, Depart-
ment of Transportation, transmitting, pur-
suant to law, the report of a rule entitled
‘‘Class D Airspace; Bullhead City, AZ; Direct
Final Rule; Confirmation of Effective Date;
Docket No. 99–AWP–8 (9–20/10–4)’’ (RIN2120–
AA66) (1999–0320), received October 4, 1999; to
the Committee on Commerce, Science, and
Transportation.

EC–5559. A communication from the Pro-
gram Analyst, Office of the Chief Counsel,
Federal Aviation Administration, Depart-
ment of Transportation, transmitting, pur-
suant to law, the report of a rule entitled
‘‘Airworthiness Directives; Burkhart Grob
Luft-Und Raumfahrt GmbH and CO KG Mod-
els G103 TWIN II and G103A TWIN II ACRO
Sailplanes; Request for Comments; Docket
No. 99–CE–68 (9–29/10–4)’’ (RIN2120–AA64)
(1999–0379), received October 4, 1999; to the
Committee on Commerce, Science, and
Transportation.

EC–5560. A communication from the Pro-
gram Analyst, Office of the Chief Counsel,
Federal Aviation Administration, Depart-
ment of Transportation, transmitting, pur-
suant to law, the report of a rule entitled
‘‘Airworthiness Directives; MD Helicopters
Inc. Model 369D, 369E, 369FF, 500N, and 600N
Helicopters; Docket No. 98–SW–80 (9–30/10–4)’’
(RIN2120–AA64) (1999–0378), received October
4, 1999; to the Committee on Commerce,
Science, and Transportation.

EC–5561. A communication from the Pro-
gram Analyst, Office of the Chief Counsel,
Federal Aviation Administration, Depart-
ment of Transportation, transmitting, pur-
suant to law, the report of a rule entitled
‘‘Airworthiness Directives; Airbus Model
A330–301, and Model A340–211, –212, –311, and
–312 Series Airplanes; Docket No. 99–NM–119
(10–1/10–4)’’ (RIN2120–AA64) (1999–0377), re-
ceived October 4, 1999; to the Committee on
Commerce, Science, and Transportation.

EC–5562. A communication from the Pro-
gram Analyst, Office of the Chief Counsel,
Federal Aviation Administration, Depart-
ment of Transportation, transmitting, pur-
suant to law, the report of a rule entitled
‘‘Airworthiness Directives; Short Brothers
SD3–30, SD3–60, SD3–SHERPA, and SD3–60
SHERPA Series Airplanes; Docket No. 99–
NM–29 (1–1/10–4)’’ (RIN2120–AA64) (1999–0375),
received October 4, 1999; to the Committee on
Commerce, Science, and Transportation.

EC–5563. A communication from the Pro-
gram Analyst, Office of the Chief Counsel,
Federal Aviation Administration, Depart-
ment of Transportation, transmitting, pur-
suant to law, the report of a rule entitled
‘‘Airworthiness Directives; Empressa
Brasileira de Aeronautica S.A. Model EMB–
145 Series Airplanes; Request for Comments;
Docket No. 99–NM–198 (10–1/10–4)’’ (RIN2120–
AA64) (1999–0376), received October 4, 1999; to
the Committee on Commerce, Science, and
Transportation.

EC–5564. A communication from the Pro-
gram Analyst, Office of the Chief Counsel,
Federal Aviation Administration, Depart-
ment of Transportation, transmitting, pur-
suant to law, the report of a rule entitled
‘‘Airworthiness Directives; Fokker Model
F.28 Mark 0070 and Mark 0100 Series Air-
planes; Docket No. 99–NM–346 (–28/10–4)’’
(RIN2120–AA64) (1999–0373), received October
4, 1999; to the Committee on Commerce,
Science, and Transportation.

EC–5565. A communication from the Pro-
gram Analyst, Office of the Chief Counsel,
Federal Aviation Administration, Depart-
ment of Transportation, transmitting, pur-
suant to law, the report of a rule entitled

‘‘Airworthiness Directives; Allied Signal Inc.
TFE731 Series Turbofan Engines; Docket No.
99–ANE–51 (9–29/10–4)’’ (RIN2120–AA64) (1999–
0374), received October 4, 1999; to the Com-
mittee on Commerce, Science, and Transpor-
tation.

EC–5566. A communication from the Chief
Acting Director, Office of Sustainable Fish-
eries, National Marine Fisheries Service, De-
partment of Commerce, transmitting, pursu-
ant to law, the report of a rule entitled
‘‘Inseason Adjustment for the D Fishing Sea-
son Directed Pollock Fishery in Statistical
Area 630 of the Gulf of Alaska, received Sep-
tember 30, 1999; to the Committee on Com-
merce, Science, and Transportation.

EC–5567. A communication from the Acting
Director, Office of Sustainable Fisheries, Na-
tional Marine Fisheries Service, Department
of Commerce, transmitting, pursuant to law,
the report of a rule entitled ‘‘Fisheries of the
Exclusive Economic Zone Off Alaska; Atka
Mackerel in the Central Aleutian District
and Bering Sea Subarea of the Bering Sea
and Aleutian Islands, received September 30,
1999; to the Committee on Commerce,
Science, and Transportation.

EC–5568. A communication from the Acting
Director, Office of Sustainable Fisheries, Na-
tional Marine Fisheries Service, Department
of Commerce, transmitting, pursuant to law,
the report of a rule entitled ‘‘Fisheries of the
Exclusive Economic Zone Off Alaska; Pol-
lock by Vessels Catching Pollock for Proc-
essing by the Mothership in the Bering Sea
Subarea, received September 30, 1999; to the
Committee on Commerce, Science, and
Transportation.

EC–5569. A communication from the Acting
Director, Office of Sustainable Fisheries, Na-
tional Marine Fisheries Service, Department
of Commerce, transmitting, pursuant to law,
the report of a rule entitled ‘‘Prohibition of
Directed Fishing for Pollock in Statistical
Area 610 of the Gulf of Alaska’’, received
September 30, 1999; to the Committee on
Commerce, Science, and Transportation.

EC–5570. A communication from the Dep-
uty Assistant Administrator for Fisheries,
Office of Sustainable Fisheries, National Ma-
rine Fisheries Service, Department of Com-
merce, transmitting, pursuant to law, the re-
port of a rule entitled ‘‘Fisheries off West
Coast States and in the Western Pacific; Pa-
cific Coast Groundfish Fishery; Amendment
11’’ (RIN0648–AL52), received October 4, 1999;
to the Committee on Commerce, Science,
and Transportation.

EC–5571. A communication from the Asso-
ciate Chief, Policy and Program Planning
Division, Common Carrier Bureau, Federal
Communications Commission, transmitting,
pursuant to law, the report of a rule entitled
‘‘Telecommunications Carriers’ Use of Cus-
tomer Proprietary Network Information and
Other Customer Information, Order on Re-
consideration and Petitions for Forbear-
ance’’ (CC Docket No. 96–114) (FCC 99–223),
received September 30, 1999; to the Com-
mittee on Commerce, Science, and Transpor-
tation.

f

REPORTS OF COMMITTEES
The following reports of committees

were submitted:
By Mr. HATCH, from the Committee on

the Judiciary, without amendment:
S. Res. 179. A resolution designating Octo-

ber 15, 1999, as ‘‘National Mammography
Day.’’

f

EXECUTIVE REPORTS OF A
COMMITTEE

The following executive reports of a
committee were submitted:
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By Mr. HATCH, for the Committee on the

Judiciary:
Ellen Segal Huvelle, of the District of Co-

lumbia, to be United States District Judge
for the District of Columbia.

Anna J. Brown, of Oregon, to be United
States District Judge for the District of Or-
egon.

Charles A. Pannell, Jr., of Georgia, to be
United States District Judge for the North-
ern District of Georgia.

Florence-Marie Cooper, of California, to be
United States District Judge for the Central
District of California.

Ronald M. Gould, of Washington, to be
United States Circuit Judge for the Ninth
Circuit.

Richard K. Eaton, of the District of Colum-
bia, to be a Judge of the United States Court
of International Trade.

(The above nominations were re-
ported with the recommendation that
they be confirmed.)

f

INTRODUCTION OF BILLS AND
JOINT RESOLUTIONS

The following bills and joint resolu-
tions were introduced, read the first
and second time by unanimous con-
sent, and referred as indicated:

By Mr. CRAIG (for himself and Mr.
CRAPO):

S. 1705. A bill to direct the Secretary of the
Interior to enter into land exchanges to ac-
quire from the private owner and to convey
to the State of Idaho approximately 1,240
acres of land near the City of Rocks National
Reserve, Idaho, and for other purposes; to
the Committee on Energy and Natural
Resources.

By Mrs. HUTCHISON (for herself and
Mr. GRAMM):

S. 1706. A bill to amend the Federal Water
Pollution Control Act to exclude from
stormwater regulation certain areas and ac-
tivities, and to improve the regulation and
limit the liability of local governments con-
cerning co-permitting and the implementa-
tion of control measures; to the Committee
on Environment and Public Works.

By Mr. THOMPSON (for himself and
Mr. FRIST):

S. 1707. A bill to amend the Inspector Gen-
eral Act of 1978 (5 U.S.C. App.) to provide
that certain designated Federal entities
shall be establishments under such Act, and
for other purposes; to the Committee on
Governmental Affairs.

By Mr. MOYNIHAN (for himself, Mr.
JEFFORDS, Mr. LEAHY, Mr. KERREY,
Mr. ROBB, Mr. ROCKEFELLER, Mr.
SARBANES, Mr. GRAMS, and Mr.
LIEBERMAN):

S. 1708. A bill to amend the Employee Re-
tirement Income Security Act of 1974 and the
Internal Revenue Code of 1986 to require
plans which adopt amendments that signifi-
cantly reduce future benefit accruals to pro-
vide participants with adequate notice of the
changes made by such amendments; to the
Committee on Finance.

By Mr. KYL (for himself, Mr. MCCAIN,
Mrs. HUTCHISON, Mr. DOMENICI, Mr.
BINGAMAN, and Mrs. FEINSTEIN):

S. 1709. A bill to provide Federal reim-
bursement for indirect costs relating to the
incarceration of illegal aliens and for emer-
gency health services furnished to undocu-
mented aliens; to the Committee on the
Judiciary.

SUBMISSION OF CONCURRENT AND
SENATE RESOLUTIONS

The following concurrent resolutions
and Senate resolutions were read, and
referred (or acted upon), as indicated:

By Ms. SNOWE (for herself, Mr. HELMS,
Mr. SARBANES, Mr. BIDEN, and Mr.
BYRD):

S. Res. 198. Expressing sympathy for those
killed and injured in the recent earthquakes
in Turkey and Greece and commending Tur-
key and Greece for their recent efforts in
opening a national dialogue and taking steps
to further bilateral relations; considered and
agreed to.

By Mr. REED (for himself, Ms. COL-
LINS, Mr. TORRICELLI, Mr. REID, Mr.
LEVIN, Mr. WELLSTONE, Mr.
LIEBERMAN, Mr. KERRY, Mr. KEN-
NEDY, Mr. SARBANES, Mr. DORGAN,
Mr. SCHUMER, Mr. AKAKA, Mr.
INOUYE, Mr. CHAFEE, Mrs. BOXER, Ms.
MIKULSKI, Mr. DODD, Mr. WYDEN, Mr.
CONRAD, Mr. GRAHAM, Mr. DURBIN,
Mr. DEWINE, Ms. LANDRIEU, Mr.
JOHNSON, Mr. JEFFORDS, Mr. SMITH of
Oregon, Mr. ROBB, and Mr. FRIST):

S. Res. 199. A resolution designating the
week of October 24, 1999, through October 30,
1999, and the week of October 22, 2000,
through October 28, 2000, as ‘‘National Child-
hood Lead Poisoning Prevention Week’’; to
the Committee on the Judiciary.

f

STATEMENTS ON INTRODUCED
BILLS AND JOINT RESOLUTIONS

By Mr. CRAIG (for himself and
Mr. CRAPO):

S. 1705. A bill to direct the Secretary
of the Interior to enter into land ex-
changes to acquire from the private
owner and to convey to the State of
Idaho approximately 1,240 acres of land
near the City of Rocks National Re-
serve, Idaho, and for other purposes; to
the Committee on Energy and Natural
Resources.

CASTLE ROCK RANCH/HAGERMAN FOSSIL BEDS
LAND EXCHANGE

∑ Mr. CRAIG. Mr. President, I rise
today to introduce a bill to authorize
the Castle Rocks Ranch/Hagerman Fos-
sil Beds Land Exchange in my home
state of Idaho.

Mr. President, in Idaho we have one
of the foremost rock climbing destina-
tion sites in the world. It is called the
City of Rocks National Reserve and is
located in South Central Idaho. Most of
the Reserve is owned by the National
Park Service with parts of it being
owned by the State of Idaho, the For-
est Service, the Bureau of Land Man-
agement, and private landowners. The
State of Idaho runs the Reserve with a
cooperative agreement with the Na-
tional Park Service.

The Reserve has unique geologic fea-
tures—essentially, large rock forma-
tions jut out of the ground. I can’t give
it justice with my description—it is
really something that must be seen, so
I invite everyone to come to Idaho and
visit the City of Rocks. Besides the
rock formations, many of which are
used extensively and known inter-
nationally for rock climbing, the site
has unique historic significance. The
California Trail, one of the major trails

for Westward expansion during the 19th
Century, passes through the Reserve.
One of the Reserve’s major attractions,
Twin Sisters, was a landmark for this
trail and is currently being protected
for historic significance. Additionally,
wagon trains often stopped in the area
to maintain their wagons. During these
stops, pioneers wrote their names on
the rocks with wagon grease. Many of
these names are still visible on the
rocks today and serve as a record of
our ancestors who passed through the
area.

Near the Reserve exists the Castle
Rock Ranch, an approximately 1,240
acre ranch containing similar rock for-
mations, which are ideal for fork
climbing. Additionally, the Ranch con-
tains irrigated pasture land. The Ranch
was recently purchased by The Con-
servation Fund and other conservation
groups in order to put it into the public
domain for recreation. It is currently
being operated as a working ranch.
However, the State of Idaho would like
to acquire this Ranch to make it into
a state park. They would open up the
rock formations for rock climbing, pro-
vide for camping and hiking, and,
where irrigated pasture land exists,
trade that irrigated land for dry land
inholdings within the Reserve. This
would help local ranchers acquire irri-
gated land, which is more valuable
than gold in Southern Idaho, and allow
the state to consolidate inholdings
within the Reserve.

A couple of counties to the West and
across the mighty Snake River exists
the Hagerman Fossil Beds National
Monument. This National Monument
contains the Hagerman Fossil Beds,
which is important because it contains
the world’s most important fossil de-
posits from a time period known as the
late Pliocene epoch, 3.5 million years
ago. They represent the last glimpse of
time before the Ice Age. Additionally,
the beds contain the largest concentra-
tion of Hagerman Horse fossils in
North America. While the State of
Idaho owns the actual fossil beds, the
National Park Service runs and main-
tains the facility.

The State of Idaho wants to divest
its interest in the fossil beds and ac-
quire the Castle Rock Ranch. Addition-
ally, the National Park Service wants
to acquire the Fossil Beds. This would
make it easier for everyone to work to
protect the resources we have and open
up opportunities for recreation. Con-
sequently, I am introducing this legis-
lation.

In brief, the legislation would au-
thorize the National Park Service to
acquire the Castle Rock Ranch, ex-
change the Ranch with the State of
Idaho for the Hagerman Fossil Beds,
and mandate that the State exchange
land within the Ranch for inholdings
within the City of Rocks. In the end,
the National Park Service would run
and own the Hagerman Fossil Beds, the
State of Idaho would own and run a
state park in part of the Castle Rock
Ranch, and voluntary inholders in the
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City of Rocks would be able to trade
their inholdings for irrigated land on
the Castle Rock Ranch.

The only concern I have is the exist-
ence of an easement on the Hagerman
Fossil Beds for the local irrigation
company. This is the only way for
farmers in the local area to get water
to their farms—a necessity in that re-
gion. Section 4(e) of this legislation
was included to ensure that this ease-
ment will continue to exist. It is vital
to the existence of family farms in the
area, and, for the record, it is not my
intent to harm—and I will do all in my
power to prevent this legislation from
harming—this easement or the irriga-
tion in the local area.

Mr. President, this is a unique pro-
posal that makes fiscal sense for tax-
payers and has garnered the support of
the National Park Service, the State of
Idaho, The Conservation Fund, The Ac-
cess Fund (a national climbing group),
other conservation groups, local legis-
lators, and many local residents. I hope
that my colleagues will recognize the
importance of this legislation and work
for its enactment.∑

By Mr. MOYNIHAN (for himself,
Mr. JEFFORDS, Mr. LEAHY, Mr.
KERREY, Mr. ROBB, Mr. ROCKE-
FELLER, Mr. SARBANES, Mr.
GRAMS, and Mr. LIEBERMAN):

S. 1708. A bill to amend the Employee
Retirement Income Security Act of
1974 and the Internal Revenue Code of
1986 to require plans which adopt
amendments that significantly reduce
future benefit accruals to provide par-
ticipants with adequate notice of the
changes made by such amendments; to
the Committee on Finance.

THE PENSION REDUCTION DISCLOSURE ACT OF
1999

Mr. MOYNIHAN. Mr. President, I rise
today, joined by Senators JEFFORDS,
LEAHY, GRAMS, KERREY, ROBB, ROCKE-
FELLER, and SARBANES, to introduce
legislation to provide greater disclo-
sure of the impact of pension plan con-
versions.

This is the second bill I have spon-
sored this session aimed at achieving
transparency of the effects of tradi-
tional pension plan conversions to
‘‘cash balance’’ plans, which have be-
come extremely controversial in recent
months. At least 300 large U.S. compa-
nies have converted to cash balance
plans in the last few years.

Cash balance plans combine certain
features of ‘‘defined benefit’’ and ‘‘de-
fined contribution’’ plans. Like defined
contribution plans, cash balance plans
provide each employee with an indi-
vidual account representing a lump-
sum benefit. Like traditional defined
benefit plans, cash balance plan con-
tributions are made primarily by the
employer and are insured by the Pen-
sion Benefit Guaranty Corporation.

The calculation of benefits under
cash balance plans, however, differs
from other defined benefit plans.
Whereas a traditional defined benefit
plan grows slowly in the early years

and more rapidly as one approaches re-
tirement, cash balance plans de-accel-
erate this later-year growth and in-
crease the early-year growth. Con-
sequently, younger employees tend to
do better under cash balance plans
than under traditional plans, while
older employees typically do worse. In
some cases, an older worker’s starting
account balance may remain static for
years—typically referred to as the
‘‘wear away’’ period.

The controversy over cash balance
plans arises in part because present
disclosure requirements are inad-
equate. Under present law, when an
employer amends a defined benefit pen-
sion plan in a manner which signifi-
cantly reduces the rate of future ben-
efit accrual, the employer must pro-
vide participants with an advance writ-
ten notice of the amendment. The law
does not, however, require employers
to disclose the effect the amendment
will have on participants. In fact, it
does not even require employers to dis-
close that benefits will be reduced. All
that present law requires is that em-
ployers provide participants with a
summary or copy of the plan amend-
ment. Consequently, current law can
be satisfied with a summary buried in
an obscure document. In some cases,
workers have complained that their
employers purposefully obscured ben-
efit reductions. As a result, employee
anger over cash balance plans has
grown, resulting in several class action
lawsuits being filed in just the last
three years.

The Pension Reduction Disclosure
Act will strengthen existing law by re-
quiring disclosure of information which
will enable employees to determine the
effects of benefit reductions. Specifi-
cally, before the plan is changed, each
adversely-affected employee must re-
ceive illustrative examples showing the
effects of the change on various em-
ployee groups. Moreover, each em-
ployee must have the opportunity to
receive the benefit formulas for the old
and new versions of the plan so that he
or she can make specific comparisons
of both plans. Then, 90 days after the
plan is changed, each adversely-af-
fected employee must have, upon re-
quest, the opportunity to receive an in-
dividual benefit comparison prepared
by the employer. This information will
provide employees with the knowledge
they need regarding pension benefit re-
ductions, while imposing minimal bur-
den on employers.

The Pension Reduction Disclosure
Act, is a modified version of legislation
I introduced in March entitled The
Pension Right to Know Act (S. 659).
The new measure attempts to address
concerns raised by employers con-
cerning S. 659. For example, the new
measure requires disclosure only for
adversely-affected employees, not all
employees, in order to meet employer
concerns that S. 659 was too broad in
its reach. Moreover, the new bill ad-
dresses employer concerns that it
would be difficult to provide individual

benefit comparisons before the amend-
ment effective date due to a lack of in-
dividual data. Under the bill intro-
duced today, individual benefit com-
parisons would be required no earlier
than 90 days after the effective date,
and then only upon request. (To enable
employees to compare the old and new
plans before the effective date, this bill
provides illustrative examples and,
upon request, the benefit formulas for
the old and new plans.) Another change
is that the new bill allows the Sec-
retary of Treasury to develop alter-
native and simplified compliance meth-
ods where appropriate, as in cases
where there is no fundamental change
in the manner in which benefits are de-
termined. Moreover, the Secretary may
reduce the advance notice period from
45 days to 15 days in cases in which the
45-day requirement would be unduly
burdensome because the amendment is
contingent on a merger, acquisition,
disposition or other similar trans-
action.

I believe that such disclosure not
only is in the best interest of employ-
ees, but also of the employer. Several
class action lawsuits have been filed in
the last three years challenging con-
versions to cash balance plans. These
suits will likely cost millions of dollars
in attorneys’ fees, but with proper dis-
closure they might not have occurred.

I want to acknowledge the work of
the Clinton Administration in helping
to craft this measure. The bill largely
follows the outline of a proposal sug-
gested by the Administration in July
which was developed in collaboration
with my staff. The Departments of
Treasury and Labor have provided
great insight and creativity in devel-
oping this bill, and I thank them for
their assistance. Two of our distin-
guished House colleagues, Congressman
ROBERT MATSUI of California and Con-
gressman JERRY WELLER of Illinois, are
introducing this legislation in the
other chamber, so hopefully it will be-
come law this year.

In closing, let me repeat what I have
said in the past. I take no position on
the underlying merit of cash balance
plans. Ours is a voluntary pension sys-
tem, and companies must do what is
right for them and their employees.
But I feel strongly that companies
must fully and comprehensibly inform
their employees regarding whatever
pension benefits the company offers.
Companies have no right to misrepre-
sent or obfuscate the projected benefit
employees will receive under a cash
balance plan or any other pension ar-
rangement, notwithstanding the fact
that some pension consultants have ad-
vocated cash balance plans for that
very purpose.

As I said upon introduction of my
earlier legislation on this topic, it is
time to let the sun shine on pension
plan conversions. I urge the Senate to
support this important measure.

I ask unanimous consent that a copy
and summary of the bill be included in
the RECORD.
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There being no objection, the mate-

rial was ordered to be printed in the
RECORD, as follows:

S. 1708

Be it enacted by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled,
SECTION 1. SHORT TITLE.

This Act may be cited as the ‘‘Pension Re-
duction Disclosure Act of 1999’’.
SEC. 2. NOTICE REQUIRED FOR CERTAIN PLAN

AMENDMENTS REDUCING FUTURE
BENEFIT ACCRUALS.

(a) GENERAL NOTICE REQUIREMENTS.—Sec-
tion 204(h) of the Employee Retirement In-
come Security Act of 1974 (29 U.S.C. 1054(h))
is amended to read as follows:

‘‘(h) NOTICE REQUIREMENTS FOR PENSION
PLAN AMENDMENTS REDUCING ACCRUALS.—

‘‘(1) IN GENERAL.—If an applicable pension
plan is amended so as to provide for a signifi-
cant reduction in the rate of future benefit
accrual of 1 or more applicable individuals,
the plan administrator shall—

‘‘(A) not later than the 45th day before the
effective date of the amendment, provide the
written notice described in paragraph (2) to
each applicable individual (and to each em-
ployee organization representing applicable
individuals), and

‘‘(B) in the case of a large applicable pen-
sion plan—

‘‘(i) include in the notice under paragraph
(2) the additional information described in
paragraph (3),

‘‘(ii) make available the information de-
scribed in paragraph (4) in accordance with
such paragraph, and

‘‘(iii) provide individual benefit statements
in accordance with section 105(e).

‘‘(2) BASIC WRITTEN NOTICE.—The notice
under paragraph (1) shall include a summary
of the important terms of the amendment,
including—

‘‘(A) the effective date of the amendment,
‘‘(B) a statement that the amendment is

expected to significantly reduce the rate of
future benefit accrual,

‘‘(C) a description of the classes of applica-
ble individuals to whom the amendment ap-
plies, and

‘‘(D) a description of how the amendment
significantly reduces the rate of future ben-
efit accrual.

‘‘(3) ADDITIONAL INFORMATION TO BE PRO-
VIDED BY LARGE APPLICABLE PENSION PLANS.—

‘‘(A) IN GENERAL.—The information de-
scribed in this paragraph is—

‘‘(i) a description of the plan’s benefit for-
mulas (including formulas for determining
early retirement benefits) both before and
after the amendment and an explanation of
the effect of the different formulas on appli-
cable individuals,

‘‘(ii) an explanation of the circumstances
(if any) under which (for appropriate cat-
egories of applicable individuals) the amend-
ment is reasonably expected to result in a
temporary period after the effective date of
the amendment during which there are no or
minimal accruals,

‘‘(iii) illustrative examples of normal or
early retirement benefits meeting the re-
quirements of subparagraph (B), and

‘‘(iv) notice of each applicable individual’s
right to request, and of the procedures for re-
questing, the information required to be pro-
vided under paragraph (4) and under section
105(e).

‘‘(B) ILLUSTRATIVE EXAMPLES.—Illustrative
examples meet the requirements of this sub-
paragraph if such examples illustrate the ad-
verse effects of the plan amendment. Such
examples shall be prepared by the plan ad-
ministrator in accordance with regulations
prescribed by the Secretary of the Treasury,

and such regulations shall require that the
examples—

‘‘(i) reflect fairly the different categories
of applicable individuals who are similarly
affected by the plan amendment after con-
sideration of all relevant factors,

‘‘(ii) show a comparison of benefits for each
such category of applicable individuals under
the plan (as in effect before and after the ef-
fective date) at appropriate future dates, and

‘‘(iii) illustrate any temporary period de-
scribed in subparagraph (A)(ii).
Such comparison shall be based on benefits
in the form of a life annuity and on actuarial
assumptions each of which is reasonable (and
is so certified by an enrolled actuary) when
applied to all participants in the plan.

‘‘(4) SUPPORTING INFORMATION RELATING TO
CALCULATION OF BENEFITS.—

‘‘(A) IN GENERAL.—Each individual who re-
ceives or who is entitled to receive the infor-
mation described in paragraph (3) may (after
so receiving or becoming so entitled) request
the plan administrator to provide the infor-
mation described in subparagraph (B).

‘‘(B) INFORMATION.—The plan adminis-
trator shall, within 15 days after the date on
which a request under subparagraph (A) is
made, provide to the individual information
(including benefit formulas and actuarial
factors) which is sufficient—

‘‘(i) to confirm the benefit comparisons in
the illustrative examples described in para-
graph (3)(B), and

‘‘(ii) to enable the individual to use the in-
dividual’s own personal information to make
calculations of the individual’s own benefits
which are similar to the calculations made
in such examples.

Nothing in this subsection shall be construed
to require the plan administrator to provide
to an individual such individual’s personal
information for purposes of clause (ii).

‘‘(C) TIME LIMITATION ON REQUESTS.—This
paragraph shall apply only to requests made
during the 12-month period that begins on
the later of the effective date of the amend-
ment to which it relates or the date the no-
tice described in paragraph (2) is provided.

‘‘(5) SANCTIONS.—
‘‘(A) IN GENERAL.—In the case of any egre-

gious failure to meet any requirement of this
subsection with respect to any plan amend-
ment, the provisions of the applicable pen-
sion plan shall be applied as if such plan
amendment entitled all applicable individ-
uals to the greater of—

‘‘(i) the benefits to which they would have
been entitled without regard to such amend-
ment, or

‘‘(ii) the benefits under the plan with re-
gard to such amendment.

‘‘(B) EGREGIOUS FAILURE.—For purposes of
subparagraph (A), there is an egregious fail-
ure to meet the requirements of this sub-
section if such failure is—

‘‘(i) an intentional failure (including any
failure to promptly provide the required no-
tice or information after the plan adminis-
trator discovers an unintentional failure to
meet the requirements of this subsection),

‘‘(ii) a failure to provide most of the indi-
viduals with most of the information they
are entitled to receive under this subsection,
or

‘‘(iii) a failure which is determined to be
egregious under regulations prescribed by
the Secretary of the Treasury.

‘‘(B) EXCISE TAX.—For excise tax on failure
to meet requirements, see section 4980F of
the Internal Revenue Code of 1986.

‘‘(6) SPECIAL RULES.—
‘‘(A) PLAIN LANGUAGE.—The notice re-

quired under paragraph (1) shall be written
in a manner calculated to be understood by
the average plan participant who is an appli-
cable individual.

‘‘(B) NOTICE TO DESIGNEES.—The notice and
information required to be provided under
this subsection may be provided to a person
designated, in writing, by the person to
which it would otherwise be provided.

‘‘(7) ALTERNATIVE METHODS OF COMPLIANCE
WITH ENHANCED DISCLOSURE REQUIREMENTS IN
CERTAIN CASES.—The Secretary of the Treas-
ury shall prescribe such regulations as may
be necessary to carry out this subsection.
The Secretary of the Treasury may—

‘‘(A) prescribe alternative or simplified
methods of complying with paragraphs (3)
and (4) in situations where—

‘‘(i) there is no fundamental change in the
manner in which the accrued benefit of an
applicable individual is determined under
the plan, and

‘‘(ii) such other methods are adequate to
reasonably inform plan participants who are
applicable individuals of the impact of the
reductions,

‘‘(B) reduce the advance notice period in
paragraph (1)(A) from 45 days to 15 days be-
fore the effective date of the amendment for
cases in which compliance with the 45-day
advance notice requirement would be unduly
burdensome because the amendment is con-
tingent on a merger, acquisition, disposition,
or other similar transaction involving plan
participants who are applicable individuals
or because 45 days advance notice is other-
wise impracticable,

‘‘(C) permit the comparison of benefits
under paragraph (3)(B)(i) to be based on a
form of payment other than a life annuity,
or

‘‘(D) specify actuarial assumptions that
are deemed to be reasonable for purposes of
the benefit comparisons under paragraph
(3)(B)(i).

‘‘(8) APPLICABLE INDIVIDUAL.—For purposes
of this subsection, the term ‘applicable indi-
vidual’ means, with respect to any plan
amendment—

‘‘(A) each participant in the plan, and
‘‘(B) each beneficiary who is an alternate

payee (within the meaning of section
206(d)(3)(K)) under a qualified domestic rela-
tions order (within the meaning of section
206(d)(3)(B)(i)),

whose future benefit accruals under the plan
may reasonably be expected to be reduced by
such plan amendment.

‘‘(9) TERMS RELATING TO PLANS.—For pur-
poses of this subsection—

‘‘(A) APPLICABLE PENSION PLAN.—The term
‘applicable pension plan’ means—

‘‘(i) a defined benefit plan, or
‘‘(ii) an individual account plan which is

subject to the funding standards of section
302.

‘‘(B) LARGE APPLICABLE PENSION PLAN.—
The term ‘large applicable pension plan’
means an applicable pension plan which had
100 or more active participants as of the last
day of the plan year preceding the plan year
in which the plan amendment becomes effec-
tive.’’

(b) INDIVIDUAL STATEMENTS.—Section 105 of
the Employee Retirement Income Security
Act of 1974 (29 U.S.C. 1025) is amended by add-
ing at the end the following new subsection:

‘‘(e)(1) The plan administrator of a large
applicable pension plan shall furnish an indi-
vidual statement described in paragraph (2)
to each individual—

‘‘(A) who receives, or is entitled to receive,
under section 204(h) the information de-
scribed in paragraph (3) thereof from such
administrator, and

‘‘(B) who requests in writing such a state-
ment from such administrator.

‘‘(2) The statement described in this para-
graph is a statement which provides infor-
mation which is substantially the same as
the information in the illustrative examples
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described in section 204(h)(3)(B) but which is
based on data specific to the requesting indi-
vidual and, if the individual so requests, in-
formation as of 1 other future date not in-
cluded in such examples.

‘‘(3) Paragraph (1) shall apply only to re-
quests made during the 12-month period that
begins on the later of the effective date of
the amendment to which it relates or the
date the notice described in section 204(h)(2)
is provided. In no case shall an individual be
entitled under this subsection to receive
more than one such statement with respect
to an amendment.

‘‘(4) Notwithstanding section 502(c)(1), the
statement required by paragraph (1) shall be
treated as timely furnished if furnished on or
before—

‘‘(A) the date which is 90 days after the ef-
fective date of the plan amendment to which
is relates, or

‘‘(B) such later date as may be permitted
by the Secretary of Labor.

‘‘(5) Any term used in this subsection
which is used in section 204(h) shall have the
meaning given such term by such section.

‘‘(6) A statement under this subsection
shall not be taken into account for purposes
of subsection (b).’’
SEC. 3. EXCISE TAX ON FAILURE TO PROVIDE NO-

TICE BY DEFINED BENEFIT PLANS
SIGNIFICANTLY REDUCING FUTURE
BENEFIT ACCRUALS.

(a) IN GENERAL.—Chapter 43 of the Internal
Revenue Code of 1986 (relating to qualified
pension, etc., plans) is amended by adding at
the end the following new section:
‘‘SEC. 4980F. FAILURE OF DEFINED BENEFIT

PLANS REDUCING BENEFIT ACCRU-
ALS TO SATISFY NOTICE REQUIRE-
MENTS.

‘‘(a) IMPOSITION OF TAX.—There is hereby
imposed a tax on the failure of a plan admin-
istrator of an applicable pension plan to
meet the requirements of subsection (e) with
respect to any applicable individual.

‘‘(b) AMOUNT OF TAX.—
‘‘(1) IN GENERAL.—The amount of the tax

imposed by subsection (a) on any failure
with respect to any applicable individual
shall be $100 for each day in the noncompli-
ance period with respect to such failure.

‘‘(2) NONCOMPLIANCE PERIOD.—For purposes
of this section, the term ‘noncompliance pe-
riod’ means, with respect to any failure, the
period beginning on the date the failure first
occurs and ending on the date the failure is
corrected.

‘‘(c) LIMITATIONS ON AMOUNT OF TAX.—
‘‘(1) OVERALL LIMITATION FOR UNINTEN-

TIONAL FAILURES.—
‘‘(A) IN GENERAL.—In the case of failures

that are due to reasonable cause and not to
willful neglect, the tax imposed by sub-
section (a) for failures during the taxable
year of the employer (or, in the case of a
multiemployer plan, the taxable year of the
trust forming part of the plan) shall not ex-
ceed $500,000 ($1,000,000 in the case of a large
applicable pension plan).

‘‘(B) TAXABLE YEARS IN THE CASE OF CER-
TAIN CONTROLLED GROUPS.—For purposes of
this paragraph, if all persons who are treated
as a single employer for purposes of this sec-
tion do not have the same taxable year, the
taxable years taken into account shall be de-
termined under principles similar to the
principles of section 1561.

‘‘(2) WAIVER BY SECRETARY.—In the case of
a failure which is due to reasonable cause
and not to willful neglect, the Secretary may
waive part or all of the tax imposed by sub-
section (a) to the extent that the payment of
such tax would be excessive relative to the
failure involved.

‘‘(d) LIABILITY FOR TAX.—The following
shall be liable for the tax imposed by sub-
section (a):

‘‘(1) In the case of a plan other than a mul-
tiemployer plan, the employer.

‘‘(2) In the case of a multiemployer plan,
the plan.

‘‘(e) NOTICE REQUIREMENTS FOR PENSION
PLAN AMENDMENTS REDUCING ACCRUALS.—

‘‘(1) IN GENERAL.—If an applicable pension
plan is amended so as to provide for a signifi-
cant reduction in the rate of future benefit
accrual of 1 or more applicable individuals,
the plan administrator shall—

‘‘(A) not later than the 45th day before the
effective date of the amendment, provide the
written notice described in paragraph (2) to
each applicable individual (and to each em-
ployee organization (as defined in section
3(4) of the Employee Retirement Income Se-
curity Act of 1974) representing applicable
individuals), and

‘‘(B) in the case of a large applicable pen-
sion plan—

‘‘(i) include in the notice under paragraph
(2) the additional information described in
paragraph (3), and

‘‘(ii) make available the information de-
scribed in paragraph (4) in accordance with
such paragraph.

‘‘(2) BASIC WRITTEN NOTICE.—The notice
under paragraph (1) shall include a summary
of the important terms of the amendment,
including—

‘‘(A) the effective date of the amendment,
‘‘(B) a statement that the amendment is

expected to significantly reduce the rate of
future benefit accrual,

‘‘(C) a description of the classes of applica-
ble individuals to whom the amendment ap-
plies, and

‘‘(D) a description of how the amendment
significantly reduces the rate of future ben-
efit accrual.

‘‘(3) ADDITIONAL INFORMATION TO BE PRO-
VIDED BY LARGE APPLICABLE PENSION PLANS.—

‘‘(A) IN GENERAL.—The information de-
scribed in this paragraph is—

‘‘(i) a description of the plan’s benefit for-
mulas (including formulas for determining
early retirement benefits) both before and
after the amendment and an explanation of
the effect of the different formulas on appli-
cable individuals,

‘‘(ii) an explanation of the circumstances
(if any) under which (for appropriate cat-
egories of applicable individuals) the amend-
ment is reasonably expected to result in a
temporary period after the effective date of
the amendment during which there are no or
minimal accruals,

‘‘(iii) illustrative examples of normal or
early retirement benefits meeting the re-
quirements of subparagraph (B), and

‘‘(iv) notice of each applicable individual’s
right to request, and of the procedures for re-
questing, the information required to be pro-
vided under paragraph (4) and under section
105(e) of Employee Retirement Income Secu-
rity Act of 1974.

‘‘(B) ILLUSTRATIVE EXAMPLES.—Illustrative
examples meet the requirements of this sub-
paragraph if such examples illustrate the ad-
verse effects of the plan amendment. Such
examples shall be prepared by the plan ad-
ministrator in accordance with regulations
prescribed by the Secretary, and such regula-
tions shall require that the examples—

‘‘(i) reflect fairly the different categories
of applicable individuals who are similarly
affected by the plan amendment after con-
sideration of all relevant factors,

‘‘(ii) show a comparison of benefits for each
such category of applicable individuals under
the plan (as in effect before and after the ef-
fective date) at appropriate future dates, and

‘‘(iii) illustrate any temporary period de-
scribed in subparagraph (A)(ii).

Such comparison shall be based on benefits
in the form of a life annuity and on actuarial

assumptions each of which is reasonable (and
is so certified by an enrolled actuary) when
applied to all participants in the plan.

‘‘(4) SUPPORTING INFORMATION RELATING TO
CALCULATION OF BENEFITS.—

‘‘(A) IN GENERAL.—Each individual who re-
ceives or who is entitled to receive the infor-
mation described in paragraph (3) may (after
so receiving or becoming so entitled) request
the plan administrator to provide the infor-
mation described in subparagraph (B).

‘‘(B) INFORMATION.—The plan adminis-
trator shall, within 15 days after the date on
which a request under subparagraph (A) is
made, provide to the individual information
(including benefit formulas and actuarial
factors) which is sufficient—

‘‘(i) to confirm the benefit comparisons in
the illustrative examples described in para-
graph (3)(B), and

‘‘(ii) to enable the individual to use the in-
dividual’s own personal information to make
calculations of the individual’s own benefits
which are similar to the calculations made
in such examples.

Nothing in this subsection shall be construed
to require the plan administrator to provide
to an individual such individual’s personal
information for purposes of clause (ii).

‘‘(C) TIME LIMITATION ON REQUESTS.—This
paragraph shall apply only to requests made
during the 12-month period that begins on
the later of the effective date of the amend-
ment to which it relates or the date the no-
tice described in paragraph (2) is provided.

‘‘(5) SPECIAL RULES.—
‘‘(A) PLAIN LANGUAGE.—The notice re-

quired under paragraph (1) shall be written
in a manner calculated to be understood by
the average plan participant who is an appli-
cable individual.

‘‘(B) NOTICE TO DESIGNEES.—The notice or
information required to be provided under
this subsection may be provided to a person
designated, in writing, by the person to
which it would otherwise be provided.

‘‘(6) ALTERNATIVE METHODS OF COMPLIANCE
WITH ENHANCED DISCLOSURE REQUIREMENTS IN
CERTAIN CASES.—The Secretary shall pre-
scribe such regulations as may be necessary
to carry out this subsection. The Secretary
may—

‘‘(A) prescribe alternative or simplified
methods of complying with paragraphs (3)
and (4) in situations where—

‘‘(i) there is no fundamental change in the
manner in which the accrued benefit of an
applicable individual is determined under
the plan, and

‘‘(ii) such other methods are adequate to
reasonably inform plan participants who are
applicable individuals of the impact of the
reductions,

‘‘(B) reduce the advance notice period in
paragraph (1)(A) from 45 days to 15 days be-
fore the effective date of the amendment for
cases in which compliance with the 45-day
advance notice requirement would be unduly
burdensome because the amendment is con-
tingent on a merger, acquisition, disposition,
or other similar transaction involving plan
participants who are applicable individuals
or because 45 days advance notice is other-
wise impracticable,

‘‘(C) permit the comparison of benefits
under paragraph (3)(B)(i) to be based on a
form of payment other than a life annuity,
or

‘‘(D) specify actuarial assumptions that
are deemed to be reasonable for purposes of
the benefit comparisons under paragraph
(3)(B)(i).

‘‘(7) APPLICABLE INDIVIDUAL.—For purposes
of this subsection, the term ‘applicable indi-
vidual’ means, with respect to any plan
amendment—

‘‘(A) each participant in the plan, and
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‘‘(B) each beneficiary who is an alternate

payee (within the meaning of section
414(p)(8)) under a qualified domestic rela-
tions order (within the meaning of section
414(p)(1)),
whose future benefit accruals under the plan
may reasonably be expected to be reduced by
such plan amendment.

‘‘(8) TERMS RELATING TO PLANS.—For pur-
poses of this subsection—

‘‘(A) APPLICABLE PENSION PLAN.—The term
‘applicable pension plan’ means—

‘‘(i) a defined benefit plan, or
‘‘(ii) an individual account plan which is

subject to the funding standards of section
412.
Such term shall not include any govern-
mental plan (within the meaning of section
414(d)) or any church plan (within the mean-
ing of section 414(e)) with respect to which
the election provided by section 410(d) has
not been made.

‘‘(B) LARGE APPLICABLE PENSION PLAN.—
The term ‘large applicable pension plan’
means an applicable pension plan which had
100 or more active participants as of the last
day of the plan year preceding the plan year
in which the plan amendment becomes effec-
tive.’’

(b) CONFORMING AMENDMENT.—The table of
sections for chapter 43 of such Code is
amended by adding at the end the following
new item:

‘‘Sec. 4980F. Failure of defined benefit plans
reducing benefit accruals to
satisfy notice requirements.’’

SEC. 4. EFFECTIVE DATES.
(a) IN GENERAL.—The amendments made by

this Act shall apply to plan amendments
taking effect after the date of the enactment
of this Act.

(b) SPECIAL RULES.—
(1) IN GENERAL.—The amendments made by

this Act shall not apply to any plan amend-
ment for which there was written notice be-
fore July 12, 1999, which was reasonably ex-
pected to notify substantially all of the plan
participants or their representatives.

(2) TRANSITION.—Until such time as the
Secretary of the Treasury issues regulations
under sections 4980F(e)(3) and (4) of the In-
ternal Revenue Code of 1986 and section
204(h)(3) and (4) of the Employee Retirement
Income Security Act of 1974 (as added by the
amendments made by this section), a plan
shall be treated as meeting the requirements
of such sections if it makes a good faith ef-
fort to comply with such requirements.

(3) NOTICE AND INFORMATION NOT REQUIRED
TO BE FURNISHED BEFORE 120TH DAY AFTER EN-
ACTMENT.—The period for providing any no-
tice or information required by the amend-
ments made by this section shall not end be-
fore the date which is 120 days after the date
of the enactment of this Act.

THE PENSION REDUCTION DISCLOSURE ACT OF
1999

Present Law.—Under present law, when an
employer amends a defined benefit pension
plan in a manner which significantly reduces
the rate of future benefit accrual, the em-
ployer must provide participants with an ad-
vance written notice of the amendment. The
law does not, however, require employers to
disclose the effect the amendment will have
on participants.

SUMMARY OF PROVISIONS OF THE PENSION
REDUCTION DISCLOSURE ACT

Notice Requirements for Pension Plan
Amendments Reducing Future Benefit Ac-
cruals.—At least 45 days before the effective
date of a pension plan amendment that re-
duces the rate of future benefit accruals, em-
ployees adversely affected by the amend-
ment must receive notice of a reduction, as
described below.

Basic Notice.—Pension plans with fewer
than 100 participants must provide a basic
written notice including: the effective date
of the amendment; a statement that the
amendment is expected to significantly re-
duce the rate of future benefit accrual; a de-
scription of the classes of applicable individ-
uals to whom the amendment applies; and a
description of how the amendment signifi-
cantly reduces the rate of future benefit ac-
crual.

Enhanced Notice.—Pension plans with 100
or more participants must provide the fol-
lowing information in addition to the basic
written notice.

A description of the plan’s benefit formulas
before and after the amendments, and an ex-
planation of the effects of the different for-
mulas on participants;

An explanation of the circumstances under
which any ‘‘wearaway’’ or other temporary
suspension of benefit accruals may occur;

Illustrative examples showing the adverse
effects of the plan amendment by comparing
expected benefit accruals for various cat-
egories of participants (e.g., participants of
similar age and years of service) under the
old and new versions of the plan.

Alternative methods of compliance with
enhanced notice in certain cases. The Sec-
retary of the Treasury may prescribe alter-
native or simplified methods of compliance
with the enhanced notice requirements in
situations where there is no fundamental
change in the manner in which benefits are
determined (e.g., where the benefit formula
is reduced from 1.25 percent of compensation
to 1.0 percent of compensation). The Sec-
retary may also reduce the advance notice
period from 45 days to 15 days for cases in
which compliance with the 45-day require-
ment would be unduly burdensome because
the amendment is contingent on a merger,
acquisition, disposition, or other similar
transaction or because 45 days advance no-
tice is otherwise impracticable.

In the case of plans with 100 or more par-
ticipants, the plan must provide adversely-
affected participants, within 15 days of re-
quest, the specific benefit formulas and actu-
arial factors used in the preparation of the
illustrative examples. The information must
be sufficient to confirm the benefit compari-
sons provided in the illustrative examples
and to enable participants to make calcula-
tions of their own benefits under the old and
new versions of the plan that are similar to
the calculations made in the examples.

Individual Benefit Statements.—In the
case of plans with 100 or more participants,
an adversely-affected participant may re-
quest and receive an individual benefit state-
ment providing information which is sub-
stantially the same as the information in the
illustrative examples described above, but
which is based on data specific to the re-
questing individual. If the individual so re-
quests, the individual statement must reflect
one other future date not included in the ex-
amples. As with current law regarding ac-
crued benefit calculations, individual state-
ments must be provided within 30 days of re-
quest. The earliest required date for pro-
viding individual statements shall be 90 days
after the amendment effective date.

SANCTIONS FOR NONCOMPLIANCE

Egregious Failure to Supply Notice.—Em-
ployers failing to provide most of the re-
quired notice information to most affected
participants, or intentionally failing to pro-
vide notice information to any affected par-
ticipant, shall provide the greater of the ben-
efits available under the old and new
versions of the plan and shall also be subject
to an excise tax of $100 per day for every day
of the noncompliance period.

Nonegregious Failure to Supply Notice.—
Employers failing to provide the required no-

tice information, but not in the egregious
manner described above, shall be subject to
an excise tax of $100 per day for every day of
the noncompliance period.

Maximum Excise Tax Where Failure Due
to Reasonable Cause.—In a case where the
failure was due to reasonable cause and not
willful neglect, the excise tax is limited to $1
million for plans with 100 or more partici-
pants and $500,000 for plans with fewer than
100 participants.

∑ Mr. JEFFORDS. Mr. President, I am
pleased to join Senators MOYNIHAN,
LEAHY, ROBB, KERREY, ROCKEFELLER
and GRAMS of Minnesota in the intro-
duction of the Pension Reduction Dis-
closure Act. This bill greatly expands
current law and will provide improved
disclosure of the impact of the conver-
sion of a traditional defined benefit
pension plan to a cash balance or other
hybrid pension plan. We believe that
current law protections are insufficient
to protect the interests of plan partici-
pants. The Pension Reduction Disclo-
sure Act is an important first step in
improving worker pension protections.
I am also pleased that the President
supports this bill.

Appropriate disclosure for cash bal-
ance pension plans is a serious public
policy issue affecting the retirement
benefits of millions of Americans. At a
minimum, employees should have
meaningful notice when their employer
plans to reduce pension benefits in the
switch from a traditional to a cash bal-
ance plan.

This bill does that.
First, employers have not always

been candid with employees about
what the changes in pension plans will
mean for the employee’s retirement.
Our bill will require that they spell it
out in black and white, and do so in
language that anyone who is not an ac-
tuary or tax attorney can understand.

Second, plan sponsors will have to
provide this information in a timely
manner, so that employees can engage
their employer and seek changes if
they choose to do so. As we have seen
at IBM and elsewhere, companies can
misjudge the impact of these changes
on their workforce.

Third, plan sponsors will be required
to provide their employees with spe-
cifics about the effect that the change
will have on their retirement benefits
so that individuals can understand the
financial impact that the conversion
will have on their pension. Once we
pass this bill, my guess is that employ-
ers will think long and hard about
what changes they want to make to
their pension plans.

Long-serving, loyal employees should
not wake up to find their pension bene-
fits slashed without even the chance to
confront their employer. We can’t ex-
pect people to save for retirement if
the sand is forever shifting under their
feet.

This bill addresses but one part of
the conversion issue. But I think it de-
serves widespread bipartisan support. I
believe that there are more issues at
stake for workers, such as my own con-
cerns regarding the pension benefit
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‘‘wear away’’. However, the Pension
Reduction Disclosure Act is a good
first step we ought to take to address
the legitimate concerns that have been
raised about these plans.

We don’t have a lot of time, but I
hope we can send this bill to the Presi-
dent for his signature before we ad-
journ this fall.∑

Mr. LEAHY. Mr. President, I am
pleased to join Senator MOYNIHAN and
Senator JEFFORDS as a cosponsor of the
Pension Reduction Disclosure Act of
1999. I believe this bill is a good first
step to providing American workers
with the information they deserve to
know about changes to their pensions.
President Clinton has endorsed our leg-
islation and is ready to sign it into
law.

As the controversy surrounding
IBM’s decision to convert its tradi-
tional pension plan to a cash balance
plan taught many Vermonters, Con-
gress needs to revise our laws to re-
quire greater disclosure of pension
changes. When IBM first announced its
pension switch, many Vermont IBMers
told me that they did not have enough
information to judge the new plan’s
impact on their pensions. They discov-
ered that current Federal law does not
even require an employer to explain to
its employees how any future pension
benefits will be reduced. This is not
right.

Unfortunately, Vermont IBMers are
not alone. At least 325 companies, with
more than $330 billion in pension-de-
fined benefit assets, have adopted cash-
balance plans in recent years. This phe-
nomenon is the biggest development in
the pension world in years. But, as we
all know now thanks to the tireless ef-
forts of IBMers in Vermont and else-
where, there is a dark side to this cor-
porate trend: the fact that many expe-
rienced workers face deep cuts in their
promised pensions when their company
switches to a cash-balance plan.

The Pension Reduction Disclosure
Act would require all employers, re-
gardless of the size of their pension
plan, to notify their employees of pen-
sion plan changes that would reduce
the future benefit accrual rate at least
45 days in advance of the change. In ad-
dition, this legislation would require
employers to explain any differences in
future accrual rates between the old
and new plan in a clear and meaningful
fashion, by providing employees with
detailed examples showing the dif-
ference between the old and new plans.

This bill complements the Pension
Right to Know Act, which Senator
MOYNIHAN and I introduced earlier in
the year. Our earlier bill would require
employers to provide employees with
individualized comparisons of future
benefits under the old and new plans 15
days prior to the conversion for pen-
sion plans covering 1000 or more em-
ployees. Our legislation today also
complements the Older Workers Pen-
sion Protection Act, S. 1600, which Sen-
ator HARKIN, Senator JEFFORDS and I
introduced last month to prevent the

wear away of an employee’s promised
pension benefits after a cash balance
plan conversion.

Now is the time for Congress to act
to ensure that all employers fully dis-
close the negative effects of their pen-
sion plan changes. Employees have a
right to know how their futures will be
affected by a company’s decision to
change its pension plan.

By Mr. KYL (for himself, Mr.
MCCAIN, Mrs. HUTCHISON, Mr.
DOMENICI, Mr. BINGAMAN, and
Mrs. FEINSTEIN):

S. 1709. A bill to provide Federal re-
imbursement for indirect costs relating
to the incarceration of illegal aliens
and for emergency health services fur-
nished to undocumented aliens; to the
Committee on the Judiciary.
THE STATE CRIMINAL ALIEN ASSISTANCE PRO-

GRAM II AND LOCAL MEDICAL EMERGENCY RE-
IMBURSEMENT ACT

Mr. KYL. Mr. President, I rise today
to introduce the State Criminal Alien
Assistance Program II and Local Med-
ical Emergency Reimbursement Act.
Senators MCCAIN, HUTCHISON, DOMEN-
ICI, BINGAMAN, and FEINSTEIN join me.

Border counties and other jurisdic-
tions throughout the Southwest are in-
curring overwhelming costs to process
and incarcerate illegal immigrants who
commit crimes. Hospitals are also
bearing steep costs to treat illegal im-
migrants for medical emergencies.

Regarding the first issue, it should be
pointed out that, when states and lo-
calities do not have the resources to
deal with criminal illegal immigrants,
disasters can happen. Just last week, it
was discovered that illegal immigrants
who, in some cases, had committed se-
rious crimes in Maricopa County, Ari-
zona—including first degree murder in
one of the cases—were permitted to
post bond to the county, were then re-
leased to the Immigration and Natu-
ralization Service, and were then al-
lowed to return to their home country.
Needless to say, those cases did not go
to trial. Because the alleged criminal
aliens never returned for their court
date, justice was not served.

I continue to work toward better co-
operation between the INS and local
criminal justice systems, to make sure
that illegal immigrants who are
charged with crimes prosecuted under
state law—and murder is prosecuted
under state law—are held in Arizona.
That means before, during, and after
trial. It means, if the person is con-
victed, serving out his time in Arizona.

I will continue to work toward full
funding for the federal program Con-
gress created in 1995 to reimburse
states and localities for the costs of in-
carcerating criminal illegal immi-
grants, the State Criminal Alien As-
sistance Program (SCAAP). Incarcer-
ation of criminal illegal immigrants
costs state and local governments over
$1 billion a year. Last year’s Com-
merce-Justice-State Appropriations
bill provided $585 million for the pro-
gram, and reimbursed states approxi-

mately 39 cents on the dollar for such
costs. I will work to increase federal
funding for SCAAP, and will work to
ensure that the FY 2000 C–J–S funding
bill maintains, at the very least, the
FY 1999 funding level of $585 million.

It is my hope that the bill I am intro-
ducing today will further enhance the
ability of states and localities to pre-
vent the release of criminal illegal im-
migrants by giving them the resources
they need, not only to incarcerate but
to process and sentence such individ-
uals. My bill creates SCAAP II and pro-
vides an additional authorization of
$200 million per year between 2001 and
2004 to states and localities for such ex-
penditures. When illegal immigrants
commit crimes and are then caught,
they drain the budgets of a locality’s
sheriff, justice court, county attorney,
clerk of the court, superior and juve-
nile court, and juvenile detention de-
partments, as well as using up a coun-
ty’s indigent defense budget. And, even
though illegal immigration is a federal
responsibility, states and local juris-
dictions all along the southwestern
border have incurred 100 percent of spe-
cifically processing-related costs to
date. This bill will change that.

Unfortunately, we do not yet know
the full financial burden the states and
localities are bearing. I am hopeful
that the FY 2000 Commerce-Justice-
State Appropriations bill conference
report will include funding for a study
that will lay out realistic estimates of
these costs.

What is known is that such expendi-
tures comprise approximately 39 per-
cent of the aforementioned budgets of
just one Arizona county, Santa Cruz,
with a population of just 36,000 resi-
dents. As a recent report conducted by
the University of Arizona detailed,
‘‘such illegal entry pressures place in-
equitable demands on the resources
and taxpayers of Santa Cruz County.’’

Other counties throughout the
Southwest are in the same boat. Mari-
copa County, Arizona, for example, in-
curs costs of $9 million to incarcerate
illegal criminal immigrants. It is un-
clear what its costs are to process and
sentence such aliens. Cochise County
incurs costs of approximately $406,000
per year to incarcerate criminal illegal
immigrants and, therefore, must also
incur significant costs to process and
sentence these individuals. Providing
resources to states and localities with
such burdens will help prevent the re-
lease of criminals onto our nation’s
streets, and is clearly the financial re-
sponsibility of the federal government.

The second issue addressed by this
bill is the burden borne by hospitals in
southwestern states. The federal gov-
ernment is obligated to fully reimburse
states, localities, and hospitals for the
emergency medical treatment of illegal
immigrants.

According to a preliminary Congres-
sional Budget Office estimate provided
two years ago, the total annual cost to
treat illegal immigrants for medical
emergencies is roughly $2.8 billion a
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year. It is roughly estimated that the
federal government reimburses states
for approximately half of those costs.
That means states must pay the re-
maining $1.4 billion. The state of Ari-
zona estimates that it incurs unreim-
bursed costs of $20 million annually to
treat undocumented immigrants on an
emergency basis.

This legislation will provide states,
localities, and hospitals an additional
$200 million per year to help absorb the
costs of adherence to federal law, under
which all individuals, regardless of im-
migration status or ability to pay,
must be provided with medical treat-
ment in a medical emergency. I have
heard from individual doctors in Ari-
zona, and hospitals as well, conveying
their frustration in the face of these
daunting costs.

Mr. President, I hope we can address
these very pressing issues in the com-
ing months, and that Members will
consider joining my cosponsors and me
in support of this bill.

Mr. President, I ask unanimous con-
sent that the text of the bill be printed
in the RECORD.

There being no objection, the bill was
ordered to be printed in the RECORD, as
follows:

S. 1709
Be it enacted by the Senate and House of Rep-

resentatives of the United States of America in
Congress assembled,
SECTION 1. SHORT TITLE.

This Act may be cited as the ‘‘State Crimi-
nal Alien Assistance Program II and Local
Medical Emergency Reimbursement Act’’.

TITLE I—STATE CRIMINAL ALIEN
ASSISTANCE PROGRAM II

SEC. 101. SHORT TITLE.
This Act may be cited as the ‘‘State Crimi-

nal Alien Assistance Program II Act of 1999’’.
SEC. 102. FINDINGS AND PURPOSES.

(a) FINDINGS.—Congress makes the fol-
lowing findings:

(1) Federal policies and strategies aimed at
curbing illegal immigration and criminal
alien activity implemented along our Na-
tion’s southwest border influence the num-
ber of crossings, especially their location.

(2) States and local governments were re-
imbursed approximately 60 percent of the
costs of the incarceration of criminal aliens
in fiscal year 1996 when only 90 jurisdictions
applied for such reimbursement. In subse-
quent years, the number of local jurisdic-
tions receiving reimbursement has in-
creased. For fiscal year 1999, 280 local juris-
dictions applied, and reimbursement
amounted to only 40 percent of the costs in-
curred by those jurisdictions.

(3) Certain counties, often with a small
taxpayer base, located on or near the border
across from sometimes highly populated
areas of Mexico, suffer a substantially dis-
proportionate share of the impact of crimi-
nal illegal aliens on its law enforcement and
criminal justice systems.

(4) A University of Arizona study released
in January 1998 reported that at least 2 of
the 4 counties located on Arizona’s border of
Mexico, Santa Cruz, and Cochise Counties,
are burdened with this problem—

(A) for example, in 1998, Santa Cruz County
had 12.7 percent of Arizona’s border popu-
lation but 50 percent of alien crossings and
32.5 percent of illegal alien apprehensions;

(B) for fiscal year 1998, it is estimated that,
of its total criminal justice budget of

5,000,000 ($5,033,000), Santa Cruz County spent
$1,900,000 (39 percent) to process criminal il-
legal aliens, of which over half was not reim-
bursed by Federal monies; and

(C) Santa Cruz County has not obtained re-
lief from this burden, despite repeated ap-
peals to Federal and State officials.

(5) In the State of Texas, the border coun-
ties of Cameron, Dimmit, El Paso, Hidalgo,
Kinney, Val Verde, and Webb bore the unre-
imbursed costs of apprehension, prosecution,
indigent defense, and other related services
for criminal aliens who served more than
142,000 days in county jails.

(6) Throughout Texas nonborder counties
bore similar unreimbursed costs for appre-
hension, prosecution, indigent defense, and
other related services for criminal aliens
who served more than 1,000,000 days in coun-
ty jails.

(7) The State of Texas has incurred sub-
stantial additional unreimbursed costs for
State law enforcement efforts made nec-
essary by the presence of criminal illegal
aliens.

(8) The Federal Government should reim-
burse States and units of local government
for the related costs incurred by the State
for the imprisonment of any illegal alien.

(b) PURPOSE.—The purpose of this title is—
(1) to assist States and local communities

by providing financial assistance for expend-
itures for illegal juvenile aliens, and for re-
lated costs to States and units of local gov-
ernment that suffer a substantially dis-
proportionate share of the impact of crimi-
nal illegal aliens on their law enforcement
and criminal justice systems; and

(2) to ensure equitable treatment for those
States and local governments that are af-
fected by Federal policies and strategies
aimed at curbing illegal immigration and
criminal alien activity implemented on the
southwest border.
SEC. 103. REIMBURSEMENT OF STATES FOR INDI-

RECT COSTS RELATING TO THE IN-
CARCERATION OF ILLEGAL ALIENS.

Section 501 of the Immigration Reform and
Control Act of 1986 (8 U.S.C. 1365) is
amended—

(1) in subsection (a), by striking ‘‘for’’ and
all that follows through ‘‘State’’ and insert-
ing ‘‘for—

‘‘(1) the costs incurred by the State for the
imprisonment of any illegal alien or Cuban
national who is convicted of a felony by such
State; and

‘‘(2) the indirect costs related to the im-
prisonment described in paragraph (1).’’;

(2) by striking subsection (c) and inserting
the following:

‘‘(c) INDIRECT COSTS DEFINED.—In sub-
section (a), the term ‘indirect costs’
includes—

‘‘(1) court costs, county attorney costs, and
criminal proceedings expenditures that do
not involve going to trial;

‘‘(2) indigent defense; and
‘‘(3) unsupervised probation costs.’’; and
(3) by amending subsection (d) to read as

follows:
‘‘(d) AUTHORIZATION OF APPROPRIATIONS.—

There are authorized to be appropriated
$200,000,000 to carry out subsection (a)(2) for
each of the fiscal years 2001 through 2004.’’.
SEC. 104. REIMBURSEMENT OF STATES FOR

COSTS OF INCARCERATING JUVE-
NILE ALIENS.

(a) IN GENERAL.—Section 501 of the Immi-
gration Reform and Control Act of 1986 (8
U.S.C. 1365), as amended by section 103 of
this Act, is further amended—

(1) in subsection (a)(1), by inserting ‘‘or il-
legal juvenile alien who has been adjudicated
delinquent or committed to a juvenile cor-
rectional facility by such State or locality’’
before the semicolon;

(2) in subsection (b), by inserting ‘‘(includ-
ing any juvenile alien who has been adju-

dicated delinquent or has been committed to
a correctional facility)’’ before ‘‘who is in
the United States unlawfully’’; and

(3) by adding at the end the following:
‘‘(f) JUVENILE ALIEN DEFINED.—In this sec-

tion, the term ‘juvenile alien’ means an alien
(as defined in section 101(a)(3) of the Immi-
gration and Nationality Act) who has been
adjudicated delinquent or committed to a
correctional facility by a State or locality as
a juvenile offender.’’.

(b) ANNUAL REPORT.—Section 332 of the Il-
legal Immigration Reform and Immigrant
Responsibility Act of 1996 (8 U.S.C. 1366) is
amended—

(1) by striking ‘‘and’’ at the end of para-
graph (3);

(2) by striking the period at the end of
paragraph (4) and inserting ‘‘; and’’; and

(3) by adding at the end the following:
‘‘(5) the number of illegal juvenile aliens

(as defined in section 501(f) of the Immigra-
tion Reform and Control Act) that are com-
mitted to State or local juvenile correc-
tional facilities, including the type of offense
committed by each juvenile.’’.

(c) CONFORMING AMENDMENT.—Section
241(i)(3)(B) of the Immigration and Nation-
ality Act (8 U.S.C. 1231(i)(3)(B)) is amended—

(1) by striking ‘‘or’’ at the end of clause
(ii);

(2) by striking the period at the end of
clause (iii) and inserting ‘‘; or’’; and

(3) by adding at the end the following:
‘‘(iv) is a juvenile alien with respect to

whom section 501 of the Immigration Reform
and Control Act of 1986 applies.’’.
SEC. 105. REIMBURSEMENT OF STATES BOR-

DERING MEXICO OR CANADA.
Section 501 of the Immigration Reform and

Control Act of 1986 (8 U.S.C. 1365), as amend-
ed by sections 103 and 104 of this Act, is fur-
ther amended by adding at the end the fol-
lowing new subsection:

‘‘(g) MANNER OF ALLOTMENT OF REIMBURSE-
MENTS.—Reimbursements under this section
shall be allotted in a manner that takes into
account special consideration for any State
that—

‘‘(1) shares a border with Mexico or Can-
ada; or

‘‘(2) includes within the State an area in
which a large number of undocumented
aliens reside relative to the general popu-
lation of the area.’’.

TITLE II—REIMBURSEMENT OF STATES
AND LOCALITIES FOR EMERGENCY
HEALTH SERVICES TO UNDOCUMENTED
ALIENS.

SEC. 201. AUTHORIZATION OF ADDITIONAL FED-
ERAL REIMBURSEMENT OF EMER-
GENCY HEALTH SERVICES FUR-
NISHED TO UNDOCUMENTED
ALIENS.

(a) TOTAL AMOUNT AVAILABLE FOR ALLOT-
MENT.—To the extent of available appropria-
tions under subsection (e), there are avail-
able for allotments under this section for
each of fiscal years 2002 through 2005,
$200,000,000 for payments to certain States
under this section.

(b) STATE ALLOTMENT AMOUNT.—
(1) IN GENERAL.—The Secretary shall com-

pute an allotment for each fiscal year begin-
ning with fiscal year 2001 and ending with
fiscal year 2004 for each of the 17 States with
the highest number of undocumented aliens.
The amount of such allotment for each such
State for a fiscal year shall bear the same
ratio to the total amount available for allot-
ments under subsection (a) for the fiscal year
as the ratio of the number of undocumented
aliens in the State in the fiscal year bears to
the total of such numbers for all such States
for such fiscal year. The amount of allot-
ment to a State provided under this para-
graph for a fiscal year that is not paid out
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under subsection (c) shall be available for
payment during the subsequent fiscal year.

(2) DETERMINATION.—For purposes of para-
graph (1), the number of undocumented
aliens in a State under this section shall be
determined based on estimates of the resi-
dent illegal alien population residing in each
State prepared by the Statistics Division of
the Immigration and Naturalization Service
as of October 1992 (or as of such later date if
such date is at least 1 year before the begin-
ning of the fiscal year involved).

(c) USE OF FUNDS.—
(1) IN GENERAL.—From the allotments

made under subsection (b) for a fiscal year,
the Secretary shall pay to each State
amounts described in a State plan, sub-
mitted to the Secretary, under which the
amounts so allotted will be paid to local gov-
ernments, hospitals, and related providers of
emergency health services to undocumented
aliens in a manner that—

(A) takes into account—
(i) each eligible local government’s, hos-

pital’s or related provider’s payments under
the State plan approved under title XIX of
the Social Security Act for emergency med-
ical services described in section 1903(v)(2)(A)
of such Act (42 U.S.C. 1396b(v)(2)(A)) for such
fiscal year; or

(ii) an appropriate alternative proxy for
measuring the volume of emergency health
services provided to undocumented aliens by
eligible local governments, hospitals, and re-
lated providers for such fiscal year; and

(B) provides special consideration for local
governments, hospitals, and related pro-
viders located in—

(i) a county that shares a border with Mex-
ico or Canada; or

(ii) an area in which a large number of un-
documented aliens reside relative to the gen-
eral population of the area.

(2) SPECIAL RULES.—For purposes of this
subsection:

(A) A provider shall be considered to be
‘‘related’’ to a hospital to the extent that the
provider furnishes emergency health services
to an individual for whom the hospital also
furnishes emergency health services.

(B) Amounts paid under this subsection
shall not duplicate payments made under
title XIX of the Social Security Act for the
provision of emergency medical services de-
scribed in section 1903(v)(2)(A) of such Act (42
U.S.C. 1396b(v)(2)(A)).

(d) DEFINITIONS.—In this section:
(1) HOSPITAL.—The term ‘‘hospital’’ has the

meaning given such term in section 1861(e) of
the Social Security Act (42 U.S.C. 1395x(e).

(2) PROVIDER.—The term ‘‘provider’’ in-
cludes a physician, another health care pro-
fessional, and an entity that furnishes emer-
gency ambulance services.

(3) SECRETARY.—The term ‘‘Secretary’’
means the Secretary of Health and Human
Services.

(4) STATE.—The term ‘‘State’’ means the 50
States and the District of Columbia.

(e) AUTHORIZATION OF APPROPRIATIONS.—
There is authorized to be appropriated to
carry out this section $200,000,000 for each of
fiscal years 2001 through 2005.

Mr. MCCAIN. Mr. President, I rise
today in support of legislation Senator
KYL and I are introducing with a num-
ber of our border-state colleagues to
provide appropriate Federal reimburse-
ment to states and localities whose
budgets are disproportionately affected
by the costs associated with illegal im-
migration. The premise of our bill, and
of current law governing this type of
Federal reimbursement to the states, is
that controlling illegal immigration is

principally the responsibility of the
Federal government, not the states.

Our legislation would expand the
amount and scope of Federal funding to
the states for incarceration and med-
ical costs that arise from the detention
or treatment of illegal immigrants.
Such funding currently flows to all 50
states, the District of Columbia, and
two U.S. territories. Although our bill
gives special consideration to border
States and States with unusually high
concentrations of illegal aliens in resi-
dence, it would benefit communities
across the Nation. It deserves the Sen-
ate’s prompt consideration and ap-
proval.

Many of my colleagues are probably
not aware that the Federal govern-
ment, under the existing State Crimi-
nal Alien Assistance Program
(SCAAP), reimbursed states and coun-
ties burdened by illegal immigration
for less than 40 percent of eligible alien
incarceration costs in Fiscal Year 1998.
Border counties estimate that more
than 25 percent of their criminal jus-
tice budgets are spent processing
criminal aliens. In my State of Ari-
zona, Santa Cruz County last year
spent 39 percent of its total criminal
justice budget to process criminal ille-
gal aliens, of which over half was not
reimbursed by the Federal government.
In its last budget cycle, New Mexico’s
tiny Luna County spent $375,000 on im-
migrant detention costs but received
only $32,000 from the Federal govern-
ment to offset jail expenses. Overall,
SCAAP reimbursed states and counties
along the border for only 33.7 percent
of the cost of incarcerating illegal
aliens in FY 1997 and 39.9 percent in FY
1998.

The State of California spent nearly
$600 million last year to keep criminal
aliens behind bars, but was reimbursed
for only $183 million of those expenses.
In Texas, prosecution of drug and im-
migration crime, principally in the
form of illegal entry into the United
States, accounted for an astonishing 70
percent of criminal filings during fiscal
1998. That figure represents a one-year
increase of 58 percent in the number of
immigration cases brought before the
courts, an increase that was not
matched by Federal reimbursement for
associated legal expenses and incarcer-
ation costs to the state and its coun-
ties.

Earlier this year, the House voted to
fund SCAAP at $585 million for FY
2000. This level is insufficient, but
would at least roughly maintain exist-
ing levels of Federal support to states
and localities for alien incarceration
costs. Astonishingly, the Senate, in its
version of the fiscal year 2000 Com-
merce, Justice, State, and the Judici-
ary Appropriations bill, proposed to
slash SCAAP funding by 83 percent, to
only $100 million, for reasons that es-
cape me. In the words of the U.S./Mex-
ico Border Counties Coalition, ‘‘Given
this program’s history of not meeting
its obligations to state and local gov-
ernments even at higher levels of fund-

ing, this latest action will in essence
leave state and local taxpayers to foot
the Federal government’s bill for the
incarceration of criminal undocu-
mented immigrants.’’

A June 21, 1999, letter from the Gov-
ernors of Arizona, California, New
York, New Jersey, and Illinois to mem-
bers of the United States Senate makes
the same point: ‘‘Control of the na-
tion’s borders is under the exclusive ju-
risdiction of the Federal government,
yet State and local governments bear
the brunt of the costs when the Federal
government fails to meet its responsi-
bility to prevent illegal immigration.
By cutting funding for SCAAP by 83
percent, the Senate is abandoning its
responsibility and forcing the states to
pay for a Federally mandated service.’’
It is my hope that Congress will re-
store SCAAP funding to at least $500
million, as the President requested for
fiscal 2000 to help meet the needs of
local communities across the country.

The legislation Senator KYL and I are
introducing today would actually ex-
pand the State Criminal Alien Assist-
ance Program by authorizing funding
for state and local needs that currently
go unmet. Although states receive Fed-
eral reimbursement for part of the cost
of incarcerating illegal adult aliens,
the Federal government does not reim-
burse States or units of local govern-
ment for expenditures for illegal juve-
nile aliens. Nor does it reimburse
states and localities for costs associ-
ated with processing criminal illegal
aliens, including court costs, county
attorney costs, costs for criminal pro-
ceedings that do not involve going to
trial, indigent defense costs, and unsu-
pervised probation costs. Our legisla-
tion would authorize the Federal gov-
ernment to reimburse such costs to
States and localities that suffer a sub-
stantially disproportionate share of the
impact of criminal illegal aliens on
their law enforcement and criminal
justice systems. It would also author-
ize additional Federal reimbursement
for emergency health services fur-
nished by States and localities to un-
documented aliens.

Reimbursement to States and local-
ities for criminal alien incarceration is
woefully underfunded according to the
existing limited criteria for SCAAP,
which do not take into account the full
detention and processing costs for ille-
gal aliens. Nor does the existing
SCAAP provide necessary support to
local communities for the cost of emer-
gency care for illegal immigrants, a
growing problem in the Southwest, and
one exacerbated by the increasingly
desperate measures taken by undocu-
mented aliens to cross our border with
Mexico. Our legislation thus authorizes
the expansion of SCAAP to cover costs
wrongly borne by local communities
under current law—costs which are a
Federal responsibility and should not
be shirked by those in Washington who
do not live with the problem of illegal
immigration in their midst.

As my colleagues know, illegal immi-
grants who successfully transit our
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Southwest border rapidly disperse
throughout the United States. That
SCAAP funds flow to all 50 states re-
flects the pressures such aliens place
on public services around the country.
I hope the Senate will act expedi-
tiously on this important legislation to
alleviate those pressures by compen-
sating state and local units for the
costs they incur as unwitting hosts to
undocumented aliens, even as we con-
tinue to fund border enforcement meas-
ures to reduce the flow of illegal immi-
grants into this country.

Mr. BINGAMAN. Mr. President, I rise
to join with my colleagues from Ari-
zona, California, and Texas in intro-
ducing the ‘‘State Criminal Alien As-
sistance Program II and Local Medical
Emergency Reimbursement Act of
1999.’’

The purpose of the bill is to expand
to scope of the current SCAAP law to
allow counties and states to be reim-
bursed not only for the costs of incar-
cerating illegal aliens, but also for the
costs of prosecuting them, defending
them and detaining them. Currently,
SCAAP only pays for the costs of in-
carcerating illegal aliens convicted of a
felony in the United States. This
means that counties and states do not
get reimbursed for the indirect and di-
rect costs leading to such a conviction.
Because many illegal aliens arrested
for drug smuggling or alien smuggling
by federal agents are prosecuted by the
county prosecutors, this has put an
enormous strain on the county’s pros-
ecution budgets and has burdened the
already struggling indigent defense
programs. With the expansion of
SCAAP, the counties will finally get
some relief.

Another positive change to the
SCAAP law is the addition of juvenile
incarceration as a reimbursable ex-
pense. Many drug traffickers are using
teenagers to transport drugs across the
border, knowing that we do not cur-
rently have a good system for dealing
with criminal illegal juvenile aliens.
Because these teens’ parents are not
living in the United States, the county
jails are required to detain the teens
pending adjudication. The other option
is to let the teens go. Neither option is
good from a law enforcement perspec-
tive, but the cost of detaining a juve-
nile places an enormous burden on the
counties’ juvenile detention facilities. I
am pleased that this bill considered the
counties’ concerns and included the
costs of detaining juveniles as a reim-
bursable expense.

In 1994 I supported the original
SCAAP bill. Between 1996 and 1999, the
federal government has reimbursed the
State of New Mexico $4.5 million for
costs incurred in incarcerating crimi-
nal illegal aliens under this program.
New Mexico counties have been reim-
bursed more than $1.4 million for simi-
lar costs. However, this $6 million re-
imbursement represents but a small
fraction of the actual costs expended
by New Mexico jails and prisons. This
bill seeks to increase the amount avail-

able for reimbursement by raising the
amount authorized to $200 million be-
tween 2002 and 2005.

The second part of this bill addresses
another problem facing the border
states. Because many towns near the
US–Mexico border are a mere stones
throw away from much larger Mexican
towns and cities, many Mexican na-
tionals often cross the border illegally
in search of emergency medical serv-
ices due to the lack of adequate facili-
ties in Mexico. This bill will reimburse
the health care providers required to
provide emergency medical services to
illegal aliens.

The border counties in New Mexico
have repeatedly expressed their con-
cern about the lack of federal assist-
ance for emergency medical services
provided to undocumented immigrants.
Yet, under current law, New Mexico
border communities are not eligible to
be reimbursed for providing such emer-
gency medical services. This has placed
a significant financial burden on the
public and private hospitals who are
just trying to do what they think is
right—provide emergency treatment to
those in need. This lack of federal as-
sistance has been very detrimental to
New Mexico because the number of un-
documented immigrants seeking med-
ical attention in New Mexico is very
high compared with the population of
the New Mexico border community.

Between January 1, 1999 and August
31, 1999, Mimbres Memorial Hospital in
Deming, New Mexico reported that 22
percent of its patients that were unable
to pay for their medical care were resi-
dents of Mexico. These individuals ac-
counted for $379,311 in charges that had
to be absorbed by this hospital. In a
town of roughly 10,000 people, this is a
sizeable amount for a local hospital to
write-off as uncollectible.

With the passage of this bill, New
Mexico will be eligible to participate in
this federal reimbursement program.
Because the authorized amount for this
program will be increased to $200 mil-
lion between 2002 and 2005, this change
will not affect the reimbursements to
other states. This increase in funding
is sorely needed to adequately address
the financial burdens that illegal im-
migration imposes on the border com-
munities.

I commend my fellow members of the
Senate Southwest Border Caucus for
working together on a bill what will
make these necessary changes to the
SCAAP program and address the finan-
cial hardship that illegal immigration
imposes on our border communities.

I thank Senator KYL for introducing
this bill and I encourage the Senate to
take up this bill and pass this worth-
while legislation.
∑ Mrs. FEINSTEIN. Mr. President I am
pleased to join my colleague Senator
KYL in introducing the ‘‘State Crimi-
nal Alien Assistance Program II and
Local Medical Emergency Reimburse-
ment Act.’’

The control of illegal immigration is
a Federal responsibility. However,

more and more, this burden is shifting
to the states. The ‘‘State Criminal
Alien Assistance Program II and Local
Medical Emergency Reimbursement
Act’’ (SCAAP II), properly shifts the
fiscal burden of illegal immigration
into the hands of the Federal Govern-
ment. This bill builds upon the existing
Federal obligations under the ‘‘State
Criminal Alien Assistance Program’’
(SCAAP I) by providing $200 million for
each of the fiscal years 2002 through
2005 to help border communities defray
the indirect costs of illegal immigra-
tion, and an additional $200 million to
help state and local governments cope
with the cost of providing emergency
medical care to illegal immigrants.

The issue of illegal immigration, is
one of national consequence that re-
quires a Federal response. Unfortu-
nately, Federal reimbursements have
consistently failed to cover the actual
costs borne by States and local com-
munities confronting the effects of ille-
gal immigration. For those commu-
nities that continue to shoulder this
burden, the control of illegal immigra-
tion has become an unfunded mandate.

Mr. President, while I consider ille-
gal immigration an issue that pervades
communities across the nation, I would
like to share with my colleagues how
this issue has affected my home State
of California. As you might imagine,
the border counties in California are
among the hardest hit in terms of dol-
lars spent on incarceration, court
costs, and emergency medical care for
those who have entered the U.S.
illegally.

San Diego County, for example, spent
an estimated $10.1 million in 1998 to
cover the costs of illegal alien incar-
ceration and spends an estimated $50
million annually to provide emergency
medical care for illegal immigrants.
Imperial County estimates that it
spent more than $4 million last year in
detention costs and another $1.36 mil-
lion in emergency medical expenses.

I am greatly concerned about the dis-
proportionate burden these costs im-
pose on the criminal justice system,
hospitals and residents of San Diego
and Imperial Counties, especially given
the counties’ limited tax base and fis-
cal resources. Given what I have wit-
nessed in my own state, it is not hard
for me to understand the frustration
and concern of communities in a grow-
ing number of other states. Similar
burdens have fallen on border commu-
nities in states like Arizona, New Mex-
ico, and Texas. Each year, the costs
borne by states to respond to illegal
immigration continue to soar, while
Federal involvement remains minimal
at best.

Unfortunately, we can only expect
these costs for border states to swell
over the next few years as border en-
forcement initiatives force illegal mi-
gration to shift further eastward from
San Diego County to neighboring
southern States and counties as well as
to the more porous northern state bor-
ders. In launching Operation Gate-
keeper, for example, the INS has
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achieved considerable success in deter-
ring illegal border crossings along the
San Diego border.

At the same time, Gatekeeper has
had the effect of shifting a large vol-
ume of migrant crossings to the more
rugged East San Diego County moun-
tain area and the desert region of Im-
perial County where there have been
numerous instances of illegal immi-
grants in need of emergency care. One
county hospital in El Centro, for exam-
ple, reports that the Border Patrol has
dropped off countless numbers of un-
documented aliens found in the desert
suffering from hypothermia or dehy-
dration, or from broken limbs and frac-
tured skulls as result of failed at-
tempts at scaling the fence along the
San Diego border.

The more ‘‘fortunate’’ border cross-
ers are being detained at state and
county jails. Although states receive
Federal reimbursement for some of the
direct costs of incarcerating adult ille-
gal immigrants, the Federal Govern-
ment does not reimburse states and lo-
calities for the indirect costs relating
to the incarceration or the control of
illegal aliens, including: court costs,
county attorney costs, indigent de-
fense, criminal juvenile detention, and
unsupervised probation costs. Nor does
it compensate state and local hospitals
for the emergency medical care pro-
vided to illegal immigrants who are
not in Federal custody.

Mr. President, I join my colleagues in
introducing the SCAAP II bill in hopes
that it will alleviate some of the fiscal
strains illegal immigration has im-
posed on border states and commu-
nities. I look forward to working with
my colleagues to move it through the
Senate.∑
f

ADDITIONAL COSPONSORS

S. 59

At the request of Mr. THOMPSON, the
name of the Senator from New Hamp-
shire (Mr. GREGG) was added as a co-
sponsor of S. 59, a bill to provide Gov-
ernment-wide accounting of regulatory
costs and benefits, and for other pur-
poses.

S. 80

At the request of Ms. SNOWE, the
name of the Senator from Georgia (Mr.
COVERDELL) was added as a cosponsor
of S. 80, a bill to establish the position
of Assistant United States Trade Rep-
resentative for Small Business, and for
other purposes.

S. 472

At the request of Mr. GRASSLEY, the
name of the Senator from North Caro-
lina (Mr. EDWARDS) was added as a co-
sponsor of S. 472, a bill to amend title
XVIII of the Social Security Act to
provide certain medicare beneficiaries
with an exemption to the financial lim-
itations imposed on physical, speech-
language pathology, and occupational
therapy services under part B of the
medicare program, and for other pur-
poses.

S. 484

At the request of Mr. CAMPBELL, the
name of the Senator from Alaska (Mr.
MURKOWSKI) was added as a cosponsor
of S. 484, a bill to provide for the grant-
ing of refugee status in the United
States to nationals of certain foreign
countries in which American Vietnam
War POW/MIAs or American Korean
War POW/MIAs may be present, if
those nationals assist in the return to
the United States of those POW/MIAs
alive.

S. 659

At the request of Mr. MOYNIHAN, the
name of the Senator from Maryland
(Mr. SARBANES) was added as a cospon-
sor of S. 659, a bill to amend the Inter-
nal Revenue Code of 1986 to require
pension plans to provide adequate no-
tice to individuals whose future benefit
accruals are being significantly re-
duced, and for other purposes.

S. 792

At the request of Mr. MOYNIHAN, the
name of the Senator from Michigan
(Mr. LEVIN) was added as a cosponsor of
S. 792, a bill to amend title IV of the
Personal Responsibility and Work Op-
portunity Reconciliation Act of 1996 to
provide States with the option to allow
legal immigrant pregnant women, chil-
dren, and blind or disabled medically
needy individuals to be eligible for
medical assistance under the medicaid
program, and for other purposes.

S. 914

At the request of Mr. SMITH, the
name of the Senator from Washington
(Mr. GORTON) was added as a cosponsor
of S. 914, a bill to amend the Federal
Water Pollution Control Act to require
that discharges from combined storm
and sanitary sewers conform to the
Combined Sewer Overflow Control Pol-
icy of the Environmental Protection
Agency, and for other purposes.

S. 1017

At the request of Mr. MACK, the name
of the Senator from Mississippi (Mr.
COCHRAN) was added as a cosponsor of
S. 1017, A bill to amend the Internal
Revenue Code of 1986 to increase the
State ceiling on the low-income hous-
ing credit.

S. 1029

At the request of Mr. COCHRAN, the
name of the Senator from Maryland
(Ms. MIKULSKI) was added as a cospon-
sor of S. 1029, a bill to amend title III
of the Elementary and Secondary Edu-
cation Act of 1965 to provide for digital
education partnerships.

S. 1044

At the request of Mr. KENNEDY, the
names of the Senator from Nevada (Mr.
REID) and the Senator from Illinois
(Mr. DURBIN) were added as cosponsors
of S. 1044, a bill to require coverage for
colorectal cancer screenings.

S. 1053

At the request of Mr. BOND, the name
of the Senator from Alaska (Mr. MUR-
KOWSKI) was added as a cosponsor of S.
1053, a bill to amend the Clean Air Act
to incorporate certain provisions of the

transportation conformity regulations,
as in effect on March 1, 1999.

S. 1091

At the request of Mr. DEWINE, the
name of the Senator from Kentucky
(Mr. MCCONNELL) was added as a co-
sponsor of S. 1091, a bill to amend the
Public Health Service Act to provide
for the establishment of a pediatric re-
search initiative.

S. 1144

At the request of Mr. VOINOVICH, the
name of the Senator from Delaware
(Mr. BIDEN) was added as a cosponsor of
S. 1144, a bill to provide increased flexi-
bility in use of highway funding, and
for other purposes.

S. 1187

At the request of Mr. DORGAN, the
names of the Senator from Louisiana
(Ms. LANDRIEU), the Senator from Lou-
isiana (Mr. BREAUX), the Senator from
South Dakota (Mr. DASCHLE), and the
Senator from New Mexico (Mr. BINGA-
MAN) were added as cosponsors of S.
1187, a bill to require the Secretary of
the Treasury to mint coins in com-
memoration of the bicentennial of the
Lewis and Clark Expedition, and for
other purposes.

S. 1263

At the request of Mr. JEFFORDS, the
name of the Senator from Wyoming
(Mr. THOMAS) was added as a cosponsor
of S. 1263, a bill to amend the Balanced
Budget Act of 1997 to limit the reduc-
tions in medicare payments under the
prospective payment system for hos-
pital outpatient department services.

S. 1277

At the request of Mr. GRASSLEY, the
names of the Senator from New Jersey
(Mr. LAUTENBERG) and the Senator
from North Carolina (Mr. EDWARDS)
were added as cosponsors of S. 1277, a
bill to amend title XIX of the Social
Security Act to establish a new pro-
spective payment system for Feder-
ally-qualified health centers and rural
health clinics.

S. 1384

At the request of Mr. ABRAHAM, the
name of the Senator from Illinois (Mr.
DURBIN) was added as a cosponsor of S.
1384, a bill to amend the Public Health
Service Act to provide for a national
folic acid education program to pre-
vent birth defects, and for other pur-
poses.

S. 1419

At the request of Mr. MCCAIN, the
names of the Senator from Vermont
(Mr. JEFFORDS) and the Senator from
Nebraska (Mr. HAGEL) were added as
cosponsors of S. 1419, a bill to amend
title 36, United States Code, to des-
ignate May as ‘‘National Military Ap-
preciation Month.’’

S. 1485

At the request of Mr. NICKLES, the
names of the Senator from Maryland
(Mr. SARBANES) and the Senator from
Illinois (Mr. DURBIN) were added as co-
sponsors of S. 1485, a bill to amend the
Immigration and Nationality Act to
confer United States citizenship auto-
matically and retroactively on certain
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foreign-born children adopted by citi-
zens of the United States.

S. 1500

At the request of Mr. HATCH, the
names of the Senator from North Caro-
lina (Mr. EDWARDS), the Senator from
Virginia (Mr. WARNER), and the Sen-
ator from Arkansas (Mr. HUTCHINSON)
were added as cosponsors of S. 1500, a
bill to amend title XVIII of the Social
Security Act to provide for an addi-
tional payment for services provided to
certain high-cost individuals under the
prospective payment system for skilled
nursing facility services, and for other
purposes.

S. 1536

At the request of Mr. DEWINE, the
name of the Senator from Idaho (Mr.
CRAIG) was added as a cosponsor of S.
1536, a bill to amend the Older Ameri-
cans Act of 1965 to extend authoriza-
tions of appropriations for programs
under the Act, to modernize programs
and services for older individuals, and
for other purposes.

S. 1547

At the request of Mr. BURNS, the
name of the Senator from Minnesota
(Mr. GRAMS) was added as a cosponsor
of S. 1547, a bill to amend the Commu-
nications Act of 1934 to require the
Federal Communications Commission
to preserve low-power television sta-
tions that provide community broad-
casting, and for other purposes.

S. 1555

At the request of Mr. KENNEDY, the
name of the Senator from Nevada (Mr.
REID) was added as a cosponsor of S.
1555, a bill to provide sufficient funds
for the research necessary to enable an
effective public health approach to the
problems of youth suicide and violence,
and to develop ways to intervene early
and effectively with children and ado-
lescents who suffer depression or other
mental illness, so as to avoid the trag-
edy of suicide, violence, and longterm
illness and disability.

S. 1618

At the request of Mr. GRAHAM, the
names of the Senator from Virginia
(Mr. ROBB) and the Senator from New
York (Mr. MOYNIHAN) were added as co-
sponsors of S. 1618, a bill to promote
primary and secondary health pro-
motion and disease prevention services
and activities among the elderly, to
amend title XVIII of the Social Secu-
rity Act to add preventive benefits, and
for other purposes.

S. 1633

At the request of Mr. MCCAIN, the
names of the Senator from Alaska (Mr.
MURKOWSKI) and the Senator from Cali-
fornia (Mrs. FEINSTEIN) were added as
cosponsors of S. 1633, a bill to recognize
National Medal of Honor sites in Cali-
fornia, Indiana, and South Carolina.

S. 1638

At the request of Mr. GRAMS, his
name was added as a cosponsor of S.
1638, a bill to amend the Omnibus
Crime Control and Safe Streets Act of
1968 to extend the retroactive eligi-

bility dates for financial assistance for
higher education for spouses and de-
pendent children of Federal, State, and
local law enforcement officers who are
killed in the line of duty.

S. 1678

At the request of Mr. DASCHLE, the
names of the Senator from South Caro-
lina (Mr. HOLLINGS) and the Senator
from North Carolina (Mr. EDWARDS)
were added as cosponsors of S. 1678, a
bill to amend title XVIII of the Social
Security Act to modify the provisions
of the Balanced Budget Act of 1997.

S. 1701

At the request of Mr. SESSIONS, the
name of the Senator from Florida (Mr.
MACK) was added as a cosponsor of S.
1701, a bill to reform civil asset for-
feiture, and for other purposes.

SENATE RESOLUTION 118

At the request of Mr. REID, the
names of the Senator from Wyoming
(Mr. ENZI) and the Senator from Mon-
tana (Mr. BURNS) were added as cospon-
sors of Senate Resolution 118, a resolu-
tion designating December 12, 1999, as
‘‘National Children’s Memorial Day.’’

SENATE RESOLUTION 190

At the request of Mr. CAMPBELL, the
names of the Senator from Nevada (Mr.
REID) and the Senator from Oklahoma
(Mr. INHOFE) were added as cosponsors
of Senate Resolution 190, a resolution
designating the week of October 10,
1999, through October 16, 1999, as Na-
tional Cystic Fibrosis Awareness Week.

AMENDMENT NO. 1825

At the request of Mr. SESSIONS his
name was added as a cosponsor of
amendment No. 1825 proposed to S.
1650, an original bill making appropria-
tions for the Departments of Labor,
Health and Human Services, and Edu-
cation, and related agencies for the fis-
cal year ending September 30, 2000, and
for other purposes.

AMENDMENT NO. 1842

At the request of Mr. DOMENICI his
name was added as a cosponsor of
amendment No. 1842 proposed to S.
1650, an original bill making appropria-
tions for the Departments of Labor,
Health and Human Services, and Edu-
cation, and related agencies for the fis-
cal year ending September 30, 2000, and
for other purposes.

AMENDMENT NO. 1845

At the request of Mr. HARKIN the
names of the Senator from Massachu-
setts (Mr. KENNEDY), the Senator from
Nevada (Mr. REID), the Senator from
Washington (Mrs. MURRAY), and the
Senator from South Dakota (Mr. JOHN-
SON) were added as cosponsors of
amendment No. 1845 proposed to S.
1650, an original bill making appropria-
tions for the Departments of Labor,
Health and Human Services, and Edu-
cation, and related agencies for the fis-
cal year ending September 30, 2000, and
for other purposes.

AMENDMENT NO. 1861

At the request of Ms. LANDRIEU her
name was added as a cosponsor of
amendment No. 1861 proposed to S.

1650, an original bill making appropria-
tions for the Departments of Labor,
Health and Human Services, and Edu-
cation, and related agencies for the fis-
cal year ending September 30, 2000, and
for other purposes.
f

SENATE RESOLUTION 198—EX-
PRESSING SYMPATHY FOR
THOSE KILLED AND INJURED IN
THE RECENT EARTHQUAKES IN
TURKEY AND GREECE AND COM-
MENDING TURKEY AND GREECE
FOR THEIR RECENT EFFORTS IN
OPENING A NATIONAL DIALOGUE
AND TAKING STEPS TO FUR-
THER BILATERAL RELATIONS
Ms. SNOWE (for herself, Mr. HELMS,

Mr. SARBANES, Mr. BIDEN, and Mr.
BYRD) submitted the following resolu-
tion; which was considered and agreed
to:

S. RES. 198
Whereas in the wake of the tragic earth-

quakes which struck Turkey on August 17,
1999, leaving up to 16,000 dead, 24,000 injured,
and 100,000 homeless, and Greece on Sep-
tember 7, 1999, killing 143, injuring 1,600, and
leaving 16,000 homeless, an improvement of
relations between Turkey and Greece has oc-
curred;

Whereas within hours of the earthquake
hitting Turkey, Greece sent rescue teams,
doctors, firemen, and emergency supplies to
Turkey;

Whereas immediately after the earthquake
struck Greece, Turkey, already dealing with
its own devastation, sent rescue personnel to
Greece;

Whereas in July, senior foreign ministry
officials of Greece and Turkey held talks,
the first talks at this level since 1994, to dis-
cuss bilateral cooperation in the fields of
tourism, the environment, trade, and the
economy as well as cooperation in com-
bating organized crime, illegal immigration,
drug-trafficking, and terrorism;

Whereas in September 1999, a second round
of talks between senior foreign ministry offi-
cials of Greece and Turkey were held as a
follow-up to the July meeting, and a third
round has been planned for October 1999;

Whereas this spirit of cooperation has led
to a warming of relations and confidence
building measures, including—

(1) a naval vessel of Greece calling at a
port of Turkey for the first time in more
than a century;

(2) Greek and Turkish news commentators
agreeing to publish their columns in each
other’s newspapers;

(3) Greece indicating that it is prepared to
accept the candidacy of Turkey for member-
ship in the European Union as long as Tur-
key meets all criteria for membership in the
Union; and

(4) Turkey and Greece praising the other
for earthquake assistance; and

Whereas the desire to further cultivate re-
lations between Turkey and Greece has cre-
ated an atmosphere of hope: Now, therefore,
be it

Resolved, That the Senate—
(1) expresses sympathy for those killed and

injured in the recent earthquakes in Greece
and Turkey;

(2) commends, encourages, and supports re-
cent efforts by Greece and Turkey to im-
prove bilateral relations between those coun-
tries; and

(3) reiterates the importance of promoting
positive bilateral relations between Greece
and Turkey, which are of paramount interest
to the United States.
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SENATE RESOLUTION 199—DESIG-

NATING THE WEEK OF OCTOBER
24, 1999, THROUGH OCTOBER 30,
1999, AND THE WEEK OF OCTO-
BER 22, 2000, THROUGH OCTOBER
28, 2000, AS ‘‘NATIONAL CHILD-
HOOD LEAD POSONING PREVEN-
TION WEEK’’

Mr. REED (for himself, Ms. COLLINS,
Mr. TORRICELLI, Mr. REID, Mr. LEVIN,
Mr. WELLSTONE, Mr. LIEBERMAN, Mr.
KERRY, Mr. KENNEDY, Mr. SARBANES,
Mr. DORGAN, Mr. SCHUMER, Mr. AKAKA,
Mr. INOUYE, Mr. CHAFEE, Mrs. BOXER,
Ms. MIKULSKI, Mr. DODD, Mr. WYDEN,
Mr. CONRAD, Mr. GRAHAM, Mr. DURBIN,
Mr. DEWINE, Ms. LANDRIEU, Mr. JOHN-
SON, Mr. JEFFORDS, Mr. SMITH of Or-
egon, Mr. ROBB, and Mr. FRIST) sub-
mitted the following resolution; which
was referred to the Committee on the
Judiciary:

S. RES. 199

Whereas lead poisoning is a leading envi-
ronmental health hazard to children in the
United States;

Whereas according to the United States
Center for Disease Control and Prevention,
890,000 preschool children in the United
States have harmful levels of lead in their
blood;

Whereas lead poisoning may cause serious,
long-term harm to children, including re-
duced intelligence and attention span, be-
havior problems, learning disabilities, and
impaired growth;

Whereas children from low-income families
are 8 times more likely to be poisoned by
lead than those from high income families;

Whereas children may become poisoned by
lead in water, soil, or consumable products;

Whereas most children are poisoned in
their homes through exposure to lead par-
ticles when lead-based paint deteriorates or
is disturbed during home renovation and re-
painting; and

Whereas lead poisoning crosses all barriers
of race, income, and geography: Now, there-
fore, be it

Resolved, That the Senate—
(1) designates the week of October 24, 1999,

through October 30, 1999, and the week of Oc-
tober 22, 2000, through October 28, 2000, as
‘‘National Childhood Lead Poisoning Preven-
tion Week’’; and

(2) requests that the President issue a
proclamation calling upon the people of the
United States to observe such day with ap-
propriate programs and activities.

Mr. REED. Mr. President, I rise
today to submit a resolution which
would designate October 24–30, as ‘‘Na-
tional Childhood Lead Poisoning Pre-
vention Week.’’ Despite steady
progress over the past two decades to
regulate inappropriate uses of lead, the
tragedy of childhood lead poisoning re-
mains very real for nearly one million
preschoolers in the U.S.

Most children are poisoned in their
own homes by deteriorating lead-based
paint and lead-contaminated dust.
While lead poisoning crosses all bar-
riers of race, income, and geography,
most of the burden of this disease falls
disproportionately on low-income fam-
ilies or families of color who generally
live in older, poorer quality housing. In
the United States, children from low-
income families are eight times more
likely to be poisoned than those from

high income families. African Amer-
ican children are five times more like-
ly to be poisoned than white children.
Nationwide, almost 22 percent of Afri-
can American children living in older
housing are lead poisoned, a staggering
statistic, particularly given the overall
decline in blood lead levels in the last
decade.

Unfortunately, many communities
have not experienced a major decline
in blood lead levels. In fact, in some
communities, more than half of the
preschool children are lead poisoned.
Baltimore, Providence, Philadelphia,
Milwaukee, St. Louis, and Chicago all
have lead poisoning rates that are
three to nine times the national aver-
age.

Even low levels of exposure to lead
impair a child’s ability to learn and
thrive, causing reductions in IQ and at-
tention span, reading and other learn-
ing disabilities, hyperactivity, aggres-
sive behavior, hearing loss, and coordi-
nation problems. These effects are per-
sistent and interfere with their success
in school and later in life. Research
shows that children with elevated
blood lead levels are seven times more
likely to drop out of high school and
six times more likely to have reading
disabilities. State health officials be-
lieve that the need for certain edu-
cation services is 40 percent higher
among children with significant lead
exposure.

Mr. President, lead poisoning is en-
tirely preventable, making its preva-
lence among children all the more frus-
trating. In addition, lead poisoning has
many dimensions, and therefore we
have to tackle it from all directions.
Specifically, our efforts should include
screening and treating poisoned chil-
dren, identifying and removing the
source of their exposure, educating par-
ents, landlords and entire communities
about the dangers of lead, and ensuring
that resources to address the problem
are available and accessible to all who
need them.

I have been working on a number of
initiatives in the Senate to address
this problem including urging Senate
leaders to provide for more funding for
lead abatement. Last year, I sponsored
an amendment that resulted in an in-
crease of $20 million in funding to
eliminate lead hazards in the homes of
young children. This year, the Senate
has supported a similar figure.

Also, I have become deeply con-
cerned, along with my colleague Sen-
ator TORRICELLI, about recent reports
that children at risk for lead poisoning
are not adequately screened or treated
for the disease, even if they are en-
rolled in Medicaid. Although children
enrolled in Medicaid are three times
more likely than other children to
have high amounts of lead in their
blood, the General Accounting Office
(GAO) recently reported that less than
20 percent of these young children have
been screened for lead poisoning. Even
more disconcerting is that half of the
states do not have screening policies

that are consistent with federal re-
quirements. For this reason, we have
introduced the Children’s Lead SAFE
Act (S. 1120) to ensure that all children
at risk of lead poisoning receive their
required screenings and appropriate
follow-up care by holding states ac-
countable.

Mr. President, I have been working
on making important, yet common-
sense, policy changes to ensure that
children are screened and treated for
lead poisoning and to provide critical
funding for leadsafe housing. Beyond
these efforts, I believe we need to take
further steps to raise pubic awareness
about the dangers of lead poisoning.
Last month, Senator COLLINS and I
hosted a Public Health Subcommittee
hearing in Rhode Island to highlight
the importance of the issue and to hear
about the successful approaches under-
taken by organizations in my home
state to address the problem. We plan
to hold a similar hearing in Maine next
month. Because lead poisoning is a na-
tional problem, we believe it deserves
national attention.

That is why Senator COLLINS and I,
along with 26 original co-sponsors are
introducing this bipartisan resolution
that would commemorate the week of
October 24–30, 1999 as ‘‘National Child-
hood Lead Poisoning Prevention
Week.’’ Designation of a national week
for lead poisoning prevention would
raise public awareness about the issue
and highlight the need to protect chil-
dren from lead poisoning to ensure
their healthy development.

The Senate resolution would serve to
further our efforts to recognize lead
poisoning as a national problem and
declare lead poisoning prevention as a
national priority. The proposed resolu-
tion would also acknowledge the suf-
fering of the many children with lead
poisoning and their parents whose ac-
tive involvement individually and
through grassroots organizations has
been instrumental in efforts to reduce
lead poisoning. The resolution is sup-
ported by the Alliance to End Child-
hood Lead Poisoning, the Children’s
Defense Fund, the Environmental De-
fense Fund, and more than one hundred
state and local organizations. Mr.
President, I ask unanimous consent
that letters of support from the Chil-
dren’s Defense Fund and the Alliance
to End Childhood Lead Poisoning,
along with the list of the 100 sup-
porting organizations be printed in the
RECORD.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:

CHILDREN’S DEFENSE FUND,
Washington, DC, September 27, 1999.

Hon. JACK REED,
Hart Senate Office Building, Washington, DC.

DEAR SENATOR REED: I am writing in
strong support of resolution to commemo-
rate the week of October 24–30, 1999 as ‘‘Na-
tional Childhood Lead Poisoning Prevention
Week.’’

Lead poisoning in children can cause learn-
ing disabilities, behavioral problems, and at
extremely high levels of poisoning, seizures,
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coma, and death. According to the Centers
for Disease Control (CDC), about 890,000 chil-
dren in the United States have elevated
blood lead levels, including one in five Afri-
can-American children living in housing
built before 1946. Infants and toddlers are
most susceptible because they spend so much
of their time with their hands in their
mouths—hands that may have been on the
floor, on the windowsill, on the wall, along
the stairway, places where lead paint par-
ticles exist.

Over 80% of the homes and apartments
built before 1978 in the United States have
lead-based paint in them. Paint doesn’t have
to be peeling to cause a health problem; par-
ticles can circulate in dust and air circula-
tion systems. Although elevated blood lead
levels in children have declined in the last
few decades, lead poisoning is preventable;
any level of lead poisoning in children is too
high.

Your resolution will highten awareness of
this tragic and preventable health problem. I
commend your attention to the issue and
look forward to working with you to ensure
that all children have the chance to grow up
healthy and reach their fullest potential.

Sincerely yours,
MARIAN WRIGHT EDELMAN.

ALLIANCE TO END
CHILDHOOD LEAD POISONING,
Washington, DC, October 7, 1999.

Hon. JACK REED,
Hart Senate Office Building, Washington, DC.

DEAR SENATOR REED: I am writing in sup-
port of your resolution to designate the last
week of October ‘‘National Childhood Lead
Poisoning Prevention Week.’’ This measure
is supported by over 100 local health depart-
ments, housing agencies, community-based
organizations and lead poisoning prevention
programs from across the country (see at-
tached list).

Despite steady progress over the past two
decades to regulate inappropriate uses of
lead, the tragedy of childhood lead poisoning
remains very real for nearly one million pre-
schoolers in the United States. Children are
most often poisoned in their own homes by
lead-contaminated dust from lead-based
paint that is deteriorating or disturbed by
repainting or renovation projects.

While lead poisoning crosses all barriers of
race, income, and geography, the burden of
this disease falls disproportionately on low-
income families or families of color, who
generally live in older, poorer quality hous-
ing. In some communities, more than half of
preschool children are lead-poisoned. Even
low levels of exposure to lead can impair
young children’s ability to learn and thrive,
causing reduced IQ and attention span,
learning difficulties and behavior problems.
These effects are persistent and interfere
with success in school and later life.

Formal designation of a national week for
lead poisoning prevention will instrumen-
tally advance national, state, and local ef-
forts to educate communities about the
threat of lead to children. Thank you again
for supporting designation of the last week
of October ‘‘National Childhood Lead Poi-
soning Prevention Week.’’

Sincerely,
DON RYAN,

Executive Director.
MEMBERS

Alabama State CLPPP, Montgomery, AL.
Alliance To End Childhood Lead Poisoning,

Washington, DC.
Anne Arundel Co. Department of Health,

Annapolis, MD.
Arab Community Center for Economic and

Social Services, Dearborn, MI.
Association of Parents to Prevent Lead Ex-

posure, Cleveland, OH.

Baltimore City Health Department, Balti-
more, MD.

Bethel New Life, Inc., Chicago, IL.
Brooklyn Lead Safe House, Brooklyn, NY.
California State CLPPP, Oakland, CA.
California State Dept. of Community Serv-

ices and Development, Sacramento, CA.
Center for Human Development, Pleasant

Hill, CA.
Charlotte Organizing Project, Charlotte,

NC.
Chesterfield Health Department, Chester-

field, VA.
Chicago Lawyers’ Committee for Civil

Rights, Chicago, IL.
Childhood Lead Action Project, Provi-

dence, RI.
Citizen Action of New York, Buffalo, NY.
City of Buffalo Division of Neighborhoods,

Buffalo, NY.
City of Charlotte Neighborhood Develop-

ment, Charlotte, NC.
City of Columbus, Columbus, OH.
City of Fort Worth Public Health Depart-

ment, Fort Worth, TX.
City of Providence Mayor’s Office, Provi-

dence, RI.
City of Springfield Office of Housing,

Springfield, MA.
CLEARCorps, Baltimore, MD.
Cook County CLPPP, Chicago, IL.
Detroit Health Department; LPPCP, De-

troit, MI.
Dorchester Bay Economic Development

Corporation, Dorchester, MA.
Douglas County Health Department,

Omaha, NE.
Dover Office of LPPP, Dover, DE.
Dubuque Housing Services, Dubuque, IA.
Durham Department of Housing, Durham,

NC.
Duval County Health Department, Jack-

sonville, FL.
Economic and Employment Development

Center, Los Angeles, CA.
Ecumenical Social Action Committee, Ja-

maica Plain, MA.
Environmental Defense Fund, Washington,

DC.
Esperanza Community Housing Corpora-

tion, Los Angeles, CA.
Greater Minneapolis Day Care Association,

Minneapolis, MN.
Hawaii State Department of Health, Hono-

lulu, HI.
Healthy Children Organizing Project, San

Francisco, CA.
Houston CLPPP, Houston, TX.
Houston Department of Health and Human

Services, Houston, TX.
Hunter College Center for Occupational

and Environmental Health, New York, NY.
Indiana State Department of Health, Indi-

anapolis, IN.
Infant Welfare Society, Chicago, IL.
Ironbound Community Corporation, New-

ark, NJ.
Just a Start Corporation, St. Cambridge,

MO.
Kansas City, MO, Health Department—

CLPPP, Kansas City, MO.
Kentucky State CLPPP, Frankfort, KY.
LaSalle University Neighborhood Nursing

Center, Philadelphia, PA.
Lead-Safe Cambridge, Cambridge, MA.
Lead-Safe Cuyahoga, Cleveland, OH.
Lead Action Collaborative, Boston, MA.
Lead Poisoning Prevention Education and

Training Program, Stratford, NJ.
LeadBusters, Inc., Kansas City, KS.
Lisbon Avenue Neighborhood Develop-

ment, Milwaukee, WI.
Los Angeles County CLPPP, Los Angeles,

CA.
Malden Redevelopment Authority, Malden,

MA.
Maryland Department of Housing,

Crownsville, MD.

Massachusetts State Housing and Commu-
nity Reinvestment, Boston, MA.

Michigan ACORN, Detroit, MI.
Michigan Department of Community

Health, Lansing, MI.
Michigan League for Human Services, Lan-

sing, MI.
Minneapolis Lead Hazard Control Program,

Minneapolis, MN.
Missouri Coalition for the Environment,

St. Louis, MO.
Missouri State CLPPP, Jefferson City, MO.
Montgomery County Lead Hazard Reduc-

tion Program, Dayton, OH.
Mothers of Lead Exposed Children, Rich-

mond, MO.
National Center for Lead-Safe Housing, Co-

lumbia, MD.
National Health Law Program, Chapel Hill,

NC.
Natural Resources Defense Council, New

York, NY.
New Haven Health Department, New

Haven, CT.
New Jersey Citizen Action, Highland Park,

NJ.
New York City CLPPP, New York, NY.
Ohio Department of Health, Columbus, OH.
Palmerton Environmental Task Force,

Palmerton, PA.
Petersburg Health Department, Peters-

burg, VA.
Phillips Neighborhood Healthy Housing

Collaborative, Minneapolis, MN.
Phoenix Lead Hazard Control Program,

Phoenix, AZ.
Project REAL—Richmond Redevelopment

Agency, Richmond, CA.
Quincy-Weymouth Lead Paint Safety Ini-

tiative, Quincy, MA.
Rhode Island Department of Health—

CLPPP, Providence, RI.
Rhode Island State Housing, Providence,

RI.
Richmond Department of Public Health—

Lead-Safe Richmond, Richmond, VA.
San Francisco Mayor’s Office of Housing,

San Francisco, CA.
Savannah NPCD, Savannah, GA.
Scott Co. Health Department—CLPP, Dav-

enport, IA.
South Jersey Lead Consortium, Bridgeton,

NJ.
Southeast Michigan Coalition on Occupa-

tional Safety and Health, Detroit, MI.
St. Louis County Government, Clayton,

MO.
Syracuse Department of Community De-

velopment, Syracuse, NY.
Tenants’ Action Group, Philadelphia, PA.
The Way Home, Manchester, NH.
United for Change CDC, Washington, DC.
United Parents Against Lead of Michigan,

Paw Paw, MI.
University of Massachusetts Dartmouth

Lead Program, New Bedford, MA.
University of Nevada at Las Vegas Harry

Reid Center, Las Vegas, NV.
Urban League of Portland, Portland, OR.
Vermont Public Interest Research Group,

Montpelier, VT.
West County Toxics Coalition, Richmond,

CA.
West Dallas Coalition for Environmental

Justice, Dallas, TX.
Wisconsin State CLPPP, Madison, WI.
Wyoming Department of Health—Lead

Program, Cheyenne, WY.

∑ Ms. COLLINS. Mr. President, I am
very pleased today to join my col-
league, Senator JACK REED, in submit-
ting a resolution designating October
24th–30th as National Childhood Lead
Poisoning Prevention Week. This des-
ignation will help increase awareness
of the significant dangers and preva-
lence of child lead poisoning across our
nation.
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Recently, Senator REED and I held a

hearing in Rhode Island to address the
impact exposure to lead paint can have
on children’s health and development,
and to explore ways to improve our ef-
forts to prevent and eventually elimi-
nate lead poisoning in children.

Great strides have been made in the
last 20 years to reduce the threat lead
poses to human health. Most notably,
lead has been banned from many prod-
ucts including residential paint, food
cans and gasoline. These commendable
steps have significantly reduced the in-
cidence of lead poisoning. But the
threat remains, and continues to im-
peril, the health and welfare of our na-
tion’s children.

In fact, lead poisoning is the most
significant and prevalent environ-
mental health threat to children in the
U.S. today. Even low levels of lead ex-
posure can have serious developmental
consequences including reductions in
IQ and attention span, reading and
learning disabilities, hyperactivity and
behavioral problems. The Centers for
Disease Control and Prevention cur-
rently estimates that 890,000 children
aged 1–5 have blood levels of lead that
are high enough to affect their ability
to learn.

Today, the major lead poisoning
threat to children in found in interior
paint that has deteriorated. Unfortu-
nately, it is all too common for older
homes to contain lead-based paint. In
fact, more than half the entire housing
stock—and three quarters of the stock
built prior to 1978—contain some lead-
based paint. Paint manufactured prior
to the residential lead paint ban often
remains safely contained and unex-
posed for decades, but over time, often
through the remodeling process or
through normal wear and tear, the
paint can become exposed, contami-
nating the home with dangerous lead
dust.

Because of the prevalence of older
homes in the Northeast, lead poisoning
exposure is a significant problem in our
region. In Maine, 42 percent of our
homes were built prior to 1950. Al-
though screening rates nationally and
in my state are considered to be too
low, the sampling that has been done
in my state shows that in some areas
of the state 7–15 percent of children
tested have high blood lead levels. In
some areas of our country, the percent-
age is even higher.

Next month, I will hold a hearing in
Maine to address the lead-based paint
threat in our homes, and what parents
can do to protect their children from
the risks associated with lead expo-
sure.

Once childhood development is im-
paired by exposure to lead, the effect is
largely irreversible. However, if the
presence of lead is detected prior to ex-
posure, then remedial steps can be
taken, such as lead containment or
abatement, to prevent children from
ever being harmed by lead’s presence in
the home.

We are not helpless to stop this insid-
ious threat. By raising awareness of

the prevalence of lead paint in homes,
and the steps that can be taken to pre-
vent poisoning, we can stop the life-im-
pairing effects of childhood lead poi-
soning. I urge my colleagues to support
me in raising awareness about child-
hood lead poisoning by co-sponsoring
Childhood Lead Paint Poisoning Pre-
vention Week.∑

f

AMENDMENTS SUBMITTED

DEPARTMENTS OF LABOR,
HEALTH AND HUMAN SERVICES,
AND EDUCATION, AND RELATED
AGENCIES APPROPRIATIONS ACT
2000

BOND (AND OTHERS) AMENDMENT
NO. 2270

Mr. BOND (for himself, Mr. NICKLES
and Mr. HUTCHINSON) proposed an
amendment to amendment No. 1825
proposed by Mr. BOND to the bill (S.
1650) making appropriations for the De-
partments of Labor, Health and Human
Services, and Education, and related
agencies for the fiscal year ending Sep-
tember 30, 2000, and for other purposes;
as follows:

On page 1 of the amendment, strike all
after the first word and insert the following:
ll. (a) FINDINGS.—Congress makes the

following findings:
(1) The Department of Labor, through the

Occupational Safety and Health Administra-
tion (referred to in this section as ‘‘OSHA’’)
plans to propose regulations during 1999 to
regulate ergonomics in the workplace. A
draft of OSHA’s ergonomics regulation be-
came available on February 19, 1999.

(2) A July 1997 report by the National Insti-
tute for Occupational Safety and Health that
reviewed epidemiological studies that have
been conducted of ‘‘work related musculo-
skeletal disorders of the neck, upper extrem-
ity, and low back’’ showed that there is in-
sufficient evidence to assess the level of risk
to workers from repetitive motions. Such
evidence would be necessary for OSHA and
the administration to write an efficient and
effective regulation.

(3) An August 1998 workshop on ‘‘work re-
lated musculoskeletal injuries’’ held by the
National Academy of Sciences reviewed ex-
isting research on musculoskeletal disorders.
The workshop showed that there is insuffi-
cient evidence to assess the level of risk to
workers from repetitive motions.

(4) In October 1998, Congress and the Presi-
dent agreed that the National Academy of
Sciences should conduct a comprehensive
study of the medical and scientific evidence
regarding musculoskeletal disorders. The
study is intended to evaluate the basic ques-
tions about diagnosis and causes of such dis-
orders.

(5) To complete that study, Public Law 105-
277 appropriated $890,000 for the National
Academy of Sciences to complete a peer-re-
viewed scientific study of the available evi-
dence examining a cause and effect relation-
ship between repetitive tasks in the work-
place and musculoskeletal disorders or re-
petitive stress injuries.

(6) The National Academy of Sciences cur-
rently estimates that this study will be com-
pleted late in 2000 or early in 2001.

(7) Given the uncertainty and dispute
about these basic questions, and Congress’

intention that they be addressed in a com-
prehensive study by the National Academy
of Sciences, it is premature for OSHA to pro-
pose a regulation on ergonomics as being
necessary or appropriate to improve work-
ers’ health and safety until such study is
completed.

(b) PROHIBITION.—None of the funds made
available in this Act may be used by the Sec-
retary of Labor or the Occupational Safety
and Health Administration to promulgate or
issue, or to continue the rulemaking process
of promulgating or issuing, any standard,
regulation, or guideline regarding
ergonomics prior to September 30, 2000.

WELLSTONE AMENDMENT NO. 2271
Mr. WELLSTONE proposed an

amendment to amendment No. 1880
proposed by Mr. WELLSTONE to the bill,
S. 2271, supra; as follows:

Beginning on page 1 of the amendment,
strike ’’$70,000,000’’ and all that follows and
insert the following: ‘‘$358,816,000 shall be
made available to carry out the mental
health services block grant under subpart I
of part B of title XIX of the Public Health
Service Act ($48,816,000 of which shall become
available on October 1, 2000 and remain
available through September 30, 2001), and’’.

BINGAMAN (AND OTHERS
AMENDMENT NO. 2272

Mr. BINGAMAN (for himself, Mr.
DOMENICI, and Mr. FEINGOLD) proposed
an amendment to the bill, S. 1650,
supra; as follows:

At the end of title II, add the following:
SEC. 216. STUDY AND REPORT ON THE GEO-

GRAPHIC ADJUSTMENT FACTORS
UNDER THE MEDICARE PROGRAM.

(a) STUDY.—The Secretary of Health and
Human Services shall conduct a study on—

(1) the reasons why, and the appropriate-
ness of the fact that, the geographic adjust-
ment factor (determined under paragraph (2)
of section 1848(e) (42 U.S.C. 1395w–4(e)) used
in determining the amount of payment for
physicians’ services under the medicare pro-
gram is less for physicians’ services provided
in New Mexico than for physicians’ services
provided in Arizona, Colorado, and Texas;
and

(2) the effect that the level of the geo-
graphic cost-of-practice adjustment factor
(determined under paragraph (3) of such sec-
tion) has on the recruitment and retention of
physicians in small rural states, including
New Mexico, Iowa, Louisiana, and Arkansas.

(b) REPORT.—Not later than 3 months after
the date of enactment of this Act, the Sec-
retary of Health and Human Services shall
submit a report to Congress on the study
conducted under subsection (a), together
with any recommendations for legislation
that the Secretary determines to be appro-
priate as a result of such study.

BINGAMAN AMENDMENT NO. 2273
Mr. HARKIN (for Mr. BINGAMAN) pro-

posed an amendment to the bill, S. 1650
supra; as follows:

At the appropriate place in the bill add the
following:
SEC. . CONFOUNDING BIOLOGICAL AND PHYS-

IOLOGICAL INFLUENCES ON
POLYGRAPHY.

(a) FINDINGS.—The Senate finds that—
(1) The use of polygraph tests as a screen-

ing tool for federal employees and contractor
personnel is increasing.

(2) A 1983 study by the Office of Technology
Assessment found little scientific evidence
to support the validity of polygraph tests in
such screening applications.
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(3) The 1983 study further found that little

or no scientific study had been undertaken
on the effects of prescription and non-pre-
scription drugs on the validity of polygraph
tests, as well as differential responses to
polygraph tests according to biological and
physiological factors that may vary accord-
ing to age, gender, or ethnic backgrounds, or
other factors relating to natural variability
in human populations.

(4) A scientific evaluation of these impor-
tant influences on the potential validity of
polygraph tests should be studied by a neu-
tral agency with biomedical and physio-
logical expertise in order to evaluate the fur-
ther expansion of the use of polygraph tests
on federal employees and contractor
personnel.

(b) SENSE OF THE SENATE.—It is the Sense
of the Senate that the Director of the Na-
tional Institutes of Health should enter into
appropriate arrangements with the National
Academy of Sciences to conduct a com-
prehensive study and investigation into the
scientific validity of polygraphy as a screen-
ing tool for federal and federal contractor
personnel, with particular reference to the
validity of polygraph tests being proposed
for use in proposed rules published at 64 Fed.
Reg. 45062 (August 18, 1999).

BINGAMAN (AND FEINGOLD)
AMENDMENT NO. 2274

Mr. HARKIN (for Mr. BINGAMAN (for
himself and Mr. FEINGOLD)) proposed
an amendment to the bill, S. 1650,
supra; as follows:

At the end of title II, add the following:
DENTAL SEALANT DEMONSTRATION PROGRAM

SEC. . From amounts appropriated under
this title for the Health Resources and Serv-
ices Administration, sufficient funds are
available to the Maternal Child Health Bu-
reau for the establishment of a multi-State
preventive dentistry demonstration program
to improve the oral health of low-income
children and increase the access of children
to dental sealants through community- and
school-based activities.

BOND (AND OTHERS) AMENDMENT
NO. 2275

Mr. SPECTER (for Mr. BOND (for
himself, Mr. HARKIN, Mr. ASHCROFT,
Mr. GRASSLEY, Mr. CHAFEE, Mr. BIDEN,
Mr. WELLSTONE, and Mr. SMITH of Or-
egon)) proposed an amendment to the
bill, S. 1650, supra; as follows:

At the end of title II, add the following:
WITHHOLDING OF SUBSTANCE ABUSE FUNDS

SEC. . (a) IN GENERAL.—None of the funds
appropriated by this Act may be used to
withhold substance abuse funding from a
State pursuant to section 1926 of the Public
Health Service Act (42 U.S.C. 300x–26) if such
State certifies to the Secretary of Health
and Human Services that the State will com-
mit additional State funds, in accordance
with subsection (b), to ensure compliance
with State laws prohibiting the sale of to-
bacco products to individuals under 18 years
of age.

(b) AMOUNT OF STATE FUNDS.—The amount
of funds to be committed by a State under
subsection (a) shall be equal to one percent
of such State’s substance abuse block grant
allocation for each percentage point by
which the State misses the retailer compli-
ance rate goal established by the Secretary
of Health and Human Services under section
1926 of such Act, except that the Secretary
may agree to a smaller commitment of addi-
tional funds by the State.

(c) SUPPLEMENT NOT SUPPLANT.—Amounts
expended by a State pursuant to a certifi-
cation under subsection (a) shall be used to
supplement and not supplant State funds
used for tobacco prevention programs and for
compliance activities described in such sub-
section in the fiscal year preceding the fiscal
year to which this section applies.

(d) The Secretary shall exercise discretion
in enforcing the timing of the State expendi-
ture required by the certification described
in subsection (a) as late as July 31, 2000.

BOXER AMENDMENT NO. 2276

Mr. HARKIN (for Mrs. BOXER) pro-
posed an amendment to the bill, S.
1650, supra; as follows:

At the appropriate place add the following:
SEC. ll. (a) FINDINGS.—Congress makes

the following findings:
(1) In 1999, prostate cancer is expected to

kill more than 37,000 men in the United
States and be diagnosed in over 180,000 new
cases.

(2) Prostate cancer is the most diagnosed
nonskin cancer in the United States.

(3) African Americans have the highest in-
cidence of prostate cancer in the world.

(4) Considering the devastating impact of
the disease among men and their families,
prostate cancer research remains under-
funded.

(5) More resources devoted to clinical and
translational research at the National Insti-
tutes of Health will be highly determinative
of whether rapid advances can be attained in
treatment and ultimately a cure for prostate
cancer.

(6) The Congressionally Directed Depart-
ment of Defense Prostate Cancer Research
Program is making important strides in in-
novative prostate cancer research, and this
Program presented to Congress in April of
1998 a full investment strategy for prostate
cancer research at the Department of De-
fense.

(7) The Senate expressed itself unani-
mously in 1998 that the Federal commitment
to biomedical research should be doubled
over the next 5 years.

(b) SENSE OF THE SENATE.—It is the sense
of the Senate that—

(1) finding treatment breakthroughs and a
cure for prostate cancer should be made a
national health priority;

(2) significant increases in prostate cancer
research funding, commensurate with the
impact of the disease, should be made avail-
able at the National Institutes of Health and
to the Department of Defense Prostate Can-
cer Research Program; and

(3) these agencies should prioritize pros-
tate cancer research that is directed toward
innovative clinical and translational re-
search projects in order that treatment
breakthroughs can be more rapidly offered to
patients.

DEWINE AMENDMENT NO. 2277

Mr. SPECTER (for Mr. DEWINE) pro-
posed an amendment to the bill, S. 1650
supra; as follows:

On page 59, line 25, strike ‘‘$1,404,631,000’’
and insert ‘‘$1,406,631,000’’ in lieu thereof.

On page 60, before the period on line 10, in-
sert the following: ‘‘:Provided further, That
$2,000,000 shall be for carrying out Part C of
title VIII of the Higher Education Amend-
ments of 1998.’’

On page 62, line 23, decrease the figure by
$2,000,000.

HUTCHISON (AND BINGAMAN)
AMENDMENT NO. 2278

Mr. SPECTER (for Mrs. HUTCHISON
(for herself and Mr. BINGAMAN)) pro-
posed an amendment to the bill, S. 1650,
supra; as follows:

At the appropriate place, insert the
following:

SEC. . The United States-Mexico Border
Health Commission Act (22 U.S.C. 290n et
seq.) is amended—

(1) by striking section 2 and inserting the
following:
‘‘SEC. 2. APPOINTMENT OF MEMBERS OF BORDER

HEALTH COMMISSION.
‘‘Not later than 30 days after the date of

enactment of this section, the President
shall appoint the United States members of
the United States-Mexico Border-Health
Commission, and shall attempt to conclude
an agreement with Mexico providing for the
establishment of such Commission.’’; and

(2) in section 3—
(A) in paragraph (1), by striking the semi-

colon and inserting ‘‘; and’’;
(B) in paragraph (2)(B), by striking ‘‘; and’’

and inserting a period; and
(C) by striking paragraph (3).

SPECTER AMENDMENTS NOS. 2279–
2280

Mr. SPECTER proposed two amend-
ments to the bill, S. 1650, supra; as
follows:

AMENDMENT NO. 2279
On page 50, line 17, strike ‘‘$459,500,000’’ and

insert in lieu thereof ‘‘$494,000,000’’.

AMENDMENT NO. 2280
On page 66, line 24, strike all after the

colon up to the period on line 18 of page 67.

COCHRAN AMENDMENT NO. 2281
Mr. SPECTER (for Mr. COCHRAN) pro-

posed an amendment to the bill, S. 1650
supra; as follows:

On page 42, before the period on line 8 in-
sert the following: ‘‘:Provided further, That
sufficient funds shall be available from the
Office on Women’s Health to support biologi-
cal, chemical and botanical studies to assist
in the development of the clinical evaluation
of phytomedicines in women’s health’’.

WYDEN (AND OTHERS)
AMENDMENT NO. 2282

Mr. HARKIN (for Mr. WYDEN (for
himself, Mr. GRAHAM, and Mr. SMITH of
Oregon)) proposed an amendment to
the bill, S. 1650, supra; as follows:

On page 19, line 6, insert before the period
the following: ‘‘: Provided further, That funds
made available under this heading shall be
used to report to Congress, pursuant to sec-
tion 9 of the Act entitled ‘An Act to create
a Department of Labor’ approved March 4,
1913 (29 U.S.C. 560), with options that will
promote a legal domestic work force in the
agricultural sector, and provide for improved
compensation, longer and more consistent
work periods, improved benefits, improved
living conditions and better housing quality,
and transportation assistance between agri-
cultural jobs for agricultural workers, and
address other issues related to agricultural
labor that the Secretary of Labor determines
to be necessary’’.

MURRAY (AND OTHERS)
AMENDMENT NO. 2283

Mr. HARKIN (for Mrs. MURRAY (for
herself, Ms. MIKULSKI, Mr. ROBB, Mrs.
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LINCOLN, and Mr. REID)) proposed an
amendment to the bill, S. 1650, supra;
as follows:

Beginning on page 1 of the amendment,
strike all after the first word and insert the
following:
ll. SENSE OF THE SENATE ON WOMEN’S AC-

CESS TO OBSTETRICAND GYNECO-
LOGICAL SERVICES.

(a) FINDINGS.—Congress makes the fol-
lowing findings:

(1) In the 1st session of the 106th Congress,
23 bills have been introduced to allow women
direct access to their ob-gyn provider for ob-
stetric and gynecologic services covered by
their health plans.

(2) Direct access to ob-gyn care is a protec-
tion that has been established by Executive
Order for enrollees in medicare, medicaid,
and Federal Employee Health Benefit Pro-
grams.

(3) American women overwhelmingly sup-
port passage of federal legislation requiring
health plans to allow women to see their ob-
gyn providers without first having to obtain
a referral. A 1998 survey by the Kaiser
FamilyFoundation and Harvard University
found that 82 percent of Americans support
passage of a direct access law.

(4) While 39 States have acted to promote
residents’ access to ob- gyn providers, pa-
tients in other State- or in Federally-gov-
erned health plans are not protected from ac-
cess restrictions or limitations.

(5) In May of 1999 the Commonwealth Fund
issued a survey on women’s health, deter-
mining that 1 of 4 women (23 percent) need to
first receive permission from their primary
care physician before they can go and see
their ob-gyn provider for covered obstetric or
gynecologic care.

(6) Sixty percent of all office visits to ob-
gyn providers are for preventive care.

(b) SENSE OF THE SENATE.—It is the sense
of the Senate that Congress should enact leg-
islation that requires health plans to provide
women with direct access to a participating
health provider who specializes in obstetrics
and gynecological services, and that such di-
rect access should be provided for all obstet-
ric and gynecologic care covered by their
health plans, without first having to obtain
a referral from a primary care provider or
the health plan.

REED AMENDMENT NO. 2284

Mr. HARKIN (for Mr. REED) proposed
an amendment to the bill, S. 1650,
supra; as follows:

At the appropriate place, insert the fol-
lowing:

SEC. . The applicable time limitations
with respect to the giving of notice of injury
and the filing of a claim for compensation
for disability or death by an individual under
the Federal Employees’ Compensation Act,
as amended, for injuries sustained as a result
of the person’s exposure to a nitrogen or sul-
fur mustard agent in the performance of offi-
cial duties as an employee at the Depart-
ment of the Army’s Edgewood Arsenal before
March 20, 1944, shall not begin to run until
the date of enactment of this Act.

STEVENS AMENDMENT NO. 2285

Mr. SPECTER (for Mr. STEVENS) pro-
posed an amendment to the bill, S.
1650, supra; as follows:

At the appropriate place in Title V—GEN-
ERAL PROVISIONS of the bill insert the fol-
lowing new section—

SEC. 5 . Section 169(d)(2)(B) of P.L. 105–220,
the Workforce Investment Act of 1998, is
amended by striking ‘‘or Alaska Native vil-

lages or Native groups (as such terms are de-
fined in section 3 of the Alaska Native
Claims Settlement Act (43 U.S.C. 1602)).’’,
and inserting in lieu thereof, ‘‘or Alaska
Natives.’’

DURBIN (AND OTHERS)
AMENDMENT NO. 2286

Mr. HARKIN (for Mr. DURBIN (for
himself, Mr. DEWINE, Mr. ABRAHAM,
and Mr. SPECTER)) proposed an amend-
ment to the bill, S. 1650, supra; as fol-
lows:

At the end of title II, add the following:

CHILDHOOD ASTHMA

SEC. . In addition to amounts otherwise
appropriated under this title for the Centers
for Disease Control and Prevention, 8.7 in ad-
dition to the $*** already provided for asth-
ma prevention programs which shall become
available on October 1, 2000 and shall remain
available through September 30, 2001, and be
utilized to provide grants to local commu-
nities for screening, treatment and edu-
cation relating to childhood asthma.

INOUYE AMENDMENTS NOS. 2287–
2288

Mr. HARKIN (for Mr. INOUYE) pro-
posed two amendments to the bill, S.
1650, supra; as follows:

AMENDMENT NO. 2287

At the appropriate place, insert the fol-
lowing:

SEC. (a) The Centers for Disease Control
and Prevention shall hereafter be known and
designated as the ‘‘Thomas R. Harkin Cen-
ters for Disease Control and Prevention’’.

(b) Effective upon the date of enactment of
this Act, any reference in a law, document,
record, or other paper of the United States
to the ‘‘Centers for Disease Control and Pre-
vention’’ shall be deemed to be a reference to
the ‘‘Thomas R. Harkin Centers for Disease
Control and Prevention’’.

(c) Nothing in this section shall be con-
strued as prohibiting the Director of the
Thomas R. Harkin Centers for Disease Con-
trol and Prevention from utilizing for offi-
cial purposes the term ‘‘CDC’’ as an acronym
for such Centers.

AMENDMENT NO. 2288

At the appropriate place, insert the fol-
lowing:
SEC. ll. DESIGNATION OF ARLEN SPECTER DE-

PARTMENT OF HEALTH AND HUMAN
SERVICES.

(a) IN GENERAL.—The National Library of
Medicine building (building 38) at 8600 Rock-
ville Pike, in Bethesda, Maryland, shall be
known and designated as the ‘‘Arlen Specter
National Library of Medicine’’.

(b) REFERENCES.—Any reference in a law,
map, regulation, document, paper, or other
record of the United States to the building
referred to in subsection (a) shall be deemed
to be a reference to the Arlen Specter Na-
tional Library of Medicine.

HARKIN AMENDMENT NO. 2289

Mr. HARKIN proposed an amendment
to the bill, S. 1650, supra; as follows:

On page 39, line 8, strike ‘‘$6,682,635,000’’
and insert ‘‘$6,684,635,000’’.

On page 40, line 20, strike ‘‘$928,055,000’’ and
insert ‘‘$942,355,000’’.

On page 41, line 14, reduce the figure by
$10,300,000.

On page 62, line 23, strike ‘‘$378,184,000’’ and
insert ‘‘$372,184,000’’.

NOTICES OF HEARINGS

COMMITTEE ON ENERGY AND NATURAL
RESOURCES

Mr. MURKOWSKI. Mr. President, I
would like to announce that a Full
Committee hearing has been scheduled
before the Committee on Energy and
Natural Resources. The hearing will
take place Thursday, October 14, 1999,
at 9:30 a.m., in room SD–366 of the
Dirksen Senate Office Building in
Washington, D.C.

The purpose of this hearing is to re-
ceive testimony on S. 1683, a bill to
make technical changes to the Alaska
National Interest Lands Conservation
Act, and for other purposes; S. 1686, to
provide for the conveyances of land in-
terests to Chugach Alaska Corporation
to fulfill the intent, purpose, and prom-
ise of the Alaska Native Claims Settle-
ment Act, and for other purposes; S.
1702, a bill to amend the Alaska Native
Claims Settlement Act to allow share-
holder common stock to be transferred
to adopted Alaska Native Children and
their descendants, and for other pur-
poses; H.R. 2841, to amend the Revised
Organic Act of the Virgin Islands to
provide for greater fiscal autonomy
consistent with other United States ju-
risdictions, and for other purposes; and
H.R. 2368, the Bikini Resettlement and
Relocation Act of 1999. There will be
testimony from the Administration,
and other interested parties.

Those who wish to testify or to sub-
mit written testimony should write to
the Committee on Energy and Natural
Resources, U.S. Senate, Washington,
D.C. 20510. Presentation of oral testi-
mony is by Committee invitation only.
For further information, please contact
Jo Meuse or Brian Malnak at (202) 224–
6730.
PERMANENT SUBCOMMITTEE ON INVESTIGATIONS

Ms. COLLINS. Mr. President, I would
like to announce for the information of
the Senate and the public that the Per-
manent Subcommittee on Investiga-
tions of the Committee on Govern-
mental Affairs, will hold a hearing en-
titled ‘‘Conquering Diabetes: Are We
Taking Full Advantage of the Sci-
entific Opportunities For Research?’’
This Subcommittee hearing will exam-
ine the devastating impact that diabe-
tes and its resulting complications
have had on Americans of all ages in
both human and economic terms. Addi-
tionally, we will review the recent rec-
ommendations of the Congressionally-
established Diabetes Research Working
Group and will look at the current Fed-
eral commitment to diabetes research
to determine if sufficient funding has
been provided to take advantage of the
unprecedented opportunities to ulti-
mately conquer this disease and its
complications.

The hearing will take place on Thurs-
day, October 14, 1999, at 9:30 a.m., in
Room 628 of the Dirksen Senate Office
Building. For further information,
please contact Lee Blalack of the Sub-
committee staff at 224–3721.
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AUTHORITY FOR COMMITTEES TO

MEET

COMMITTEE ON AGRICULTURE, NUTRITION, AND
FORESTRY

Mr. COVERDELL. Mr. President, I
ask unanimous consent that the Com-
mittee on Agriculture, Nutrition, and
Forestry, be allowed to meet during
the session of the Senate on Thursday,
October 7, 1999. The purpose of this
meeting will be to discuss the regula-
tion of products of biotechnology and
new challenges faced by farmers and
food businesses.

The PRESIDING OFFICER. Without
objection, it is so ordered.

COMMITTEE ON ARMED SERVICES

Mr. COVERDELL. Mr. President, I
ask unanimous consent that the Com-
mittee on Armed Services be author-
ized to meet at 9:30 a.m. on Thursday,
October 7, 1999, in open and closed ses-
sions, to receive testimony on the abil-
ity of the Stockpile Stewardship Pro-
gram to adequately verify the safety
and reliability of the U.S. nuclear de-
terrent under a comprehensive test ban
treaty.

The PRESIDING OFFICER. Without
objection, it is so ordered.

COMMITTEE ON ENVIRONMENT AND PUBLIC
WORKS

Mr. COVERDELL. Mr. President, I
ask unanimous consent that the full
Committee on Environment and Public
Works be granted permission to con-
duct a hearing Thursday, October 7,
10:00 a.m., Hearing Room (SD–406), on
water infrastructure legislation, in-
cluding the following three bills: S. 968,
Alternative Water Sources Act of 1999;
S. 914, Combined Sewer Overflow Con-
trol and Partnership Act of 1999; and
the Clean Water Infrastructure Financ-
ing Act of 1999, a bill to be introduced
by Senator VOINOVICH.

The PRESIDING OFFICER. Without
objection, it is so ordered.

COMMITTEE ON FOREIGN RELATIONS

Mr. COVERDELL. Mr. President, I
ask unanimous consent that the Com-
mittee on Foreign Relations be author-
ized to meet during the session of the
Senate on Thursday, October 7, 1999 at
10:30 a.m. and 2:00 p.m. to hold two
hearings.

The PRESIDING OFFICER. Without
objection, it is so ordered.

COMMITTEE ON THE JUDICIARY

Mr. COVERDELL. Mr. President, the
Committee on the Judiciary requests
unanimous consent to conduct a hear-
ing on Thursday, October 7, 1999 begin-
ning at 10:00 a.m. in Dirksen Room 226.

The PRESIDING OFFICER. Without
objection, it is so ordered.

COMMITTEE ON THE JUDICIARY

Mr. COVERDELL. Mr. President, the
Committee on the Judiciary requests
unanimous consent to conduct a mark-
up on Thursday, October 7, 1999 begin-
ning at 10:00 a.m. in Dirksen Room 226.

The PRESIDING OFFICER. Without
objection, it is so ordered.

COMMITTEE ON THE JUDICIARY

Mr. COVERDELL. Mr. President, the
Committee on the Judiciary requests

unanimous consent to conduct a hear-
ing on Thursday, October 7, 1999 begin-
ning at 2:00 p.m. in Dirksen Room 226.

The PRESIDING OFFICER. Without
objection, it is so ordered.

SPECIAL COMMITTEE ON THE YEAR 2000
TECHNOLOGY PROBLEM

Mr. COVERDELL. Mr. President, I
ask unanimous consent that the Spe-
cial Committee on the Year 2000 Tech-
nology Problem be permitted to meet
on October 7, 1999 at 9:30 a.m. for the
purpose of conducting a hearing.

The PRESIDING OFFICER. Without
objection, it is so ordered.

SELECT COMMITTEE ON INTELLIGENCE

Mr. COVERDELL. Mr. President, I
ask unanimous consent that the Select
Committee on Intelligence be author-
ized to meet during the session of the
Senate on Thursday, October 7, 1999 at
2:00 p.m. to hold a closed hearing on in-
telligence matters.

The PRESIDING OFFICER. Without
objection, it is so ordered.

SUBCOMMITTEE ON ENERGY RESEARCH,
DEVELOPMENT, PRODUCTION AND REGULATION

Mr. COVERDELL. Mr. President, I
ask unanimous consent that the Sub-
committee on Energy Research, Devel-
opment, Production and Regulation of
the Committee on Energy and Natural
Resources be granted permission to
meet during the session of the Senate
on Thursday, October 7, for purposes of
conducting a subcommittee hearing,
which is scheduled to begin at 2:30 p.m.
The purpose of this hearing is to re-
ceive testimony on S. 1183, a bill to di-
rect the Secretary of Energy to convey
to the city of Bartlesville, Oklahoma,
the former site of the NIPER facility of
the Department of Energy; and S. 397, a
bill to authorize the Secretary of En-
ergy to establish a multiagency pro-
gram in support of the Materials Cor-
ridor Partnership Initiative to promote
energy efficient, environmentally
sound economic development along the
border with Mexico through the re-
search, development, and use of new
materials.

The PRESIDING OFFICER. Without
objection, it is so ordered.

SUBCOMMITTEE ON INTERNATIONAL SECURITY,
PROLIFERATION AND FEDERAL SERVICES

Mr. COVERDELL. Mr. President, I
ask unanimous consent that the Gov-
ernmental Affairs Committee Sub-
committee on International Security,
Proliferation and Federal Services be
permitted to meet on Thursday, Octo-
ber 7, 1999, at 2:00 p.m. for a hearing on
Guidelines for the Relocation, Closing,
Consolidation or Construction of Post
Offices.

The PRESIDING OFFICER. Without
objection, it is so ordered.

SUBCOMMITTEE ON INTERNATIONAL TRADE

Mr. COVERDELL. Mr. President, I
ask unanimous consent that the Com-
mittee on Finance, Subcommittee on
International Trade be permitted to
meet on Thursday, October 7, 1999 at
10:00 a.m. to hear testimony on the
United States Agricultural Negotiating
Objectives for the Seattle WTO Min-
isterial Conference.

The PRESIDING OFFICER. Without
objection, it is so ordered.
f

ADDITIONAL STATEMENTS

1999 REUNION OF MEMBERS OF
FOX DIVISION, USS ‘‘ROCHESTER’’

∑ Mr. ABRAHAM. Mr. President, I rise
today to recognize the fighting men of
the Fox Division, United States Navy,
USS Rochester (CA–124), who bravely
served our country in the Korean Con-
flict from June, 1950 to March, 1953.
Aboard the USS Rochester—the flagship
of the Commander Seventh Fleet—the
men of the Fox Division participated in
nearly every major naval engagement
along the Korean Peninsula. The Fox
Division’s three teams: the Main Plot,
the Sky Plot, and the Mark 56 direc-
tors, shared the critical responsibility
of operating, repairing, and maintain-
ing the complex equipment which en-
sured the accuracy of the Rochester’s
weapons systems. They accomplished
these tasks with outstanding success.

The Fox Division recently celebrated
their 1999 reunion in Frankenmuth,
Michigan. Some of these reunited ship-
mates had not seen each other in over
45 years. Included among their ranks
were:

Jerry Barca; John Brothers; Robert
Cadden; Russell Daniels; Farrell Fer-
guson; Sheri Holman, representing her
late husband Bob Holman; Bill Hontz;
Marv Hufford; Larry Kobie; Tony
Kontowicz; Leo Lane; Charles
Newsham; Bobby Page; Carl Ray; Ron-
ald Richards; Pete Russell; Roland
Schneider; Donald Spencer; and Joe
West.

Today I join my colleagues in thank-
ing the men of the Fox Division for de-
fending the cause of democracy, and for
preserving our country’s national secu-
rity. I am proud to say that these vet-
erans are an inspiration to all of us. By
dedicating a portion of their lives to
the service of their country, they have
helped guarantee the freedom we
Americans hold so dear. Our nation is
grateful to each and every member of
the Fox Division, USS Rochester, for
their outstanding dedication and com-
mitment to the United States of Amer-
ica.∑
f

VIOLENCE IN MICHIGAN

∑ Mr. LEVIN. Mr. President, this week,
students at Erickson Elementary
School and Willow Run High School
are mourning the deaths of their peers.
On Sunday afternoon, gun fire cut
short the lives of two young boys in
Ypsilanti Township. Sixteen year old
Ernest Earl Lemons was shot in plain
daylight, after a fight broke out be-
tween young people. Nine year old
Cullen Ethington, who was a half a
block away, was also killed by a stray
bullet from that fight.

Both young people are now being re-
membered by their classmates and
teachers. The tree where Lemons fell,
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after he was shot, is now decorated
with teddy bears. Students at Erickson
are planning to plant a tree or flowers
in honor of the short life of fourth
grader Cullen Ethington, who will be
memorialized by his classmates as a
peer mediator who helped students re-
solve their disputes without violence.

School children are too often the vic-
tims of senseless gun violence. Gun vio-
lence results in injury and death, de-
stroys families, and causes lasting psy-
chological and emotional harm. In
Michigan, each school is now forced to
handle the trauma of children losing
other children to gunfire. As many
other school districts now know, vio-
lence and the fear of violence is not
only tragic for individuals and families
involved, it also interferes tremen-
dously with the educational process.
Students at Erickson, for example, are
now spending time at school with trau-
ma teams learning how to cope with
death while their peers at other schools
are learning about the pilgrims and
practicing for the school play.

Congress must act now to end the
proliferation of gun violence. Like
young Cullen, we must not only make
a pledge to live our lives without vio-
lence, but must also send a message to
others that violence is never the an-
swer.

My thoughts and prayers go out to
the both the Ethington and the Lem-
ons families.∑
f

WILDERNESS DESIGNATIONS

∑ Mr. CRAIG. Mr. President, given the
recent creation of the Wilderness and
Public Lands Caucus and the ongoing
debate on public land management, I
think that all views on this com-
plicated and emotional issue are vital
to the discussion. Therefore, I ask that
a brief statement from the Wilderness
Act Reform Coalition, a group from my
home State of Idaho be printed in the
RECORD for all Senators to read and
consider.

The article follows:
THE WILDERNESS ACT REFORM COALITION

WHY WE ARE ORGANIZING

September 3, 1999 marks the 35th anniver-
sary of the passage of the Wilderness Act.
During those 35 years, it has never been sub-
stantively amended. Yet, the history of the
application of the Wilderness Act to the
public’s lands and resources provides over-
whelming evidence that it must be signifi-
cantly reformed if the public interest is to be
served.

September 3, 1999 also marks the launch of
the Wilderness Act Reform Coalition
(WARC), the first serious effort to reform
this antiquated and poorly-conceived law.
Much has changed since the Wilderness Act
became law in 1964. Dozens of other laws
have been passed since then to protect and
responsibly-manage all of the public’s lands
and resources. Underpinning all of these
laws—and guaranteeing their enforcement—
is a public sensitivity and commitment to
wise resource management which was not
present two generations ago when the Wil-
derness Act was enacted.

Over this same time period our knowledge
and understanding of how to accomplish this

kind of wise and responsible resource man-
agement has increased exponentially. The
demand side of the public’s interest in their
lands and resources has also increased expo-
nentially. Recreation demand, for example,
has increased far beyond what anyone could
have anticipated 35 years ago and it has done
so in directions which could not have been
foreseen in 1964. Demand for water, energy
and minerals, timber and other resources
continues to go up as well.

All of this means that as the 21st Century
dawns we find ourselves facing more complex
natural resources realities and challenges
than ever before in our history. Meeting
these challenges while at the same time
serving the broad public interest will require
careful and thoughtful balancing of all re-
source values with other social goals. It will
also require integrating them all into a com-
prehensive management approach which will
provide the greatest good for the greatest
number of Americans over the longest period
of time.

These lands and resources, after all, belong
to all of the American people. They deserve
to enjoy the maximum benefits from them.
Yet, the Wilderness Act, with its outdated,
inflexible, and anti-management require-
ments, presently locks away over 100 million
acres of the public’s lands and resources
from this kind of intelligent and integrated
resource management. The inevitable result
is the numerous negative impacts and dam-
age to other resource values which are be-
coming increasingly apparent on the public’s
lands. The Wilderness Act remains frozen in
another era. Due to the exponential changes
which have occurred since it was passed,
that era lies much further in the past than a
mere 35 year linear time line would suggest.

OUR GOALS AND OBJECTIVES

The Wilderness Act Reform Coalition is
being organized by members of citizen’s
groups and local government officials who
have experienced firsthand the limitations
and problems the Wilderness Act has caused.
It has a simple mission: to reform the Wil-
derness Act. In carrying out that mission,
the Coalition has identified two primary
goals towards which it will initially work.

The first goal is to make those changes in
the wilderness law which are essential to
mitigate the most serious resource and re-
lated problems it is causing. These problems
range from prohibiting the application of
sound resource management practices where
needed to hampering important scientific re-
search and jeopardizing our national defense.

The second goal of the coalition is to use
the failings of the Wilderness Act to help
educate the public, the media and policy
makers on the fundamentals of natural re-
source management. Most of the ‘‘conven-
tional wisdom’’ about natural resource man-
agement to which most of them presently
subscribe is simply wrong. It is essential
that the public be better educated on the
facts, the realities, the challenges and the
options before there can be any responsible
or useful policy debate on the most funda-
mental problems with the Wilderness Act or,
for that matter, any of the other federal
management laws and policies which also
need to be reformed. That is why the Coali-
tion has chosen a comparatively limited re-
form agenda for this opening round in what
we recognize ultimately must be a broader
and more comprehensive national policy de-
bate.

OUR REFORM AGENDA

The Coalition currently advocates the fol-
lowing reforms of the Wilderness Act:

1. Developing a mechanism to permit ac-
tive resource management in wilderness
areas to achieve a wide range of public bene-
fits and to respond to local needs. The inabil-

ity or unwillingness of managers to inter-
vene actively within wilderness areas to deal
with local resource management problems or
goals has resulted in economic harm to local
communities and damage to other important
natural resource and related values and ob-
jectives. The Coalition supports the creation
of committees composed of locally-based fed-
eral and state resource managers, local gov-
ernments, local economic interests and local
citizens which will initiate a process to over-
ride the basic non-management directive of
the Wilderness Act on a case-by-case basis.

2. Establishing a mechanism for appeal and
override of local managers for scientific re-
search. Wilderness advocates often tout the
importance of wilderness designation to
science. The reality, however, is that agency
regulations make it difficult or impossible to
conduct many scientific experiments in wil-
derness, particularly with modern and cost-
effective scientific tools. Important sci-
entific experiments have been opposed sim-
ply because they would take place within
wilderness areas. A simple, quick and cheap
appeal process must be created for scientists
turned down by wilderness land managers.

3. Making it clear that such things as use
of mechanized equipment and aircraft land-
ings can occur in wilderness areas for search
and rescue or law enforcement purposes.
There have been incidents where these have
been prevented by federal wilderness man-
agers.

4. Requiring that federal managers use the
most cost-effective management tools and
technologies. These managers have largely
imposed upon themselves a requirement that
they use the ‘‘least tool’’ or the ‘‘minimum
tool’’ to accomplish tasks such as noxious
weed control, wildfire control or stabiliza-
tion of historic sites. In practice, this means
that hand tools are often used instead of
power tools, horses are employed instead of
helicopters and similar practices which
waste tax dollars.

5. Clarifying that the prohibition on the
use of mechanized transportation in wilder-
ness areas refers only to intentional infrac-
tions. This would be, in effect, the ‘‘Bobby
Unser Amendment’’ designed to prevent in
the future the current situation in which he
is being prosecuted by the federal govern-
ment for possibly driving a snowmobile into
a wilderness area in Colorado while lost in a
life-threatening blizzard.

6. Pulling the boundaries of wilderness
areas and wilderness study areas (WSA’s)
back from roads and prohibiting
‘‘cherrystemming.’’ In many cases, the
boundaries of wilderness areas and WSA’s
come right to the very edge of a road. Law-
suits have been filed or threatened against
counties for going literally only a few feet
into a WSA when doing necessary road main-
tenance work. It is clearly impossible to
have a wilderness recreational experience in
close proximity of a road. When formal wil-
derness areas are designated, the current
practice is to pull the boundaries back a
short distance from roads, depending on how
the roads are categorized. That distance
should be standardized and extended, prob-
ably to at least a quarter of a mile. The prac-
tice of ‘‘cherrystemming,’’ or drawing wil-
derness boundaries right along both sides of
a road to its end, sometimes for many miles,
is a clear violation of the intent of the Wil-
derness Act that wilderness areas must first
and foremost be roadless. It must be elimi-
nated.

7. Permitting certain human-powered but
non-motorized mechanized transport devices
in wilderness areas. This would include
mountain bikes and wheeled ‘‘game carriers’’
and similar devices. The explosion of moun-
tain biking was not envisioned by the Con-
gress when the Wilderness Act was passed.
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Opening up those wilderness areas which are
suitable to mountain biking would provide a
high quality recreation experience to more
of the Americans who own these areas. Use
of these human-powered conveyances would
also reduce pressure on these areas in a num-
ber of ways, such as by dispersing recreation
use over a wider area. At the same time
opening these areas can also reduce the cur-
rent or potential conflicts between various
recreation uses on land outside of designated
wilderness. The impact on the land from
these types of mechanized recreation uses
would be minimal to non-existent. Their
presence in wilderness areas would not cause
problems on aesthetic grounds for any but
the most extreme wilderness purists and
they represent only a tiny fraction of the
Americans who own these lands.

8. Requiring that the resource potential in
all WSA’s and any other land proposed for
wilderness be updated at least every ten
years. For example, mineral surveys and es-
timates of oil and gas potential completed
on many of the WSA’s on BLM-managed land
which have been recommended for wilderness
designation are now 10 to 15 years old and in
some cases even older. These reviews were
often not very thorough even by the stand-
ards and technology available then, much
less what is available now. Before any addi-
tional land is locked up in wilderness, Con-
gress and the American people should at
least have the best and most up-to-date in-
formation on which to weigh the resource
trade offs and make decisions.

9. Stating clearly that wilderness designa-
tion or the presence of WSA’s cannot inter-
fere with military preparedness. In a number
of instances, conflicts related to military
overflights of designated or potential wilder-
ness areas, or to the positioning of essential
military equipment on the ground in these
areas, poses a threat or a potential threat to
our defense preparedness. The Coalition will
push for clarification that when considering
the impacts of any mission certified by the
military as essential to the national defense,
wilderness areas or WSA’s will be treated ex-
actly the same as any other land adminis-
tered by that agency.

10. Clarifying that wilderness designation
or WSA designation will not in and of itself
result in any management or regulatory
changes outside the wilderness or WSA
boundaries. This change is essential to pro-
hibit federal agencies or the courts from tak-
ing actions to impose any type of ‘‘buffer
zones’’ around these areas, including such
things as special management of
‘‘viewsheds’’ or asserting wilderness-based
water rights.∑

f

RECOGNIZING THE AMERICAN AS-
SOCIATION ON MENTAL RETAR-
DATION ILLINOIS CHAPTER’S 1999
DIRECT SERVICE PROFESSIONAL
AWARD WINNERS

∑ Mr. DURBIN. Mr. President, I take
this opportunity to honor those who
have enriched the lives of men and
women with disabilities. Each year the
Illinois chapter of the American Asso-
ciation on Mental Retardation recog-
nizes the work of Illinoisans who have
dedicated and committed their lives to
helping people with disabilities.

These award winners live in Illinois
and play an important role in the lives
of Illinoisans with disabilities. A 1999
Direct Service Award winner is some-
one who devotes more than 50 percent
of their time working hands-on with
their client. These award winners work

directly with their clients with com-
mitment, sensitivity, professionalism,
and patience. These qualities set them
apart and increase their value to their
patients.

It is important we recognize these in-
dividuals who go beyond the call of
duty to improve the lives of others. We
should note that these individuals do
not only enrich the lives of those for
whom they care, but enrich our lives as
well. They represent the true spirit of
community service.

It is my honor and privilege to recog-
nize the achievements of the following
distinguished Illinois direct service
professionals: Linda Barnes, Karen
Catt, Candace Fulgham, Ross Griswold,
Delores Hardin, Cathey Hardy, Raterta
Kalish, Eldora Madison, Anita Martin,
Vickie Mckenny, Ida Mitchell, Michael
Peters, Noreen Przislicki, Douglas S.
Revolinski, Angelo Reyes, Karie
Rosenown, Laureen Saathoff, Ruby
Sandefur, Emma Smith, and Kathie
Tillman. It is a privilege to represent
these award winners in the United
States Senate.

Again, I applaud them for their life-
time effort and their dedication to bet-
ter the lives of others who are less for-
tunate. These distinguished men and
women are heroes in their field, and I
am proud to recognize their work.∑
f

DAVID ‘‘MOOSE’’ MILLER

∑ Mr. BURNS. Mr. President, I rise
today to pay tribute to David ‘‘Moose’’
Miller, husband, father, friend, commu-
nity leader, sports enthusiast, and
owner of the nationally known water-
ing hole, Moose’s Saloon, who lost his
life to cancer recently. Moose had bat-
tled cancer for the last year and con-
vinced himself and others that he
would beat it. Today, in Kalispell,
Montana, family and friends are re-
membering Moose Miller and I would
like to take a moment to make a spe-
cial acknowledgement to such a great
man.

Moose played football for the Univer-
sity of Montana, served his country in
the U.S. Army, and with his wife, con-
verted the Corral Bar to the famous
Moose’s Saloon. Swinging doors, saw-
dust on the floor, initials carved into
the heavy tables, the best pizza around,
and the rustic atmosphere attracted
people from all walks of life and all
ages. Whether you’re from Kalispell,
Montana, Peoira, Illinois, or Wash-
ington, D.C., you likely know someone
who knows of Moose’s Saloon and
Moose Miller.

I had the privilege of knowing Moose.
Moose not only owned and ran a suc-
cessful business in the Flathead Valley,
he gave back to the community in
many ways. The Kalispell Chamber of
Commerce honored him as its Great
Chief in 1986, recognizing his years of
community service. He and his ‘‘elves’’
made Christmas special for many peo-
ple, especially the handicapped, each
year for several years, he donated pro-
ceeds from the kitchen to support the

March of Dimes, was an active sup-
porter of the University of Montana
and helped administer the Flathead
Youth Foundation.

Moose is leaving behind a wife, Shir-
ley; his children; Bruce, Wallis, Royce,
Lexie, Lee and Aimee; his grand-
children, Zach, Anne, Lexie, Leah,
Alicia, Hannah, and Zane; and his sis-
ter, Marcie.

I know that Moose will be missed by
his family and friends, as well as the
entire community. May God bless them
all and may his memory live on.∑
f

JOHN ‘‘JACK’’ J. DRISCOLL

∑ Mrs. BOXER. Mr. President, on the
occasion of his retirement as executive
director of the Los Angeles World Air-
ports, LAWA, I would like to recognize
the important contribution Jack Dris-
coll has made to the City of Los Ange-
les and to the economy of Southern
California over the past seven years.

Jack Driscoll was appointed execu-
tive director in December of 1992. His
record of accomplishment can best be
shown in the outstanding quality of
management and development at the
city’s four airports: Los Angeles Inter-
national, LAX, Ontario International,
Palmdale Regional, and Van Nuys.

Under Mr. Driscoll’s financial man-
agement, LAWA has increased its oper-
ating income by an overwhelming 329
percent through the combination of re-
organization, streamlining measures,
and renegotiating contracts with air-
port tenants. Revenues from non-avia-
tion sources, including updated conces-
sions and new vendor contracts, have
nearly equaled revenues from aviation
sources. In fact, leading investment
rating agencies have rewarded LAX
with their highest ratings for a stand-
alone airport.

Even in adversity, Mr. Driscoll
worked to maintain quality in service
and operations. He was at the reins of
LAWA during a major dispute between
the City of Los Angeles and the air-
lines over landing fees. During litiga-
tion at LAX, he revived the dormant,
12-year-old plans to build new termi-
nals at Ontario International Airport.
With Mr. Driscoll’s direction, this $270-
million project was completed four
months ahead of schedule and $26 mil-
lion under budget. These new terminals
put ONT in position to bring regional
solutions to meet Southern California’s
ever-growing air transport needs and
made it the only airport in the region
with new facilities to do so.

In addition, Mr. Driscoll initiated the
LAX Master Plan, a long-term process
to guide development of LAX to meet
air passenger and cargo demands for
the next 20 years. Since 1992, LAX has
become the third busiest passenger air-
port in the world and the second busi-
est air cargo airport in the world.

To offset this growth, Mr. Driscoll
committed LAWA to undertake major
noise reduction and management pro-
grams, including nearly $500 million in
programs for residential soundproofing
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and compatible land-use; recycle water
programs; and a variety of clean air
programs, including alternative-fuel
vehicles and traffic mitigation. All of
these programs have received awards
from environmental organizations and
regulatory agencies for outstanding
achievement.

I wish Jack Driscoll well and thank
him for his contribution towards im-
proving Southern California’s aviation
gateway.∑
f

IN MEMORY OF JIM DEFRANCIS

∑ Mr. ABRAHAM. Mr. President, I rise
today in memory of Jim Upton
DeFrancis: a great politician, a great
historian, and a great family man, who
died on January 1 of this year.

Jim DeFrancis was one of the most
influential people in the political field,
always maintaining political savvy—
but not sacrificing perspective, an in-
credible sense of humor, and a belief
that politics was an avenue for serving
others. Very early in my career, I had
the good fortune of working for Jim in
Senator Bob Griffin’s office. I will
never forget the many lessons I learned
from him—both directly and simply by
working near him. One couldn’t help
but learn from Jim DeFrancis.

In addition to his 10 years with Sen-
ator Griffin, Jim DeFrancis was an in-
tegral member of the presidential cam-
paigns of Gerald Ford and George Rom-
ney. As a member of the staff of these
politicians, Jim was able to avoid the
spotlight while serving Michigan and
national politics, in the honorable and
professional manner for which now he
is recognized as a very significant
member of Michigan political history.

Jim’s love of politics was rooted in
his love of history. He especially en-
joyed reading about Winston Churchill.
An avid reader, Jim collected any book
on Winston Churchill that he could
find, as well as other artifacts related
to the late Prime Minister. During dif-
ficult times, Jim would look at
Churchill’s life as a model, gaining in-
spiration and guidance.

And while Jim’s contribution to poli-
tics is exceptional—in his very actions,
he inspired us to work for others
through politics—his true love was his
family. More than anything else, Jim
DeFrancis was a family man. Survived
by his wife, three sons, his mother and
sister, his family was the real focus of
his life. Everyone who came in contact
with him would quickly learn about his
family—as he always found a way to
bring them up in a conversation.

Jim DeFrancis’ devotion to his fam-
ily, his friends, and his career was
matched by few and will be deeply
missed by those who knew him. We will
never forget Jim—crossing paths with
Jim DeFrancis was sure to leave a last-
ing impact. And it is this lasting, far-
reaching impact that Jim’s life has had
on those who knew him which calls to
mind a quote that I think Jim would
appreciate, not only because it is a
quote by Winston Churchill, but be-

cause I believe Jim would be moved to
know what an influence he had on us:

‘‘This is not the end. It is not even
the beginning of the end. But it is, per-
haps, the end of the beginning.’’∑

f

BUDDY CHARLES

∑ Mr. DURBIN. Mr. President, I rise
today to take note of an upcoming
milestone in the career of a man from
Illinois whose musicianship, warmth
and exuberance have brought joy to all
who have heard him play and sing over
the past 52 years.

On Saturday, October 9th, Mr. Buddy
Charles will play the final night of his
most recent engagement—a 9-year
stand at the Drake Hotel in Chicago.
Buddy Charles is no less than a living
encyclopedia of what critics call the
‘‘Golden Age’’ of American popular
music. During the period from about
1920 to 1950, the Gershwins, Arlens, Ber-
lins and Carmichaels of the world pro-
duced a rich legacy of songs. Although
recorded versions of these songs are nu-
merous, they are kept alive in a special
way by entertainers such as Buddy
Charles.

Buddy is a lifelong Chicagoan, born
there 72 years ago, raised on the North
Side, and a graduate of Loyola Univer-
sity. The roster of clubs in which he
has performed since 1946 reads like a
history of night life and entertainment
in Chicago: London House, Spaghetti
Bowl, Dubonnet, Casino, Drum
Lounge. . . .

Perhaps his most memorable stand—
chronicled frequently by the Chicago
news media—was his 18-year engage-
ment, from 1972 to 1990, at the Acorn on
Oak. There he could be found, as the
Chicago Tribune wrote, ‘‘shouting and
singing when most sensible people are
sleeping and dreaming, the most devil-
ishly delightful creature of the city
night.’’

And it was there that Buddy became
the favorite entertainer of two of Chi-
cago’s most famous personalities—
Mike Royko and Harry Caray. When
Mike’s memorial service was held two
years ago in Wrigley Field, there was
Buddy at home plate, playing and sing-
ing Royko’s favorite song.

Buddy’s music and personality have
provided refuge, relief and delight to
four generations of music lovers. And
through all those years, he has also
been a loving husband to his wife of 45
years, Pat, a caring father to their
now-grown children Teresa, Chris-
topher, Tabitha and Amanda, and a
daily churchgoer and teacher of cat-
echism.

He has given himself to thousands of
people through his music. Although it
is a little sad that he won’t be dis-
pensing his brand of joy on a nightly
basis any more, it is reassuring to
know he is available to play when
someone asks.

My sincerest good wishes to Buddy
Charles and his family on this impor-
tant occasion.∑

FREDERIK MEIJER GARDENS
DEDICATION OF LEONARDO DA
VINCI SCULPTURE, IL CAVALLO

∑ Mr. ABRAHAM. Mr. President, I rise
today to acknowledge and congratulate
Frederik Meijer and the Frederik
Meijer Gardens as they unveil and dedi-
cate the Da Vinci sculpture Il Cavallo
(the horse).

Frederik Meijer’s incredible gen-
erosity and foresight enabled Il Cavallo
to be seen at its permanent home in
the Frederik Meijer Gardens. In an ef-
fort to fulfill his dream of creating a
world class sculpture garden Frederik
Meijer and the City of Milan, Italy
(where an identical sculpture is lo-
cated) allowed for the work of Da Vinci
to be recommissioned and created. Il
Cavallo was originally sketched and
commissioned by Da Vinci in 1482 and
he continued to work on it for fourteen
years. However, the bronze intended to
cast the sculpture was used to make
cannons to defend the city of Milan,
therefore Da Vinci never completed the
work.

In 1977, after reading an article about
the horse that Da Vinci never had the
chance to create, amateur sculpture
and pilot, Charles Dent created the
first model of Il Cavallo. After his
death in 1994 Nina Akamu sculpted the
Il Cavallo that is on display today. The
sculpture was cast using twenty thou-
sand pounds of bronze, stands twenty-
four feet tall and weighs fifteen tons.

Frederik Meijer is to be thanked and
commended for carrying out his vision
and giving a world class gift to the city
of Grand Rapids and the people of
Michigan. Nearly five hundred years
ago Da Vinci had the vision for this
great horse. Due to the acts of
Frederik Meijer, a great humanitarian,
this rare and magnificent work of art
will stand tall in the Frederik Meijer
Gardens for all to see for many years
to come.∑
f

EXPRESSING SYMPATHY FOR
THOSE KILLED AND INJURED IN
EARTHQUAKES IN TURKEY AND
GREECE

Mr. SMITH of New Hampshire. Mr.
President, on behalf of the majority
leader, I ask unanimous consent that
the Senate now proceed to the imme-
diate consideration of S. Res. 198, sub-
mitted earlier by Senator SNOWE.

The PRESIDING OFFICER. The
clerk will report the resolution by
title.

The legislative clerk read as follows:
A resolution (S. Res. 198) expressing sym-

pathy for those killed and injured in the re-
cent earthquakes in Turkey and Greece and
commending Turkey and Greece for their re-
cent efforts in opening a national dialog and
taking steps to further bilateral relations.

The Senate proceeded to consider the
resolution.

Mr. SMITH of New Hampshire. Mr.
President, I ask unanimous consent
that the resolution be agreed to, the
preamble be agreed to, the motion to
reconsider be laid upon the table, and
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that any statements relating to the
resolution be printed in the RECORD.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The resolution (S. Res. 198) was
agreed to.

The preamble was agreed to.
The resolution, with its preamble,

reads as follows:
S. RES. 198

Whereas in the wake of the tragic earth-
quakes which struck Turkey on August 17,
1999, leaving up to 16,000 dead, 24,000 injured,
and 100,000 homeless, and Greece on Sep-
tember 7, 1999, killing 143, injuring 1,600, and
leaving 16,000 homeless, an improvement of
relations between Turkey and Greece has oc-
curred;

Whereas within hours of the earthquake
hitting Turkey, Greece sent rescue teams,
doctors, firemen, and emergency supplies to
Turkey;

Whereas immediately after the earthquake
struck Greece, Turkey, already dealing with
its own devastation, sent rescue personnel to
Greece;

Whereas in July, senior foreign ministry
officials of Greece and Turkey held talks,
the first talks at this level since 1994, to dis-
cuss bilateral cooperation in the fields of
tourism, the environment, trade, and the
economy as well as cooperation in com-
bating organized crime, illegal immigration,
drug-trafficking, and terrorism;

Whereas in September 1999, a second round
of talks between senior foreign ministry offi-
cials of Greece and Turkey were held as a
follow-up to the July meeting, and a third
round has been planned for October 1999;

Whereas this spirit of cooperation has led
to a warming of relations and confidence
building measures, including—

(1) a naval vessel of Greece calling at a
port of Turkey for the first time in more
than a century;

(2) Greek and Turkish news commentators
agreeing to publish their columns in each
other’s newspapers;

(3) Greece indicating that it is prepared to
accept the candidacy of Turkey for member-
ship in the European Union as long as Tur-
key meets all criteria for membership in the
Union; and

(4) Turkey and Greece praising the other
for earthquake assistance; and

Whereas the desire to further cultivate re-
lations between Turkey and Greece has cre-
ated an atmosphere of hope: Now, therefore,
be it

Resolved, That the Senate—
(1) expresses sympathy for those killed and

injured in the recent earthquakes in Greece
and Turkey;

(2) commends, encourages, and supports re-
cent efforts by Greece and Turkey to im-
prove bilateral relations between those coun-
tries; and

(3) reiterates the importance of promoting
positive bilateral relations between Greece
and Turkey, which are of paramount interest
to the United States.

f

APPOINTMENTS
The PRESIDING OFFICER. The

Chair, on behalf of the Majority Lead-
er, pursuant to Public Law 105–277, an-
nounces the appointment of the fol-
lowing individuals to serve as members
of the Parents Advisory Council on
Youth Drug Abuse: Robert L.
Marginnis, of Virginia (two-year term);
June Martin Milam, of Mississippi
(Representative of a Non-Profit Organi-
zation) (three-year term).

DESIGNATING OCTOBER 15, 1999, AS
‘‘NATIONAL MAMMOGRAPHY DAY’’

Mr. SMITH of New Hampshire. Mr.
President, I ask unanimous consent
that the Senate now proceed to the im-
mediate consideration of S. Res. 179,
designating October 15, 1999, as ‘‘Na-
tional Mammography Day.’’

The PRESIDING OFFICER. The
clerk will report the resolution by
title.

The legislative clerk read as follows:
A resolution (S. Res. 179) designating Octo-

ber 15, 1999, as ‘‘National Mammography
Day.’’

There being no objection, the Senate
proceeded to consider the resolution.

Mr. SMITH of New Hampshire. Mr.
President, I ask unanimous consent
that the resolution and preamble be
agreed to, en bloc, the motion to recon-
sider be laid upon the table, and that
any statements relating thereto be
printed in the RECORD.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The resolution (S. Res. 179) was
agreed to.

The preamble was agreed to.
The resolution, with its preamble,

reads as follows:
S. RES. 179

Whereas according to the American Cancer
Society, in 1999, 175,000 women will be diag-
nosed with breast cancer and 43,300 women
will die from this disease;

Whereas in the decade of the 1990’s, it is es-
timated that about 2,000,000 women will be
diagnosed with breast cancer, resulting in
nearly 500,000 deaths;

Whereas the risk of breast cancer increases
with age, with a woman at age 70 years hav-
ing twice as much of a chance of developing
the disease as a woman at age 50 years;

Whereas at least 80 percent of the women
who get breast cancer have no family history
of the disease;

Whereas mammograms, when operated
professionally at a certified facility, can pro-
vide a safe and quick diagnosis;

Whereas experts agree that mammography
is the best method of early detection of
breast cancer, and early detection is the key
to saving lives;

Whereas mammograms can reveal the pres-
ence of small cancers up to 2 years or more
before a regular clinical breast examination
or breast self-examination, reducing mor-
tality by more than 30 percent; and

Whereas the 5-year survival rate for local-
ized breast cancer is currently 97 percent:
Now, therefore, be it

Resolved, That the Senate—
(1) designates October 15, 1999, as ‘‘Na-

tional Mammography Day’’; and
(2) requests that the President issue a

proclamation calling upon the people of the
United States to observe such day with ap-
propriate programs and activities.

f

EXECUTIVE CALENDAR

Mr. SMITH of New Hampshire. Mr.
President, as in executive session, I ask
unanimous consent that the Agri-
culture Committee be discharged from
further consideration of the following
nomination; and further, the Senate
proceed to its immediate consider-
ation:

Andrew Fish, to be Assistant Sec-
retary of Agriculture.

I further ask unanimous consent that
the Senate proceed, en bloc, to the fol-
lowing nominations on the calendar:

Nos. 236, 250, 251, and 252.
Finally, I ask unanimous consent

that the nominations be confirmed, the
motions to reconsider be laid upon the
table, that any statements relating to
the nominations be printed in the
RECORD, and the President be imme-
diately notified of the Senate’s action.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The nominations considered and con-
firmed en bloc are as follows:

DEPARTMENT OF AGRICULTURE

Andrew C. Fish, of Vermont, to be an As-
sistant Secretary of Agriculture.

DEPARTMENT OF THE TREASURY

John D. Hawke, Jr., of the District of Co-
lumbia, to be Comptroller of the Currency
for a term of five years.

DEPARTMENT OF JUSTICE

Robert Raben, of Florida, to be an Assist-
ant Attorney General.

Robert S. Mueller, III, of California, to be
United States Attorney for the Northern Dis-
trict of California for a term of four years.

John Hollingsworth Sinclair, of Vermont,
to be United States Marshal for the District
of Vermont for the term of four years.

f

ORDERS FOR FRIDAY, OCTOBER 8,
1999

Mr. SMITH of New Hampshire. Mr.
President, I ask unanimous consent
that when the Senate completes its
business today, it adjourn until the
hour of 9:30 a.m. on Friday, October 8.
I further ask unanimous consent that
on Friday, immediately following the
prayer, the Journal of the proceedings
be approved to date, the morning hour
be deemed to have expired, the time for
the two leaders be reserved for their
use later in the day, and the Senate
then proceed to executive session for
consideration of the Comprehensive
Nuclear Test Ban Treaty.

The PRESIDING OFFICER. Without
objection, it is so ordered.
f

AMENDMENT FILING DEADLINE

Mr. SMITH of New Hampshire. Mr.
President, as in executive session, I ask
unanimous consent that the deadline
for amendments to be filed at the desk
on the Nuclear Test Ban Treaty be 9:45
a.m. on Tuesday, October 12.

The PRESIDING OFFICER. Without
objection, it is so ordered.
f

UNANIMOUS CONSENT AGREE-
MENT—AGRICULTURE APPRO-
PRIATIONS CONFERENCE RE-
PORT

Mr. SMITH of New Hampshire. Mr.
President, I ask unanimous consent
that debate resume on the Agriculture
appropriations conference report at 4:30
p.m. on Tuesday, October 12, and the
time be equally divided between the
two leaders.

The PRESIDING OFFICER. Without
objection, it is so ordered.
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Mr. SMITH of New Hampshire. Mr.
President, for the information of all
Senators, the Senate will begin consid-
eration of the Nuclear Test Ban Treaty
at 9:30 a.m. on Friday. By previous con-
sent, debate time is limited to 14 hours
equally divided between the two lead-
ers. Debate on the treaty is expected to
take place throughout the day tomor-
row and will resume at 9:30 a.m. on
Tuesday.

As a reminder, cloture was filed on
the conference report to accompany
the Agriculture appropriations bill
today.

By a previous consent, the Senate
will proceed to the cloture vote Tues-
day, October 12, at 5:30 p.m. It is hoped

that the vote regarding the Nuclear
Test Ban Treaty can be stacked to fol-
low that 5:30 vote. Therefore, the next
rollcall vote will occur at 5:30 p.m. on
Tuesday, October 12.

f

ADJOURNMENT UNTIL 9:30 A.M.
TOMORROW

Mr. SMITH of New Hampshire. Mr.
President, if there is no further busi-
ness to come before the Senate, I now
ask unanimous consent that the Sen-
ate stand in adjournment under the
previous order.

There being no objection, the Senate,
at 8:15 p.m., adjourned until Friday,
October 8, 1999, at 9:30 a.m.

CONFIRMATIONS

Executive nominations confirmed by
the Senate October 7, 1999:

DEPARTMENT OF THE TREASURY

JOHN D. HAWKE, JR., OF THE DISTRICT OF COLUMBIA,
TO BE COMPTROLLER OF THE CURRENCY FOR A TERM OF
FIVE YEARS.

DEPARTMENT OF AGRICULTURE

ANDREW C. FISH, OF VERMONT, TO BE AN ASSISTANT
SECRETARY OF AGRICULTURE.

THE ABOVE NOMINATIONS WERE APPROVED SUBJECT
TO THE NOMINEES’ COMMITMENT TO RESPOND TO RE-
QUESTS TO APPEAR AND TESTIFY BEFORE ANY DULY
CONSTITUTED COMMITTEE OF THE SENATE.

DEPARTMENT OF JUSTICE

ROBERT RABEN, OF FLORIDA, TO BE AN ASSISTANT AT-
TORNEY GENERAL.

ROBERT S. MUELLER, III, OF CALIFORNIA, TO BE
UNITED STATES ATTORNEY FOR THE NORTHERN DIS-
TRICT OF CALIFORNIA FOR A TERM OF FOUR YEARS.

JOHN HOLLINGSWORTH SINCLAIR, OF VERMONT, TO BE
UNITED STATES MARSHAL FOR THE DISTRICT OF
VERMONT FOR THE TERM OF FOUR YEARS.
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HONORING RETIRING STAFF OF
THE ARCHITECT OF THE CAPITOL

HON. STENY H. HOYER
OF MARYLAND

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999
Mr. HOYER. Mr. Speaker, on Friday, Octo-

ber 1, 1999, I celebrated a final day of work
with twenty-seven members of the Architect of
the Capitol staff from the House Office Build-
ings. Of the twenty-seven employees leaving
us, eighteen are my constituents. These val-
ued employees are retiring under a buyout
program developed earlier this year by the Ar-
chitect of the Capitol and approved by the
House Administration Committee, of which I
am the Ranking Member. The buyout program
has provided excellent retirement opportuni-
ties, which at the same time creating new ave-
nues of advancement for the staff of the Archi-
tect who continue with us.

The staffers retiring today have an average
of twenty-nine years of service each, and to-
gether, they have provided 798 years of serv-
ice. The Architect of the Capitol fields a work
force that is indispensable to us, and often la-
bors unnoticed in the shadows, or more aptly,
in the basement and tunnels of these build-
ings. Like public employees everywhere, they
do some of the toughest jobs under the most
adverse conditions in the country. They do it
always with smiles and friendly greetings, and
a job well done. These employees were never
looking to get rich and they do not do it for
public acclaim. They do their jobs and they do
them well because they know we all rely on
them. Lyndon Johnson understood this. He
said of public service ‘‘so much of what we
achieve as people depends upon the caliber
and the character of the civil service.’’

I would like to take this opportunity to say
thank you on behalf of all my colleagues, both
Democrat and Republican. Farewell to those
employees leaving us today, we will miss
them and we thank them for their contribution
to our daily lives. They are: Lewis Bowles, Jr.,
John Callahan, Jr., Douglas Colbert, Ernest
Cook, Margaret Donnelly, Lillie Drayton, Alvin
Gayan, Hubert Gray, David Ingram, Solomon
Landers, Earl Lemings, Carroll Lumpkins, Jr.,
Norman Lynch, James Mattingly, Luke Mat-
tingly, William McWilliams, Bernard Merritt,
Robert Merryman, Walter Montgomery, Allen
Nichols, Talmadge Nowden, Anthony
Pilkerton, James Quade, Robert Quade, Ray-
mond Stager, George Stein, and Leonard
Vanryswick.
f

‘‘FIFTY YEARS OF SERVICE’’ TO
THE GREATER DUNDALK COM-
MUNITY

HON. ROBERT L. EHRLICH, JR.
OF MARYLAND

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999
Mr. EHRLICH. Mr. Speaker, on October 14,

1949, twenty-five members of the Dundalk

community formed a new organization known
as the Optimist Club of Dundalk, sponsored by
the Optimist Club of Baltimore. They estab-
lished their motto as ‘‘Friend of the Boy’’ and
began to sponsor sports programs, oratorical
contests, and archery programs in the schools
to honor the male students that excelled in
academics and athletics.

In 1950, The Dundalk Optimist Foundation,
Inc. was formed to ensure the planned and
approved programs were financially assured,
and to plan for the construction of a building
they could call their own. Through the years,
the club grew in size and effectiveness. The
club became a Century Club in 1969, and
earned the District Achievement Award for the
first time. Over the years, the programs began
serving girls and the motto was changed to
‘‘Friends of Youth.’’ In January of 1988, the
Optimist Club membership voted to allow
women to be eligible for membership, and the
Club continued to expand and increase their
outreach in the community. The dream of a
building was realized in 1995, with the open-
ing of their Clubhouse at 4528 Northpoint Bou-
levard in Dundalk.

Today, the Optimist Club of Dundalk, Inc.
continues to provide wonderful opportunities
for the community’s youth to learn, grow, and
excel both in academics and athletics. I com-
mend this organization for these first fifty
years of excellent and dedicated service, and
I join in looking forward to the next fifty.
f

PROFILES OF SUCCESS HONORS
MR. ED DELCI

HON. ED PASTOR
OF ARIZONA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. PASTOR. Mr. Speaker, I rise before you
today to pay tribute to an outstanding fellow
Arizonan who is an exemplary role model for
Arizona and the nation, Mr. Ed Delci.

Ed Delci is a committed and tenacious indi-
vidual who recently received the Exemplary
Leadership Award at Valley del Sol’s Annual
Profiles of Success Leadership Awards in
Phoenix. Valle’s award ceremony is the pre-
miere Latino recognition event in Arizona each
year that acknowledges Arizona’s leaders and
their contributions.

As an academic advisor at Arizona State
University, Ed has dedicated himself to help-
ing young people succeed in their pursuits of
higher education. He inspires young Hispanics
to succeed in their studies, graduate from
ASU and maintain an active involvement in
their community. I believe he has positively
impacted the graduate rate of Latinos at ASU.

He also has been the principal advisor of
ASU’s MEChA (Movimiento Estudiantil Chi-
canos de Aztlan) chapter for many years. Due
to Ed’s dedication, the group has become a vi-
brant and forceful organization that received
the Student Organization of 1999 and Social
Conscience of 1998 and 1999 awards. At

ASU, he also is involved in the Cesar Chavez
Leadership Institute for Youth and the ASU
Concilio, a student-led council of Hispanic stu-
dents.

But his work does not end off campus. A
former Peace Corps volunteer, Ed is one of
the hardest working Latino ‘‘activistas,’’ or ac-
tivist in Arizona who truly exemplifies the
‘‘servant leader’’ concept. Originally from
Chandler, Ariz., he galvanized the community
to fight against the city of Chandler for the un-
fair detainment of Mexican–American citizens
by city police. In 1998, Ed organized the
Chandler Coalition for Civil and Human Rights
to help Chandler residents explore issues
around immigration and to launch a lawsuit
against the city government. He has also
championed for issues significant to the Latino
community as part of the Arizona Hispanic
Community Forum. In addition, he works with
the Arizona Friends of the United Farm Work-
ers and Centro de Amistad in Guadalupe,
Ariz.

Not only is Ed a tireless worker in education
and civil rights issues, he spends many hours
volunteering for voter registration and political
campaigns. He leads by example, working
hard in any type of activity that is needed,
such as setting up sound systems, driving and
talking to voters, walking door-to-door to ob-
tain petition signatures, setting up tables and
chairs and putting them away. He is not afraid
of doing the ‘‘dirty work’’ when needed.

As you can see, Ed leads by example. He
is truly an outstanding individual who deserves
to be recognized. Therefore I ask you to
please join me in thanking my friend Ed Delci
and wishing him continued success.
f

TRIBUTE TO RICHARD MIZE, A
TRUE COMPETITOR

HON. SCOTT McINNIS
OF COLORADO

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. McINNIS. Mr. Speaker, it is with great
pleasure that I take this moment to recognize
a man who has proven himself as one of the
most successful mountaineers of our time.
This man, who is now 63, is still competing
and winning. He is a dedicated individual
whose hard work deserves to be honored.

Richard Mize has always had a love for ski-
ing. At Western State College in Gunnison,
Colorado he took advantage of every oppor-
tunity to go skiing. It paid off when he was
awarded the 1956 Don Johnson Memorial tro-
phy, which is given to the outstanding Amer-
ican skier in the NCAA cross country cham-
pionships. He also became a two time, All–
American cross country skier. Since college,
Richard has gone on to accomplish feats that
are equally, if not more, impressive. He com-
peted in the World Biathlon Championship in
1958 and 1959. Also, in 1960 he earned a
spot on the U.S. Olympic Biathlon Team,
where he placed 21st in the inaugural year of
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the event in the Olympics. Since 1983, Rich-
ard Mize has competed on the Masters Circuit
and, in every year since 1988 he has earned
at least one first place finish in the U.S. Mas-
ters Division. In 1988, at the World and U.S.
Championships in Lake Placid, New York he
won the World Championship in the 20K free-
style and 10K classic races. As you can see,
this man is a fierce competitor—his accolades
however, do not stop there. Richard has won
his age group seven times in the last nine
years at the Tour of Anchorage 50K Freestyle
competition.

Mr. Speaker, there are few people in our
time that have accomplished so many amaz-
ing feats. Richard has done this and he has
continued to do this well into his later years.
So it is with this that I say congratulations to
this man on his induction into the Mountaineer
Sports Hall of Fame.

CELEBRATING THE LIFE OF
MURIEL DARLENE GIST WINGATE

HON. JULIAN C. DIXON
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999
Mr. DIXON. Mr. Speaker, today I want to

recognize and celebrate the life of Muriel Dar-
lene Gist Wingate, a wonderful and loving
mother and grandmother, who for more than
25 years served with distinction as a loyal and
outstanding assistant to internationally ac-
claimed Howard University Hospital oncologist
and general surgeon Dr. LaSalle D. Leffall, Jr.

Muriel, or ‘‘Meme’’ as she was affectionately
known to her family and many friends, passed
away on Tuesday, June 8, 1999. Kind, patient,
and always ready with a reassuring word,
Muriel was the person to whom hundreds of
Dr. Leffall’s patients turned in times of dif-
ficulty. She was the glue that helped many of
them hold sway while dealing with troubling
medical diagnoses.

For the hundreds of residents and medical
students who secured a coveted spot on Dr.
Leffall’s rotation, she was the surrogate moth-
er, the woman who provided constant encour-
agement and assurance that with determina-
tion, perseverance, stamina, and the same
trademark sense of humor which had en-
deared her to so many and helped her too
during periods of difficulty, they would indeed
make it through their medical school and/or
surgical residency program. As a show of how
much she was loved, many of the young doc-
tors and medical students whom she super-
vised while working with Dr. Leffall, returned to
pay their respects at the service celebrating
her life, which was held on Thursday, June 17,
1999, at Hemingway Memorial A.M.E. Church
in Chapel Oaks, Maryland.

‘‘Miss Wingate,’’ as she was respectfully
and fondly known to so many of Dr. Leffall’s
patients, was born in Washington, D.C., on
November 11, 1941, to Ruby N. Gist and the
late Sherwood Gist. She graduated from Fair-
mont Heights High School in 1959 and set
course on a career in the field of health care.
She loved to travel to exotic places, and often
regaled others with stories about her adven-
tures. She had a smile that simply illuminated
the room, and an eternally optimistic outlook
that would become an important and essential
asset in her work with Dr. Leffall’s patients.

Muriel Darlene Gist Wingate was beloved by
many, but cherished most of all by her lovely

daughters, Joy Arminta Diggs and Kelly Lynn
Wingate, and granddaughter, Camille Nicole
Wingate. Her untimely passing also leaves to
mourn her loving mother, Mrs. Ruby N. Gist;
three sisters: Shirley A. Courtney, Elaine T.
Johnson, and Janiero L. Dougans; three broth-
ers: Dennis, Milton, and Gregory, and a host
of other relatives.

Mr. Speaker, to have the love, admiration,
and respect of your family, friends, and col-
leagues, is, I believe the ultimate measure of
success. Muriel Wingate was blessed with all
of these. I am proud to have the occasion to
celebrate her memory with my colleagues, and
ask that you join me in extending our heartfelt
condolences to her family, friends, and col-
leagues on the passing of a truly exceptional
woman.
f

RECOGNIZING COMMANDER
ARTHUR J. OHANIAN

HON. JOHN S. TANNER
OF TENNESSEE

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. TANNER. Mr. Speaker, I rise today to
recognize Commander Arthur J. Ohanian,
United States Navy. Commander Ohanian will
retire after 20 years of distinguished and supe-
rior service to our country.

In his most recent position he served as the
Manpower and Personnel analyst for the Pro-
gramming, Planning and Development Branch,
Chief of Naval Operations Staff. A P–3 In-
structor Pilot, Commander Ohanian served in
a number of leadership positions in the fleet,
including the Commander Naval Education
and Training Mobil Training Team. He also
served in a number of different positions within
squadrons deployed in the Mediterranean.

Commander Ohanian is the recipient of the
Meritorious Service Medal, Navy Commenda-
tion Medal, and the Navy Achievement Medal.

Again, Mr. Speaker, I am proud to extend
my best wishes to Commander Arthur J.
Ohanian. May you continue the success you
have enjoyed and thank you for your faithful
service from a grateful Nation.
f

CONFERENCE REPORT ON H.R. 1906,
AGRICULTURE, RURAL DEVELOP-
MENT, FOOD AND DRUG ADMIN-
ISTRATION, AND RELATED
AGENCIES APPROPRIATIONS
ACT, 2000

SPEECH OF

HON. SAXBY CHAMBLISS
OF GEORGIA

IN THE HOUSE OF REPRESENTATIVES

Friday, October 1, 1999

Mr. CHAMBLISS. Mr. Speaker, I rise in sup-
port of H.R. 1906. H.R. 1906 contains funding
for many vitally important programs in agri-
culture. This bill provides appropriations for
those programs that were authorized in the
1996 farm bill. Furthermore, this bill provides
important funding for the foundation of agri-
culture research. Continued research will pro-
vide answers that enable farmers to continue
to improve efficiency in providing food for our
table.

Specifically the bill includes funds for the
National Center for Peanut Competitiveness, a

program that establishes a broad-based re-
search program directed toward assuring the
competitiveness of U.S. peanuts in the world
market. Also included is funding to allow the
University of Georgia to research tomato spot-
ted wilt virus, a plant virus that has become a
major yield-limiting constraint on many impor-
tant food crops in South Georgia. The bill also
contains funds for peanut allergy collaborative
research as well as onion research.

In addition, our farmers have once again
faced another disastrous year. Farmers who
were fortunate to have a crop are faced with
the lowest prices in decades. Adverse weather
conditions have resulted in another disaster.
This bill also contains disaster assistance for
farmers who have suffered yet another crop
failure. My farmers cannot afford to wait any
longer on relief.

Mr. Speaker, I am disappointed that dairy
and sanction provisions were not included in
the current appropriations bill. The funds ap-
propriated in the bill will aid farmers in sur-
viving another year of adverse weather condi-
tions and low commodity. Peanut and tobacco
farmers will all receive aid in the form of mar-
ket assistance payments, market loss pay-
ments or direct payments. The bill also in-
cludes funds to replenish the step two cotton
program. In addition fruit and vegetable grow-
ers along with dairy and livestock producers
will receive assistance from this package and
other essential measures that are critical to
our producers.

This bill is not a cure all. However, it is im-
perative that we don’t delay this funding any
longer. I urge all my colleagues to support
passage of conference report.

f

A SALUTE TO BOSTON LAW
SCHOOL

HON. EDWARD J. MARKEY
OF MASSACHUSETTS

HON. WILLIAM D. DELAHUNT
OF MASSACHUSETTS

HON. MICHAEL E. CAPUANO
OF MASSACHUSETTS

HON. ROBERT C. SCOTT
OF VIRGINIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. MARKEY. Mr. Speaker, My colleagues,
Messrs. DELAHUNT, CAPUANO, SCOTT and I
submit the following proclamation:

Whereas, Boston College Law School was
officially founded on September 26, 1929, in
the Lawyer’s Building at 11 Beacon Street
with a class of 22 students, one full-time fac-
ulty and three part-time faculty members.

Whereas, after spending nearly 25 years in
downtown Boston, the Law School continued
its march toward the Heights by joining the
Boston College campus community in 1954 at
St. Thomas More Hall, under the leadership
of the Rev. William J. Kenealy, S.J., the
Dean who was charged with building a law
school for a new era.

Whereas, it was Rev. Robert F. Drinan,
S.J., the sixth dean of the Law School and
later member of the United States House of
Representatives from Massachusetts, whose
foresight and indefatigable spirit brought
about the Law School’s rise in statute and
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transformation from a regional to a highly-
respected national law school.

Whereas, Dean Richard G. Huber built
upon these traditions in expanding the law
school faculty and program, and in 1975 se-
cured the eventual move of the Law School
to its current site on the Newton campus,
providing urgently needed space for the edu-
cational component as well as for students
and faculty offices and meeting facilities.

Whereas, under the leadership of Deans
Daniel R. Coquillette and Aviam Soifer, the
University embarked on a campaign to build
a new physical plant for the Law School on
its present site, which facility would reflect
the breadth and statute of the law school’s
programs, and which would allow for the full
integration of technology in legal teaching
and research.

Whereas, we also celebrate a revered mem-
ber of the Law School faculty, Professor
Emil Slizewski, who this year retires from
his teaching responsibilities at Boston Col-
lege Law School after 56 years of distin-
guished service to the Law School and the
legal profession.

Whereas, on October 8, 1999, members of
the Law School and the Boston College com-
munities join together in celebration of an
institution which has launched the careers of
illustrious government officials and leaders
in the profession, and which has inspired an
unwavering commitment to social justice
among its esteemed graduates. After 70 years
of academic excellence, students, adminis-
trators, alumni and faculty join together
today to celebrate the opening of a new aca-
demic wing at Boston College Law School.

Now, therefore, I, Congressman Edward J.
Markey, hereby request that my colleagues
in the United States House of Representa-
tives join me in saluting Boston College Law
School as it celebrates 70 years of excellence
in legal education.

f

PROFILES OF SUCCESS HONORS
MS. LORRAINE LEE

HON. ED PASTOR
OF ARIZONA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. PASTOR. Mr. Speaker, I rise before you
today to draw attention to the accomplish-
ments of a woman who has long been an ac-
tivist for all Arizonans and who has is at the
ready when it comes to championing for the
Latino community and the issues that affect
them. The woman of whom I speak is Ms. Lor-
raine Lee, a good friend and an invaluable
community leader in southern Arizona.

Ms. Lee has been the vice president of Chi-
canos Por La Causa in Tucson for the past 15
years. She is a much esteemed leader who
has worked diligently on empowerment, self–
sufficiency and goal attainment for not only
members of the Tucson community but, Chi-
canos nationwide.

Recently, Lorraine was recognized at Valle
del Sol’s Annual Profiles of Success Leader-
ship Awards. Valle’s award ceremony is the
premiere Latino recognition event in Arizona
each year that acknowledges Arizona’s lead-
ers and their contributions.

Lorraine received the Special Recognition
Award for her efforts in spearheading the anit–
Unz initiative in southeastern Arizona and na-
tionwide. This initiative is named after the man
who started the movement against bilingual
education in California. In Tucson, Unz is try-
ing to bring the same movement to Arizona.

But in Tucson, the birthplace of the first official
bilingual education program, Lorraine has initi-
ated efforts to raise social awareness in eth-
nically diverse segments of the community.
She is currently working with several commu-
nity representatives in organizing a coalition to
ensure that the Unz initiative does not appear
on this year’s upcoming ballot. This effort con-
sists of educating citizens from the public and
private sector, including politicians and youth,
about the importance of bilingual education
programs.

But beyond the issue of bilingual education,
Ms. Lee has been a well-respected activist in
Arizona who does not shy from leadership
roles and is ready to take on new challenges
to strengthen the Latino community.

That is why I ask you to join me in paying
tribute to my friend Lorraine Lee and in wish-
ing her great success.
f

QUALITY CARE FOR THE
UNINSURED ACT OF 1999

SPEECH OF

HON. RON PAUL
OF TEXAS

IN THE HOUSE OF REPRESENTATIVES

Wednesday, October 6, 1999

Mr. PAUL. Mr. Speaker, as an MD, I know
that when I advise on medical legislation I
may be tempted to allow my emotional experi-
ence as a physician to influence my views, but
nevertheless I am acting the role of legislator
and politician. The MD degree grants no wis-
dom as to the correct solution to our managed
care mess. The most efficient manner to de-
liver medical services, as it is with all goods
and other services, is determined by the de-
gree the market is allowed to operate. Eco-
nomic principles determine efficiency of mar-
kets, even the medical care market; not our
emotional experiences dealing with managed
care.

Contrary to the claims of many advocates of
increased government regulation of health
care, the problems with the health care sys-
tem do not represent market failure, rather
they represent the failure of government poli-
cies which have destroyed the health care
market. In today’s system, it appears on the
surface that the interest of the patient is in
conflict with rights of the insurance companies
and the Health Maintenance Organizations
(HMOs). In a free market this cannot happen.
Everyone’s rights are equal and agreements
on delivering services of any kind are entered
into voluntarily, thus satisfying both sides.
Only true competition assures that the con-
sumer gets the best deal at the best price
possible, by putting pressure on the providers.
Once one side is given a legislative advan-
tage, in an artificial system, as it is in man-
aged care, trying to balance government dic-
tated advantages between patient and HMOs
is impossible. The differences cannot be rec-
onciled by more government mandates which
will only makes the problem worse. Because
we are trying to patch up an unworkable sys-
tem, the impasse in Congress should not be
a surprise.

No one can take a back seat to me regard-
ing the disdain I hold for the HMOs’ role in
managed care. This entire unnecessary level
of corporatism that rakes off profits and under-
mines care is a creature of government inter-

ference in health care. These non-market insti-
tutions and government could have only
gained control over medical care through a
collusion among organized medicine, politi-
cians, and the HMO profiteers, in an effort to
provide universal health care. No one sug-
gests that we should have ‘‘universal’’ food,
housing, TV, computer and automobile pro-
grams and yet many of the ‘‘poor’’ do much
better getting these services through the mar-
ketplace as prices are driven down through
competition.

We all should become suspicious when it is
declared we need a new ‘‘Bill of Rights’’ such
as a Taxpayer’s Bill of Rights, or now a Pa-
tient’s Bill of Rights. Why don’t more Members
ask why the original Bill of Rights is not ade-
quate in protecting all rights and enabling the
market to provide all services. If over the last
fifty years we had a lot more respect for prop-
erty rights, voluntary contracts, state jurisdic-
tion and respect for free markets, we would
not have the mess we’re facing today in pro-
viding medical care.

The power of special interests influencing
government policy has brought us this man-
aged care monster. If we pursue the course of
more government management—in an effort
to balance things—we’re destined to make the
problem much worse. If government mis-
management, in an area that the government
should not be managing at all, is the problem,
another level of bureaucracy—no matter how
well intended—cannot be helpful. The law of
unintended consequences will prevail and the
principle of government control over providing
a service will be further entrenched in the na-
tion’s psyche. The choice in actuality is gov-
ernment provided medical care and it’s inevi-
table mismanagement or medical care pro-
vided by a market economy.

Partial government involvement is not pos-
sible. It inevitably leads to total government
control. Plans for all the so-called Patient’s Bill
of Rights are a 100% endorsement of the prin-
ciple of government management and will
greatly expand government involvement, even
if the intention is to limit government manage-
ment of the health care system to the extent
‘‘necessary’’ to curtail the abuses of the
HMOs. The Patients’ Bill of Rights concept is
based on the same principles that have given
us the mess we have today. Doctors are un-
happy, HMOs are being attacked for the
wrong reasons, and the patients have become
a political football over which all sides dema-
gogue.

The problems started early on when the
medical profession, combined with tax code
provisions making it more advantageous for
individuals to obtain first-dollar health care
coverage from third-parties rather than pay for
health care services out of their own pockets,
influenced the insurance industry into paying
for medical services instead of sticking with
the insurance principle of paying for major ill-
nesses and accidents for which actuarial esti-
mates could be made. A younger, healthier
and growing population was easily able to af-
ford the fees required to generously care for
the sick. Doctors, patients and insurance com-
panies all loved the benefits until the generous
third-party payment system was discovered to
be closer to a Ponzi scheme than true insur-
ance. The elderly started living longer, and
medical care became more sophisticated, de-
mands because benefits were generous and
insurance costs were moderate until the de-
mographics changed with fewer young people
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working to accommodate a growing elderly
population—just as we see the problem devel-
oping with Social Security. At the same time
governments at all levels become much more
involved in mandating health care for more
and more groups.

Even with the distortions introduced by the
tax code, the markets could have still sorted
this all out, but in the 1960s government en-
tered the process and applied post office prin-
ciples to the delivery of medical care with pre-
dictable results. The more the government got
involved the greater the distortion. Initially
there was little resistance since payments
were generous and services were rarely re-
stricted. Doctors liked being paid adequately
for services that in the past were done at dis-
count or for free. Medical centers, always will-
ing to receive charity patients for teaching pur-
poses in the past liked this newfound largesse
by being paid by the government for their
services. This in itself added huge costs to the
nation’s medical bill and the incentive for pa-
tients to economize was eroded. Stories of
emergency room abuse are notorious since
‘‘no one can be turned away.’’

Artificial and generous payments of any
service, especially medical, produces a well-
known cycle. The increase benefits at little or
no cost to the patient leads to an increase in
demand and removes the incentive to econo-
mize. Higher demands raises prices for doctor
fees, labs, and hospitals; and as long as the
payments are high the patients and doctors
don’t complain. Then it is discovered the insur-
ance companies, HMOs, and government
can’t afford to pay the bills and demand price
controls. Thus, third-party payments leads to
rationing of care, limiting choice of doctors,
deciding on lab tests, length of stay in the
hospital, and choosing the particular disease
and conditions that can be treated as HMOs
and the government, who are the payers, start
making key medical decisions. Because
HMOs make mistakes and their budgets are
limited however, doesn’t justify introducing the
notion that politicians are better able to make
these decisions than the HMOs. Forcing
HMOs and insurance companies to do as the
policitians say regardless of the insurance pol-
icy agreed upon will lead to higher costs, less
availability of services and calls for another
round of government intervention.

For anyone understanding economics, the
results are predictable: Quality of medical care
will decline, services will be hard to find, and
the three groups, patients, doctors and HMOs
will blame each other for the problems, pitting
patients against HMOs and government, doc-
tors against the HMOs, the HMOs against the
patient, the HMOs against the doctor and the
result will be the destruction of the cherished
doctor-patient relationship. That’s where we
are today and unless we recognize the nature
of the problem Congress will make things
worse. More government meddling surely will
not help.

Of course, in a truly free market, HMOs and
pre-paid care could and would exist—there
would be no prohibition against it. The Kaiser
system was not exactly a creature of the gov-
ernment as is the current unnatural HMO-gov-
ernment-created chaos we have today. The
current HMO mess is a result of our govern-
ment interference through the ERISA laws, tax
laws, labor laws, and the incentive by many in
this country to socialize medicine ‘‘American
style,’’ that is the inclusion of a corporate level

of management to rake off profits while drain-
ing care from the patients. The more govern-
ment assumed the role of paying for services
the more pressure there has been to managed
care.

The contest now, unfortunately, is not be-
tween free market health care and national-
ized health care but rather between those who
believe they speak for the patient and those
believing they must protect the rights of cor-
porations to manage their affairs as prudently
as possible. Since the system is artificial there
is no right side of this argument and only polit-
ical forces between the special interests are at
work. This is the fundamental reason why a
resolution that is fair to both sides has been
so difficult. Only the free market protects the
rights of all persons involved and it is only this
system that can provide the best care for the
greatest number. Equality in medical care
services can be achieved only by lowering
standards for everyone. Veterans hospital and
Medicaid patients have notoriously suffered
from poor care compared to private patients,
yet, rather than debating introducing consumer
control and competition into those programs,
we’re debating how fast to move toward a sys-
tem where the quality of medicine for every-
one will be achieved at the lowest standards.

Since the problem with our medical system
has not been correctly identified in Wash-
ington the odds of any benefits coming from
the current debates are remote. It looks like
we will make things worse by politicians be-
lieving they can manage care better than the
HMO’s when both sides are incapable of such
a feat.

Excessive litigation has significantly contrib-
uted to the ongoing medical care crisis.
Greedy trial lawyers are certainly part of the
problem but there is more to it than that. Our
legislative bodies throughout the country are
greatly influenced by trial lawyers and this has
been significant. But nevertheless people do
sue, and juries make awards that qualify as
‘‘cruel and unusual punishment’’ for some who
were barely involved in the care of the patient
now suing. The welfare ethic of ‘‘something for
nothing’’ developed over the past 30 to 40
years has played a role in this serious prob-
lem. This has allowed judges and juries to
sympathize with unfortunate outcomes not re-
lated to malpractice and to place the responsi-
bility on those most able to pay rather than on
the ones most responsible. This distorted view
of dispensing justice must someday be ad-
dressed or it will continue to contribute to the
deterioration of medical care. Difficult medical
cases will not be undertaken if outcome is the
only determining factor in deciding lawsuits.
Federal legislation prohibiting state tort law re-
form cannot be the answer. Certainly contrac-
tual arrangements between patients and doc-
tors allowing specified damage clauses and
agreeing on arbitration panels would be a big
help. State-level ‘‘loser pays’’ laws, which dis-
courage frivolous and nuisance lawsuits,
would also be a help.

In addition to a welfare mentality many have
developed a lottery jackpot mentality and hope
for a big win through a ‘‘lucky’’ lawsuit. Fraud-
ulent lawsuits against insurance companies
now are an epidemic, with individuals feigning
injuries in order to receive compensation. To
find moral solutions to our problems in a na-
tion devoid of moral standards is difficult. But
the litigation epidemic could be ended if we
accepted the principle of the right of contract.

Doctors and hospitals could sign agreements
with patients to settle complaints before they
happen. Limits could be set and arbitration
boards could be agreed upon prior to the fact.
Limiting liability to actual negligence was once
automatically accepted by our society and only
recently has this changed to receiving huge
awards for pain and suffering, emotional dis-
tress and huge punitive damages unrelated to
actual malpractice or negligence. Legalizing
contracts between patients and doctors and
hospitals would be a big help in keeping down
the defensive medical costs that fuel the legal
cost of medical care.

Because the market in medicine has been
grossly distorted by government and artificially
managed care, it is the only industry where
computer technology adds to the cost of the
service instead of lowering it as it does in
every other industry. Managed care cannot
work. Government management of the com-
puter industry was not required to produce
great services at great prices for the masses
of people. Whether it is services in the com-
puter industry or health care all services are
best delivered in the economy ruled by market
forces, voluntary contracts and the absence of
government interference.

Mixing the concept of rights with the delivery
of services is dangerous. The whole notion
that patient’s ‘‘rights’’ can be enhanced by
more edicts by the federal government is pre-
posterous. Providing free medication to one
segment of the population for political gain
without mentioning the cost is passed on to
another segment is dishonest. Besides, it only
compounds the problem, further separating
medical services from any market force and
yielding to the force of the tax man and the
bureaucrat. No place in history have we seen
medical care standards improve with national-
izing its delivery system. Yet, the only debate
here in Washington is how fast should we pro-
ceed with the government takeover. People
have no more right to medical care than they
have a right to steal your car because they
are in need of it. If there was no evidence that
freedom did not enhance everyone’s well
being I could understand the desire to help
others through coercive means. But delivering
medical care through government coercion
means not only diminishing the quality of care,
it undermines the principles of liberty. Fortu-
nately, a system that strives to provide max-
imum freedom for its citizens, also supports
the highest achievable standard of living for
the greatest number, and that includes the
best medical care.

Instead of the continual demagoguery of the
issue for political benefits on both sides of the
debate, we ought to consider getting rid of the
laws that created this medical management
crisis.

The ERISA laws requiring businesses to
provide particular programs for their employ-
ees should be repealed. The tax codes should
give equal tax treatment to everyone whether
working for a large corporation, small busi-
ness, or is self employed. Standards should
be set by insurance companies, doctors, pa-
tients, and HMOs working out differences
through voluntary contracts. For years it was
known that some insurance policies excluded
certain care and this was known up front and
was considered an acceptable provision since
it allowed certain patients to receive discounts.
The federal government should defer to state
governments to deal with the litigation crisis
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and the need for contract legislation between
patients and medical providers. Health care
providers should be free to combine their ef-
forts to negotiate effectively with HMOs and
insurance companies without running afoul of
federal anti-trust laws—or being subject to
regulation by the National Labor Relations
Board (NLRB). Congress should also remove
all federally-imposed roadblocks to making
pharmaceuticals available to physicians and
patients. Government regulations are a major
reason why many Americans find it difficult to
afford prescription medicines. It is time to end
the days when Americans suffer because the
Food and Drug Administration (FDA) pre-
vented them from getting access to medicines
that were available and affordable in other
parts of the world!

The most important thing Congress can do
is to get market forces operating immediately
by making Medical Savings Accounts (MSAs)
generously available to everyone desiring one.
Patient motivation to save and shop would be
a major force to reduce cost, as physicians
would once again negotiate fees downward
with patients—unlike today where the govern-
ment reimbursement is never too high and
hospital and MD bills are always at maximum
levels allowed. MSAs would help satisfy the
American’s people’s desire to control their own
health care and provide incentives for con-
sumers to take more responsibility for their
care.

There is nothing wrong with charity hospitals
and possibly the churches once again pro-
viding care for the needy rather than through
government paid programs which only maxi-
mizes costs. States can continue to introduce
competition by allowing various trained individ-
uals to provide the services that once were
only provided by licensed MDs. We don’t have
to continue down the path of socialized med-
ical care, especially in America where free
markets have provided so much for so many.
We should have more faith in freedom and
more fear of the politician and bureaucrat who
think all can be made well by simply passing
a Patient’s Bill of Rights.
f

CONGRATULATING PROFESSOR
KAY KAUFMAN SHELEMAY

HON. MICHAEL E. CAPUANO
OF MASSACHUSETTS

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999
Mr. CAPUANO. Mr. Speaker, I rise today to

extend my congratulations to Professor Kay
Kaufman Shelemay. Yesterday, Professor
Shelemay was appointed to the Board of
Trustees of the American Folklife Center at
the Library of Congress; a position she had
long sought and no doubt deserved.

Professor Shelemay is profoundly accom-
plished in the arts. Most of her life has been
dedicated to the study and education of music
and ethnomusicology. The distinguished au-
thor of several publications reflecting the rela-
tionship between ethnicity and music, Pro-
fessor Shelemay has recently served as presi-
dent of the Society for Ethnomusicology. On
two occasions, she has served as a fellow for
the National Endowment for Humanities. She
was also chairwoman of the Fromm Music
Foundation, and she has taught music at sev-
eral prestigious universities including Harvard,
Columbia, and NYU.

Professor Shelemay began her association
with AFC as a panelist during 1987 and 1988
in the midst of her burgeoning career. Her in-
volvement with the AFC has spanned over a
decade, hence, overseeing operations at the
American Folklife Center will come easily for
her.

With her background, experience, and pas-
sion for ethnomusicology and the folk arts, I
am certain Professor Shelemay will be a valu-
able addition to AFC’s Board of Trustees as it
pursues programs in the areas of multicultural
education, preservation of national archives,
and documentation of American Folklife and
music.

I wish Professor Shelemay the best of luck
in her new role at the American Folklife Cen-
ter.
f

RECOGNITION OF OPPORTUNITY,
INC.: AN ORGANIZATION THAT
LIVES UP TO ITS NAME

HON. JOHN EDWARD PORTER
OF ILLINOIS

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. PORTER. Mr. Speaker, I am pleased to
rise today to recognize Opportunity, Inc., an
outstanding organization located in Highland
Park, Illinois. This is truly a remarkable enter-
prise and a magnificent example of the initia-
tive needed to help people move welfare to
work and a better life.

Opportunity, Inc. is a unique, not-for-profit
contract manufacturer of single-use medical
products that has been registered with the
FDA since 1977, and that employs persons
with developmental physical and/or emotional
disabilities. Founded in 1976 by local con-
struction executive John Cornell, who still
serves as an Emeritus member of the Board
of Directors, the company will hold its annual
‘‘Handicapable Leadership’’ Award Dinner in
Chicago on Tuesday, October 16, 1999. The
keynote speaker will be Ted Kennedy, Jr., a
nationally known spokesperson and a leading
advocate for the civil rights of people with dis-
abilities.

The company’s mission is twofold: (1) to
provide a mainstream plant environment in
which Handicapable people can work and
earn a paycheck as well as the dignity that
comes from being employed productively on a
full-time basis; and (2) to provide its private
sector customers with the best possible qual-
ity, price and service.

As everyone understands, budget con-
straints compel us to look for ways to effec-
tively address important needs without govern-
ment subsidies, and Opportunity, Inc. is lead-
ing the way in this regard. A model of commu-
nity response and innovation, the company
demonstrates how competitive and productive
handicapable employees can be. Opportunity,
Inc. built and continues to operate the nation’s
only not-for-profit, certified class 100,000
‘‘clean rooms’’ for medical and surgical pack-
aging.

When I visited Opportunity, Inc., however, I
learned that its business success, while im-
pressive, pales in significance to the positive
contributions it has made to its employees’
lives. I experienced firsthand how proud, dedi-
cated and competitive they are. As one man
said to me, ‘‘Congressman, all we need is a

fair chance to compete. That’s what we get
there at Opportunity and just look at the re-
sults!’’ Clearly, Opportunity, Inc. is an organi-
zation that lives up to its name.

Mr. Speaker, I am proud to represent a con-
gressional district that includes enterprises of
this caliber. It is my pleasure to salute the em-
ployees, management and directors of Oppor-
tunity, Inc., and the Grand Marshall of Cere-
monies John Cortesi on the occasion of their
annual dinner, and to extend my personal con-
gratulations to Sage Products and Allegiance
Healthcare, who are the recipient of this year’s
Handicapable Leadership Award.
f

CONFERENCE REPORT ON H.R. 2606,
FOREIGN OPERATIONS, EXPORT
FINANCING, AND RELATED PRO-
GRAMS APPROPRIATIONS ACT,
2000

SPEECH OF

HON. ROBERT WEXLER
OF FLORIDA

IN THE HOUSE OF REPRESENTATIVES

Tuesday, October 5, 1999

Mr. WEXLER. Mr. Speaker, I rise in strong
opposition to the Foreign Operations con-
ference report.

America loses when we fail to properly fund
our foreign operations budget. The report we
are considering is almost $2 billion below the
level requested by President Clinton and $1
billion below last year’s budget.

Without adequate funding for our inter-
national affairs operations, we will not be
equipped to protect the security and the pros-
perity of Americans at home and abroad, and
we risk losing our status as the world’s re-
maining superpower.

American foreign policy should not embrace
the short-sighted views of isolationists. In-
stead, we should meet the myriad of chal-
lenges facing the global community. America
is at its best when we promote our values
abroad by supporting struggling democracies
and their efforts to make the transition to mar-
ket economies.

Mr. Speaker, this conference report provides
no Wye Aid funding which we promised our
partners in the Middle East. It fails to provide
adequate funding for emerging democracies in
Africa and fails to assist our neighbors in the
Western Hemisphere. It also ignores the
needs of Asian countries recovering from fi-
nancial devastation.

But the greatest disgrace of this conference
report is our failure to lend a helping hand to
the world’s children. The children of Sierra
Leone, for example, who have suffered the
violent amputation of their limbs, sexual
abuse, displacement from their homes, and
the ravaging to their innocence and youth,
lose yet again when we cut our foreign aid
and humanitarian assistance. Programs to
provide them food and medical intervention
and to return them to their homes and neigh-
borhoods can never succeed. And yet, what
greater humanitarian purpose can our foreign
policy serve than to bring prosthetic arms and
hands to babies whose entire lives lie ahead
of them?

I urge my colleagues to join me today and
defeat this poorly funded conference report.
America’s front line of foreign policy should
not be shortchanged.
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RECOGNIZING BISHOP CHARLES

BUSWELL

HON. SCOTT McINNIS
OF COLORADO

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. McINNIS. Mr. Speaker, I would like to
take a moment to recognize a man whose
dedication to his faith and community is unpar-
alleled. Bishop Charles Buswell served self-
lessly as a priest for 60 years and this year
marks 40 years since he was ordained bishop.

Bishop Buswell was born in Kingfisher,
Oklahoma in July 1939. There, he served in a
variety of positions in the diocese and also
founded a parish, Christ the King. In Sep-
tember 1959, he was ordained Bishop of
Pueblo. It was at this point in time he was
elected to the Second Vatican Council in
Rome, which he called the most significant
event of his lifetime. There, during his service
from 1962 to 1965, he was one of 2,500
Catholic bishops who discussed possible litur-
gical changes with Pope John XXIII. For
Bishop Buswell it was an exciting time in
which he felt he could truly make a difference.
He is now one of only thirty living American
bishops who attended the Council.

Bishop Buswell took on tough issues of the
time. He led the way on issues such as
antiwar, racism, just wages, and women’s
causes both in and out of the Church. Today,
long after his 1979 resignation, he is regarded
as a prominent clerical figure in the peace
movement.

It is with this, Mr. Speaker, that I say thank
you to a man who had a truly remarkable ca-
reer of giving his time to help others. I would
also like to recognize the 40th anniversary of
his consecration as a bishop. The people of
Colorado and every corner of the United
States owe a debt of gratitude to this man
who has fought so hard to make a difference.

TRIBUTE TO LEWIS E. PLATT

HON. ANNA G. ESHOO
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Ms. ESHOO. Mr. Speaker, I rise today to
honor Lewis E. Platt, Chairman of the Board,
President and Chief Executive Officer of Hew-
lett-Packard who is retiring after 33 years of
service to the Company.

Hewlett-Packard has flourished under Lew
Platt’s leadership. The Company, based in the
heart of Silicon Valley, Palo Alto, has in-
creased its revenues every year since Mr.
Platt was elected President and Chief Execu-
tive Officer.

But Lew Platt’s success cannot be meas-
ured by sales figures only. Lew Platt took it
upon himself to create a workplace second-to-
none in its acceptance of women and minori-
ties. Because of his passion and commitment
to create a level playing field for all his em-
ployees, he built upon the established ‘‘HP
Way,’’ to the much-celebrated corporate val-
ues instituted by the Company’s founders Bill
Hewlett and David Packard. And because of
Lew Platt’s leadership, Hewlett-Packard is
consistently among the top ten of Fortune’s
Best Companies to Work For in America.

Mr. Platt has focused Hewlett Packard’s cor-
porate giving on three objectives: significantly

improving K–12 science and math achieve-
ment, increasing the number of women and
minorities studying and teaching science and
mathematics, and ensuring that all children
are ready to learn when they begin school.
Under Mr. Platt’s guidance, the Company has
donated approximately $55 million each year
to education.

Lew Platt’s leadership has extended well
beyond Hewlett-Packard. In 1995, he was ap-
pointed by President Clinton to the Advisory
Committee on Trade Policy Negotiations. He
has served as Chairman of one of its three
task forces, the World Trade Organization
Task Force. He also serves on the Cornell
University Council and the Wharton School
Board of Overseers.

Lew Platt has also exemplified the best in
leadership in his own community—Silicon Val-
ley. In 1996, he was elected Co-Chair of the
Board of Directors of Joint Venture: Silicon
Valley, an organization formed to strengthen
our local economy and help make our region
a better place to live for everyone. Under his
leadership, Joint Venture: Silicon Valley has
launched a number of initiatives that bring
people together from business, government,
and education to identify and act on regional
issues affecting our economic vitality and our
quality of life. He has also served as a mem-
ber of the California Business Roundtable.

Mr. Platt’s leadership in California’s 14th
Congressional District and Silicon Valley which
I’m so privileged to represent is a model for all
to follow. Through his extraordinary leadership
of H–P and the industry, Lew Platt has con-
tributed mightily to our community and our
country.

I ask my colleagues to join me in saluting
Lew Platt for who he is and all he has done.
We are indeed a better country and a better
people because of this man.
f

CONGRATULATING MR. LEWIS E.
PLATT

HON. ZOE LOFGREN
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. LOFGREN. Mr. Speaker, today I wish to
congratulate Mr. Lewis E. Platt, Chairman of
the Board, President, and Chief Executive Of-
ficer of the Hewlett-Packard Company, who is
retiring after six years as Chairman of the
Board and 33 years of service to the Hewlett-
Packard Company. A friend and a neighbor in
Silicon Valley from the beginning of his tenure
with HP, Lew Platt has understood the impor-
tance both of giving back to the community
that has given so much to his company and of
improving the cities in which he lives and does
business. In 1996 Mr. Platt was elected Co-
chair, along with San Jose Mayor Ron
Gonzales, of the Joint Venture Silicon Valley
(Calif.) Network, an organization formed in
1991 to strengthen the local economy and
make the area a better place in which to live.

Yet by far, Mr. Platt’s greatest contributions
to my constituents in Silicon Valley and to the
nation as a whole have come through the edu-
cational programs he has established and
sponsored through Hewlett-Packard, aiding
students at all levels of school. Lewis Platt has
focused HP’s national efforts around three
stated company goals: significantly improving

K–12 science and math achievements, in-
creasing the number of women and minorities
studying and teaching science and mathe-
matics, and ensuring that all children are
ready to learn when they begin school.

These platitudes might ring hollow were
they not backed by substantive action, but
under Mr. Platt’s guidance Hewlett-Packard
has established a tremendous philanthropy
program in order to truly provide help to stu-
dents of all ages. Because of Lew Platt’s ef-
forts and commitment, HP currently donates
approximately $55 million each year to edu-
cation, with $8 million going towards K–12
education. In my district, for instance, Hewlett-
Packard has helped sponsor the San Jose Di-
versity in Education Partnership with San Jose
State University, East Side Union High School
District and Alum Rock Elementary School
District. This initiative aims to increase the
number of students who are prepared for col-
lege and interested in careers in engineering,
and has worked with HP’s Email Mentor Pro-
gram, another initiative begun under Lew Platt,
encouraging 5th through 12th graders to re-
main interested in math and science.

Mr. Platt has also helped establish a part-
nership between Hewlett-Packard and Inde-
pendence, Silver Creek, and Overfelt High
Schools in San Jose to encourage students to
stay in school and continue their education
after graduation from high school. The benefits
of Lew Platt’s belief in education, however,
stretch far beyond the neighborhood of Hew-
lett-Packard’s corporate headquarters in Cali-
fornia. Under the guidance of Mr. Platt, Hew-
lett-Packard has undertaken and funded simi-
lar educational initiatives in Washington, Or-
egon, Colorado, Idaho, Georgia, Maryland,
Delaware, and Massachusetts.

These broad educational efforts, which have
meant so much to my constituents and to stu-
dents across the country, have in many ways
been a direct result of Lew Platt’s vision, and
for this all people who care about the edu-
cation of our children owe him a debt of grati-
tude. Wrote Mr. Platt in an open company let-
ter, ‘‘At HP, we recognize that supporting edu-
cation is one of the most important things we
can do to realize success for future genera-
tions, for our company, and for society as a
whole.’’ Lew Platt’s corporate achievements at
the Hewlett-Packard Company will be long re-
membered, the successes of the children he
helped educate through HP will remain as an
even stronger living reminder of the fine work
he has done.

f

TRIBUTE TO MICHAEL CATANEO

HON. ROBERT L. EHRLICH, JR.
OF MARYLAND

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. EHRLICH. Mr. Speaker, recently the
City of Baltimore lost a beloved and respected
gentleman, Mr. Michael Cataneo. ‘‘Big Mike’’
as he was widely known throughout his long
career on the docks of Baltimore owned
Cataneo Line Service, truly an example of the
American Dream. His family immigrated from
Italy, built the business from scratch and be-
came a leading force in the development of
the Port of Baltimore.
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Those who knew ‘‘Big Mike’’ often referred

to him as the walking encyclopedia of the Bal-
timore waterfront—not only could he relate
every facet about every ship that had ever
been in the port of Baltimore, but he could
provide one with all of his information, be it
good or bad, about every person who worked
on the waterfront, and all the politicians down-
town, as well!

‘‘Big Mike’’ will be remembered for his hard
work, compassion, and sense of humor; for
being a respected business leader; and for his
contributions on behalf of the working men
and women of the Port of Baltimore. The
priest who presided at his funeral character-
ized Mike as a person who related to the little
guy. His treated everyone with the same re-
spect others showed him. Mike would help a
needy person because he wanted that person
to then be able to help others.

He and his lovely wife, Annie, were resi-
dents of Lutherville, Maryland and the Second
Congressional District of Maryland for 38
years, and it has been my honor to represent
them in Congress.
f

HONORING IRENE HANSON

HON. DALE E. KILDEE
OF MICHIGAN

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. KILDEE. Mr. Speaker, I rise today to
recognize the accomplishments of a woman,
who, for nearly 40 years, has worked to im-
prove the quality of life for our citizens. On
Tuesday, October 12, members of Flint’s Inter-
national Institute will gather to present to Mrs.
Irene Hanson, its prestigious Golden Door
Award, given annually to an individual who
has made a positive impact on the greater
Flint community and the Institute itself.

Born in December of 1920, in Breslau, Ger-
many, what is now Wroclaw, Poland, Irene
spent her early years as an apprentice in a
wholesale paper company, and upon com-
pleting her apprenticeship, remained with the
company as its bookkeeper.

After the war, Irene and her family, including
her mother and two daughters lived in Han-
over, West Germany, until the Displaced Per-
sons Act brought them to Flint in 1952, under
the sponsorship of Calvary Lutheran Church.
Soon after, a third child, a son, was born.

After settling in Flint, Irene sought out and
forged a relationship with the International In-
stitute, a relationship that has continued to this
day. She has served a great number of roles,
including teacher, presenter, activities chair,
and board member. It is in each of these posi-
tions that she has excelled in her efforts to en-
hance the lives of those she comes into con-
tact with. Other positions followed, such as in
1962, where she worked as a receptionist,
bookkeeper, and fitter at Flint Limb and Brace
Company. In 1964, Irene began teaching Ger-
man for Mott Adult Education, which she still
continued to do.

In addition to her work with the International
Institute, Irene has also been involved and re-
mains active with the German American Na-
tional Congress, the American Association of
Teachers of German, and the St. Cecilia Soci-
ety. She has also been an avid supporter of
the Flint Institute of Music, Flint Institute of
Arts, and the Sloan Museum.

Mr. Speaker, I am always fascinated by sto-
ries such as Irene Hanson’s. Through tremen-
dous adversity, she was able to fulfill the true
American Dream, and find success in her new
homeland. She is truly an inspiration to all
who come into contact with her. I ask my col-
leagues in the 106th Congress to please join
me to congratulate and wish Irene the very
best.
f

HONORING BISHOP VERNON RAN-
DOLPH BYRD, 105TH BISHOP OF
THE AFRICAN METHODIST EPIS-
COPAL CHURCH

HON. KAREN McCARTHY
OF MISSOURI

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Ms. MCCARTHY of Missouri. Mr. Speaker, I
rise to honor the newly elected and con-
secrated Bishop of the African Methodist Epis-
copal (AME) Church, the Right Reverend
Vernon Randolph Byrd. He joins Rev. Dr. W.
Bartalette Finney, Sr., Presiding Elder, Rev.
Ralph J. Crabbe, and leaders in our commu-
nity who contribute to the spiritual needs of
our greater metropolitan area.

Bishop Byrd’s spiritual education began at
the age of twelve when he received his call to
preach. By the time he was a teenager, he
was ordained to preach by the late Bishop
Frank Madison Reed, Sr. Bishop Byrd was a
success In school and graduated from the
public schools of South Carolina, and earned
degrees at Allen University, and Boston Uni-
versity.

Prior to his tenure at the Northwest Missouri
Conference Fifth District AME Church in Kan-
sas City, Bishop Byrd served as a Pastor and
Presiding Elder at several churches. His min-
istry served congregations including the Mac-
edonia AME Church in Delware, the St. Paul
AME Church in Bermuda, the Newark District-
New Jersey Conference, the Macedonia AME
Church in New Jersey, the Morris Brown AME
Church in Pennsylvania, and the St. James
AME Church in New Jersey.

In 1984, Bishop Byrd was elevated to the
episcopacy at the seat of the Forty-Second
Quadrennial Session of the General Con-
ference. A recipient of numerous awards, he
has been honored with the Trumiunz Award
for outstanding work with retarded children in
Delaware. He was recognized as an Honorary
Member of the British Empire Medal by Her
Majesty Queen Elizabeth II, who bestowed the
award to him for helping bring order to the
Bermuda Isles during a period of civil unrest in
1964. Byrd was also named the 1966 Out-
standing Young Man of the Year by the Ber-
muda Chamber of Commerce and given an
Honorary Doctorate Degree from the Payne
Theological Seminary in 1994.

Always involved with his community, he is
an active member of civil and fraternal organi-
zations, the Phi Beta Sigma Fraternity, the
Royal Masonic Lodge of Scotland, and the
NAACP. Bishop Byrd is married to retired
school teacher, Theora Lindsey Byrd who
serves the Church as the Women’s Missionary
Society Supervisor where they teach to others
that ‘‘Unless Souls Are Saved * * * Nothing Is
Saved!’’ They are the parents of two daugh-
ters and two sons and grandparents to six
grandchildren.

Mr. Speaker, I am proud to acknowledge
and congratulate Bishop Vernon Randolph
Byrd as the 105th Bishop of the African Meth-
odist Episcopal Church.
f

RECOGNIZING RILEY HOSPITAL
FOR CHILDREN’S 75TH BIRTHDAY

HON. JULIA CARSON
OF INDIANA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999
Ms. CARSON. Mr. Speaker, it is with a

great deal of pleasure that I rise today to cele-
brate Riley Hospital for Children’s 75th birth-
day.

Founded in 1924, Riley Hospital is named
after the famous Hoosier poet, James
Whitcomb Riley. Upon his death in 1916, Mr.
Riley’s heartfelt love for children inspired his
friends to decide that a children’s hospital
would be a perfect memorial for Mr. Riley.
More than 40,000 Hoosiers gave over 1.2 mil-
lion dollars to build the James Whitcomb Riley
Hospital for children.

As the New York Times observed on Octo-
ber 10, 1924, ‘‘Indiana has made her monu-
ment [to Riley] one of ministry rather than of
mourning . . . The institution which bears his
name will do much to make the children of In-
diana what he imagined them to be. Indiana
has made, as human monuments go, the per-
fect memorial to her poet.’’

Since opening its doors on October 7, 1924,
Riley Hospital for Children has cared for thou-
sands of children from the City of Indianapolis,
the State of Indiana, and indeed across the
country. Annually, there are more than
135,000 patient visits, including 7,100 admis-
sions and more than 128,000 outpatient visits.
Riley Hospital cares for children from each of
Indiana’s 92 counties. In 75 years, no Hoosier
child has been turned away because of an in-
ability to pay.

To continue to meet the needs of children
and families, Riley Hospital has grown as it
spanned the decades of the 20th century.
Today, Riley Hospital is one of the ten largest
children’s hospitals in the nation, and is Indi-
ana’s only children’s hospital located on a uni-
versity campus. It is also one of the two most
care-bedded children’s hospitals in the United
States.

As it has grown, Riley Hospital has endeav-
ored to maintain a standard of excellence re-
specting patient care. In 1971, Indiana’s only
pediatric burn unit opened at Riley Hospital. In
1989, Riley Hospital performed Indiana’s first
newborn and infant heart transplants. Eighty to
Ninety percent of Indiana’s children with can-
cer are treated at Riley Hospital’s—and Indi-
ana’s only—Children’s Cancer Center. In addi-
tion, Riley Hospital houses the only pediatric
dialysis center and pediatric stem cell trans-
plant unit in the State of Indiana.

Though the medical technology at Riley
Hospital is remarkable, it is the caring staff
that the children and their families depend on
to see them through difficult circumstances
and turbulent times. Whether it be a doctor,
nurse, therapist, social worker, teacher, ad-
ministrative staff or maintenance worker, their
professionalism is unparalleled.

Mr. Speaker, the children, families, and
communities of Indiana have been enriched by
the life-saving work of Riley Hospital for Chil-
dren. As we approach the threshold of the
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21st Century, I am confident that this wonder-
ful tribute to James Whitcomb Riley will con-
tinue to make a brighter horizon for our chil-
dren.
f

LEGISLATION TO AUTHORIZE RE-
HABILITATION OF THE MUNIC-
IPAL WATER SYSTEM ON THE
JICARILLA APACHE RESERVA-
TION

HON. TOM UDALL
OF NEW MEXICO

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. UDALL of New Mexico. Mr. Speaker,
today I rise to introduce a bill to authorize and
direct the Bureau of Reclamation to conduct a
feasibility study with regards to the rehabilita-
tion of the municipal water system of the
Jicarilla Apache Reservation, located in the
State of New Mexico. I am very pleased to be
joined by several of my colleagues in the intro-
duction of this important bill—including the
other two Representatives from New Mexico,
Congressman SKEEN and Congresswoman
WILSON; as well as Congressmen KILDEE,
HAYWORTH, YOUNG, MILLER, KENNEDY, and
BECERRA.

Sadly, Mr. Speaker, the Jicarilla Apache
Reservation relies on one of the most unsafe
municipal water systems in the country. While
the system is a federally owned entity, the En-
vironmental Protection Agency has neverthe-
less found the system to be in violation of na-
tional safe drinking water standards for several
years running—and, since 1995, the water
system has continually failed to earn renewal
of its National Pollutant Discharge Elimination
permit.

The sewage lagoons of the Jicarilla water
system are now operating well over 100 per-
cent capacity—spilling wastewater into the
nearby arroyo that feeds directly into the Nav-
ajo River. Since this river serves as a primary
source of groundwater for the region, the re-
sulting pollution of the stream not only affects
the Reservation but also travels downstream—
creating public health hazards for families and
communities both within and well beyond the
Reservation’s borders. Alarmingly, Jicarilla
youth are now experiencing higher than nor-
mal incidences of internal organ diseases af-
fecting the liver, kidneys and stomach—ail-
ments suspected to be related to the contami-
nated water.

Moreover, because of the lack of sufficient
water resources, the Jicarilla Tribe is not only
facing considerable public health concerns,
but it has also necessarily had to put a brake
on other important community improvement ef-
forts, including the construction of much need-
ed housing and the replacement of deterio-
rating public schools. For all of these reasons,
the Tribal Council has declared a state of
emergency for the Reservation and has al-
ready appropriated over $4.5 million of its own
funds to begin the process of rehabilitating the
water system.

Following a disastrous 6-day water outage
last October, the Jicarilla investigated and dis-
covered the full extent of the deplorable condi-
tion of the water system. Acting immediately to
address the problem, the tribe promptly con-
tacted the Bureau of Indian Affairs, the Indian
Health Service, the Environmental Protection

Agency and other entities for help in relieving
their situation. Yet, due to budget constraints
and other impediments, these agencies were
unable to provide financial assistance or take
any other substantial action to address the
problem. In particular, the Bureau of Indian Af-
fairs, having found itself to be poorly suited for
the operation and maintenance of tribal water
systems, has discontinued its policy of oper-
ating its own tribal water systems in favor of
transferring ownership directly to the tribes.
Unfortunately, however, the dangerous condi-
tion of the Jicarilla water system precludes its
transfer to the tribe until it has been rehabili-
tated.

Fortunately, the Bureau of Reclamation is
appropriately suited to assist the Jicarilla
Apache and the BIA in assessing the feasi-
bility of rehabilitating the tribe’s water system.
In consultation with the Jicarilla Tribe, the Bu-
reau of Reclamation has indicated both its will-
ingness and its ability to complete the feasi-
bility study should it be authorized to do so as
required by law. Recognizing this as the most
promising solution for addressing the serious
water safety problems plaguing the Jicarilla, I
and my fellow cosponsors are introducing this
important bill to allow this process to move for-
ward. I hope the rest of our colleagues will
similarly join us in passing this bill to remedy
this distressing situation.
f

A TRIBUTE IN HONOR OF BAY
COUNTY WOMEN’S CENTER

HON. JAMES A. BARCIA
OF MICHIGAN

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999
Mr. BARCIA. Mr. Speaker, I rise today to

pay tribute to an organization which has done
much to increase awareness of domestic vio-
lence in the United States as well as in my
home town of Bay City, Michigan. The Bay
County Women’s Center provides essential
support services for victims of physical or sex-
ual assault, many of whom are women in vio-
lent domestic situations.

The Women’s Center was established in
1975 by twelve dedicated volunteers who had
recognized the need for a local support orga-
nization which provided essential services for
abused persons. The Center now offers vic-
tims a wide range of crisis intervention serv-
ices, such as counseling, advocacy, informa-
tion and referral services, as well as extensive
community education services. This means
that a woman who is being abused has some-
one to turn to twenty-four hours a day, 365
days a year. The Women’s Center has truly
proved to be the saving grace for thousands
upon thousands of women.

Mr. Speaker, the statistics on domestic vio-
lence are staggering. Approximately one fam-
ily in three will experience domestic violence.
And in our country, four women are killed
each day by their husband or partner. The vic-
tim is killed by someone who, if one uses tra-
ditional marriage vows, has promised ‘‘to cher-
ish and honor until death do us part’’—which,
of course, is a far cry from ‘‘to cherish and
honor until I decide to kill you’’. Battery and
abuse are particularly horrific because they
destroy a sacred bond through violence, and
leave these women isolated from their com-
munity, their family and in mortal fear of their
partner.

The Bay County Women’s Center, funded in
part by the United Way of Bay County, and
sustained by many dedicated and caring indi-
viduals, is an organization which is a model
for all community agencies devoted to pro-
tecting adults and child victims against domes-
tic violence and sexual assault. This month is
designated National Domestic Violence
Awareness Month, and to mark this, the Wom-
en’s Center plans their annual Candlelight
Vigil for survivors to domestic violence. The
Center is committed to ending domestic vio-
lence in Bay County, and for that very fact, it
deserves our respect. Mr. Speaker, I invite
you and all our colleagues to join me in hon-
oring the work of the Bay County Women’s
Center. May I also offer my deepest condo-
lences to the victims of domestic violence, and
my support for all the survivors. It is my sin-
cerest hope that with the guiding example of
the Bay County Women’s Center, we can all
join together to work against the horrific crime
of domestic violence and abuse.

f

PERSONAL EXPLANATION

HON. PATRICK J. KENNEDY
OF RHODE ISLAND

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. KENNEDY of Rhode Island. Mr. Speak-
er, on October 4, 1999, I was unavoidably de-
tained and consequently missed two votes.
Had I been here I would have voted: ‘‘Yes’’ on
the passage of H. Res. 181. ‘‘Yes’’ on the
passage of H.R. 1451.

f

CONGRATULATIONS TO FRANZ
FRUEHWIRTH ON HIS INDUCTION
TO THE FLORICULTURE HALL OF
FAME

HON. RANDY ‘‘DUKE’’ CUNNINGHAM
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. CUNNINGHAM. Mr. Speaker, my district
in San Diego is home to some of our nation’s
largest flower growers. This industry plays a
key role in the economy of San Diego County,
the state of California, and the entire country.
Flower growers, wholesalers, and retail shops
produce a product that makes all of our lives
more beautiful.

Last week, the Society of American Florists
recognized the achievements of two out-
standing individuals in the floral industry. I
want to personally commend one of those in-
dividuals, who also happens to be my con-
stituent. The Society of American Florists gave
out its highest award—induction into the Flori-
culture Hall of Fame—to Franz Fruehwirth, a
scientist, inventor and breeder for the Paul
Ecke Ranch, in Encinitas, California.

We should thank Franz every time a poin-
settia—the number one flowering potted plant
in the United States—is bought, sold and en-
joyed. As one of the premier poinsettia breed-
ers in the world, Franz has created many
‘‘firsts,’’ including Lilo, the first long-lasting,
dark leaf poinsettia that set the standard for all
future varieties. He also created the first yel-
low poinsettia, ‘‘Lemon Drop.’’ He bred the
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classic Freedom poinsettia, which now rep-
resents more than 60 percent of the poinsettia
production in the United States.

Franz is more than a plant breeder. He is
also responsible for developing the first hang-
ing basket container and the first self-watering
container. He also premiered a technique to
produce the poinsettia in a tree form. He has
shown his dedication to the floral industry as
a 31-year member of the Ohio Florists’ Asso-
ciation and the San Diego County Flower
Growers Association.

In his acceptance speech, Franz simply said
that he had been privileged to spend his life
doing what he really considers to be fun: play-
ing with his plants and seeing what new and
exciting varieties he can develop. What a
great lesson for all of us: here is a man who,
by loving his work and devoting his life to that
love, has given a great gift to us all.

Few of us can remember a time when
Christmas celebrations did not include the
poinsettia, but we would not have poinsettias
at Christmas time without Franz Freuhwirth.
The floral industry, my good friend Paul Ecke,
of the Paul Ecke Ranch, and all of us in Amer-
ica are fortunate to have Franz Fruehwirth,
who has changed American floriculture for-
ever. And I am very proud to have him as my
constituent.

I have attached an article from the San
Diego Union Tribune that further highlights Mr.
Fruehwirth’s career.

POINSETTIA BREEDER RECOGNIZED WITH A
SLOT IN HORTICULTURAL HALL OF FAME

(By Dan Kraft)
Ecke, now that’s a name synonymous with

poinsettias.
Franz Fruehwirth’s name may not be as

well-known, but he, too, has been instru-
mental in the proliferation of the popular
plants.

Fruehwirth’s contributions to the floral in-
dustry were recognized in Tucson last week,
when he was inducted into the Society of
American Florists’ Floriculture Hall of
Fame at the group’s annual convention.

Fruehwirth, 66, is the chief breeder, or
hybridizer, at the Paul Ecke Ranch in
Encinitas, which claims to be the world’s
largest producer and breeder of poinsettias.
For the latter half of that claim, they have
Fruehwirth to thank.

Although Ecke sells about 500,000 poin-
settias grown in its own greenhouses each
Christmas season, its genetic work has been
licensed to growers around the globe and ac-
counts for about 80 percent of poinsettias
sold in the world. That genetic work is large-
ly Fruehwirth’s.

‘‘Until he started breeding, almost all the
poinsettias in the world had been
mutations,’’ said Marc Cathey, president
emeritus of the American Horticultural So-
ciety and one of those who wrote letters rec-
ommending Fruehwirth for induction. ‘‘He is
unique because he has no scientific training
to do what he does, yet he has beat all the
big boys in the world.’’

Fruehwirth, a native of Hungary, immi-
grated to the United States from Germany in
1960 with his wife, Lilo, and their daughter
Monika. He was 27 at the time and did not
speak English. He worked at a tailor’s shop
in Oceanside when Paul Ecke Jr., a customer
at the shop, hired Lilo as a housekeeper and
nanny and offered Fruehwirth a job caring
for his plants. That was in 1962, at a time
when the ranch was converting from field-
grown plants to greenhouses.

‘‘Very quickly it became obvious that he
was intelligent and creative, and Dad and
Grandpa began promoting him,’’ said Paul

Ecke III. ‘‘He was instrumental in figuring
out how to grow the poinsettias inside.’’

In 1968, Fruehwirth introduced the first
new poinsettia genetics created at the Ecke
Ranch. In 1991, a new variety he bred, called
Freedom, was introduced. Today, it accounts
for 60 percent of the poinsettias sold in the
United States and Canada.

‘‘I feel there are a lot of people who deserve
recognition like this, and I’m very fortunate
that I have the honor,’’ Fruehwirth said. ‘‘I
love my work and am humbled to get (the
Hall of Fame induction).’’

According to the Society of American Flo-
rists, induction into its Hall of Fame is re-
served for those who have made a unique
contribution to the industry and changed the
way it does business.

‘‘Most of those honored have a Ph.D. or are
owners of major floral companies,’’ Cathey
said. ‘‘It’s very rare for someone like Franz
to receive this award.’’

During his 37-year tenure with the Eckes,
Fruehwirth’s ‘‘cultivars’’ have become in-
creasingly dark in color and hearty, which
enables florists to ship the plants greater
distances and gives them a longer shelf life.

Fruehwirth, who lives in Encinitas with
his wife, has no plans to retire. He is still
hard at work evaluating the potential of
6,000 to 10,000 seedlings each year.

‘‘As long as I have a positive influence, I’ll
keep working’’, he said in Tucson last week.
‘‘I still can’t believe (the honor).’’

f

A TRIBUTE TO PAYNE & DOLAN,
INC., WINNER OF A 1999 EXEM-
PLARY VOLUNTEER EFFORTS
AWARD FROM THE U.S. DEPART-
MENT OF LABOR

HON. GERALD D. KLECZKA
OF WISCONSIN

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. KLECZKA. Mr. Speaker, I rise today to
bring attention to an exemplary act of commu-
nity spirit and corporate citizenship. A com-
pany located in Wisconsin’s Fourth Congres-
sional District, Payne & Dolan, Incorporated, a
Waukesha, Wisconsin-based highway con-
struction company, has been named a 1999
recipient of the prestigious Exemplary Volun-
teer Efforts (EVE) Award from the U.S. De-
partment of Labor.

The Department of Labor has recognized
Payne & Dolan for an innovative minority hir-
ing, training and development program that
has provided outstanding opportunities for
more than 160 minorities and women and in-
vested more than $3 million into Milwaukee’s
central city.

Payne & Dolan is the first highway construc-
tion company ever to receive this award. The
company’s comprehensive equal opportunity
program includes proactive hiring efforts in
Milwaukee’s central city, community involve-
ment and partnerships, scholarships, em-
ployee training and development, minority
business mentoring and more.

The company has worked with the YWCA of
Greater Milwaukee, the Wisconsin Department
of Transportation and other community part-
ners to develop a pilot program called Trans-
portation Alliance for New Solutions, or
TrANS. This program recruits and raises
awareness of industry opportunities among mi-
norities and women.

In addition, Payne & Dolan helped spear-
head development of the Central City Work-

ers’ Center (CCWC), a centralized ‘‘one-stop
shop’’ to link highway contractors with poten-
tial employees. This one-of-a-kind collabora-
tion among unions, government, industry and
community-based organizations seeks to pro-
vide family-sustaining incomes to a minimum
of 150 central city residents over the next two
years.

Payne & Dolan’s success stories are the life
stories of people like Sean McDowell, who
began working for Payne & Dolan in 1993 and
today, with the company’s guidance and sup-
port, owns his own asphalt company. People
like Roger Carson, who was hired as a laborer
in 1991 and has been a foreman for two
years. And people like Wendy Young, who
was hired as an unskilled laborer in 1994 and
is now an apprentice operating engineer.

Mr. Speaker, I would like to recognize the
contributions and commitment of Payne &
Dolan and its CEO, Ned Bechthold, as well as
salute the employees who have worked hard
to make this equal opportunity program suc-
ceed and to make the EVE award possible. It
is clear that Payne & Dolan is building much
more than highways—it is also building a di-
rect path to opportunity. I commend Payne &
Dolan, and I commend the United States De-
partment of Labor for its recognition of this
outstanding corporate citizen.
f

GERMAN-AMERICAN DAY

HON. ROD R. BLAGOJEVICH
OF ILLINOIS

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. BLAGOJEVICH. Mr. Speaker, I rise
today to celebrate German-American Day and
the many great contributions German-Ameri-
cans made to our society. Through their loy-
alty, determination, spirit, and culture, Ger-
man-Americans have significantly enriched the
lives of all Americans.

In 1987, Congress formally recognized the
achievements of German-Americans by pro-
claiming October 6th to be German-American
Day. As we celebrate this October 6th, the
thirteenth celebration of German-American
Day, all Americans have the opportunity to re-
flect upon the cultural legacy of German-
Americans.

America’s German heritage predates our
nation’s independence. Our first German immi-
grants arrived in Philadelphia in 1683. Since
that time, America has enjoyed the immeas-
urable contributions of such creative German-
American minds as Carl Schurtz, Baron von
Steuben, Levy Strauss, John Jacob Astor, and
Peter Zenger. More recently, the works of Al-
bert Einstein, Wernher von Braun, and Henry
Kissinger are testimony to the industriousness,
loyalty, and talent of German-Americans.

In addition to the contributions of these Ger-
man-Americans, 57 million Americans of Ger-
man descent have helped enrich America
through their participation in the workforce and
the arts. In the 1990s, when my home city of
Chicago experienced rapid growth, German
immigrants arrived in their largest numbers. By
sharing their industry and arts with our city,
they helped Chicago become one of the
world’s great cities. Although Germans were
only twenty-nine percent of the city’s popu-
lation, they constituted fifty percent of the
city’s bakers, forty-four percent of brick and
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tile makers, and thirty-seven percent of ma-
chinists. While German-American craftsmen
and skilled workers fueled Chicago’s industrial
growth, German art, music, and literature also
helped mold the cultural developments of the
city.

After the Great Fire of 1871, German-Ameri-
cans took an active role in rebuilding Chicago.
Their efforts can be seen even today in the
city’s world renowned architectural beauty.
The Chicago Symphony Orchestra was found-
ed by a German-American violinist and flour-
ished due to talented German musicians who
made Chicago’s Symphony Orchestra into one
of the world’s greatest musical institutions. In
addition, German theater introduced the clas-
sical works of Schiller and Geothe as well as
many other European works.

While the contributions of German-Ameri-
cans have shaped American cultural and in-
dustrial development, they are easily over-
looked, largely because they have been over-
whelmingly embraced by Americans and are
now thought of as simply ‘‘American.’’ October
6, 1999 once again calls attention to all Ameri-
cans of German descent and their contribu-
tions to the vibrancy and strength of the
United States.

f

ABRAHAM LINCOLN BICENTENNIAL
COMMISSION ACT

SPEECH OF

HON. BARON P. HILL
OF INDIANA

IN THE HOUSE OF REPRESENTATIVES

Monday, October 4, 1999

Mr. HILL of Indiana. Mr. Speaker, I want to
offer my full support of H.R. 1451, the Abra-
ham Lincoln Bicentennial Commission Act.

This bill would authorize the creation of the
Abraham Lincoln Bicentennial Commission, a
group charged with the responsibility of rec-
ommending to Congress activities to celebrate
the bicentennial of President Lincoln’s birth.

I am particularly pleased that the bill has
been amended to include commission mem-
bers from my home state of Indiana.

This is important because many people
don’t realize President Lincoln spent 14 years
of his life on a small farm in Lincoln City, Indi-
ana. There he helped his father on the farm
and developed his love of reading. It was in
Lincoln City that he also lost his mother,
Nancy Hanks Lincoln, when he was nine
years old. These events during his formative
years in Indiana contributed greatly to the de-
velopment of President Lincoln’s extraordinary
character.

Mr. Speaker, the residents of Indiana are
proud of this heritage. H.R. 1451 will help
highlight the extraordinary life of our 16th
president. No commemoration would be com-
plete without noting southern Indiana’s part in
the Abraham Lincoln story. I encourage all
Americans wishing to learn more about this
American hero to visit Lincoln City, Indiana,
and the Lincoln Boyhood National Memorial.

I am pleased Congress is taking the initia-
tive to promote and support the commemora-
tion of such a remarkable figure in our Amer-
ican history.

RAY SAUL HONORED

HON. PAUL E. KANJORSKI
OF PENNSYLVANIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. KANJORSKI. Mr. Speaker, I rise today
to pay tribute to a distinguished journalist,
community leader, and close friend from my
District in Hazleton, Pennsylvania—Ray Saul.
This month, the Sons of Italy Lodge 1043 will
honor Ray as ‘‘Italian American of the Year.’’
I am pleased to have been asked to partici-
pate in this event.

A native of Hazleton, Ray is a graduate of
Hazleton High School and Penn State, where
he earned a Bachelor’s degree in journalism.
He was the editor of his college yearbook and
was cited by the All College Board for out-
standing achievement as a student leader. A
Navy veteran of World War II, Ray entered the
service as an apprentice seaman and retired
as a Lieutenant Commander after a combined
21 years of active and reserve service.

Ray is best known to the community for his
47 years of dedicated journalism at the Hazle-
ton Standard-Speaker newspaper. Ray was
sports editor at the Standard-Speaker for
twenty-seven years and managing editor for
the last fifteen years. Since his retirement in
1997, he continues to write sports columns
and other features for the newspaper. As a
journalist, Ray was an active member of the
Associated Press Sports Editors Association
and the Managing Editors Association.

In 1995, he was honored by the Department
of Defense for his feature stories of various
Hazletonians serving in World War II. Ray re-
ceived an Associated Press Citation for a
story on a local basketball team’s success. In
recognition of his writing and participation in
sports, he was honored by several chapters of
the Pennsylvania Sports Hall of Fame and the
PIAA District 2.

Ray Saul has always recognized the unique
responsibilities inherent in leading a local
newspaper which is truly the voice of its com-
munity. Under his leadership, the Standard-
Speaker could be relied on for fair and accu-
rate reporting of stories important to the Great-
er Hazleton area. Ray always put the interests
of the community first.

Ray’s accomplishments are far reaching into
the community as well. He is an active
Kiwanian and has been awarded the Inter-
national Tablet of Honor once and the
Kiwanian of the Year twice. He has been an
active Penn State alum, helping to raise funds
for new buildings on the Hazleton Campus. In
1984, he was the fifth person in the then-50
year history of the Hazleton campus to receive
the Penn Stater Award, for outstanding service
to the university.

Mr. Speaker, Ray is the son of the late
Santo Saul and Genevieve DeJoseph. All four
of his grandparents were Italian immigrants.
From his distinguished Navy career his be-
loved journalism career, Ray is a true example
of an American success story. Even in retire-
ment, he and his wife Nell are respected, ac-
tive members of the community. I applaud the
Sons of Italy for their choice of this year’s hon-
oree and am proud to congratulate Ray on yet
another prestigious award. I send him my
heartiest best wishes for continued health and
happiness.

PERSONAL EXPLANATION

HON. BOB ETHERIDGE
OF NORTH CAROLINA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. ETHERIDGE. Mr. Speaker, on Monday,
October 4, I was unavoidably detained and
missed four votes on the House floor. Had I
been present, I would have voted ‘‘yes’’ on
rollcall votes 470–473.
f

HONORING BILL WALTERS

HON. WILLIAM F. GOODLING
OF PENNSYLVANIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. GOODLING. Mr. Speaker, I rise today
to honor Mr. Bill Walters, who holds the office
of Registrar of Wills in York, Pennsylvania. Mr.
Walters has never lost an election, primary or
general, and has been on the ballot 38 con-
secutive times as either a candidate for
Springettsbury township, Register of Wills, or
Republican Committeeman. After years of
committed service to the people of York and
York County, he will be retiring at the end of
this term.

Bill Walters came to York, Pennsylvania
from Connecticut, but regards York as his
home and plans to remain here after retire-
ment. He has always been a big supporter of
mine as well as good friend.

Mr. Speaker, I salute Bill Walters as he
steps down from his position with the City of
York, and wish him well in his upcoming retire-
ment from a life of public service.
f

IN HONOR OF GEORGE
LYKOURETZOS, 1999 CHARLES E.
PIPER AWARD RECIPIENT

HON. WILLIAM O. LIPINSKI
OF ILLINOIS

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. LIPINSKI. Mr. Speaker, I rise today to
honor Mr. George Lykouretzos, a business
owner in Berwyn, Illinois. Mr. Lykouretzos will
be receiving the Charles E. Piper Award for
Business Achievement.

The Charles E. Piper Award is named for
one of Berwyn’s original developers. Each
year, the Berwyn Development Corporation
honors business men and women from the
community who contribute to the growth and
economic development of the community. This
year, George Lykouretzos has been chosen
because of his commitment to the community.

George Lykouretzos is the owner of Skylite
Family Restaurant and the Skylite West Ban-
quets located in Berwyn, Illinois. Because of
his outstanding business practices and his
commitment to the investing back into the
community, the Berwyn Development Corpora-
tion chose to honor George Lykouretzos with
the Charles E. Piper Award on October 23,
1999.

I would like to commend George
Lykouretzos and his family and staff on their
excellent service to their customers. I would
also like to extend my personal congratula-
tions on Mr. Lykouretzos’ achievement and
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wish him and his family well with their future
success and their commitment to the commu-
nity.
f

20 YEARS OF AFFORDABLE
HOUSING

HON. BOB FILNER
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. FILNER. Mr. Speaker, I rise today to
pay tribute to the San Diego Housing Commis-
sion on the occasion of its 20th anniversary.
During these two decades, the Housing Com-
mission has helped to provide approximately a
half million San Diegans with quality housing
opportunities. In the process, neighborhoods
have been revitalized and the economy vastly
improved.

The Housing Commission has invested bil-
lions of dollars in San Diego, resulting in the
development of 10,000 apartment units—in-
cluding nearly 5,500 designed for lower in-
come San Diegans—and in the stabilization of
rents for thousands of San Diegans through
rental assistance.

The Housing Commission has been a lead-
er in our nation. Its approach to developing
and managing its 1,860 public housing units
has earned it acclaim and national awards.
The awards recognize the Commission for the
design and maintenance of its properties and
for the Commission’s philosophy of distributing
public housing throughout the city.

The residents in San Diego public housing
benefit from the Housing Commission’s pro-
grams that have set national standards in
helping residents achieve self-sufficiency. The
six learning opportunity centers at the Com-
mission’s sites provide a way for residents to
escape dependence on welfare.

The residents are active partners with the
Commission in improving their lives—the
Small Business Administration and San Diego
Chamber of Commerce Welfare-to-Work En-
trepreneur of the Year in 1998 was won by a
Housing Commission resident, Yohannes
Miles, who became a painting contractor.
Needless to say, Mr. Miles is now a former cli-
ent of the Commission—he has moved into
his own home!

The Housing Commission has improved our
whole City. It has helped more than 8,000
families rehabilitate their homes and has
paved the way for 3,100 low- to moderate-in-
come people to purchase their first home.

The Housing Commission employees are
dedicated—15 have been with the agency
since its founding. In its 20 years, Commission
employees have helped the agency win count-
less national awards and honors, including
high performance ratings each year from the
Department of Housing and Urban Develop-
ment, the first Award of Excellence for Endur-
ing Design from the National Association of
Redevelopment Officials, and an award for
consensus building in developing public hous-
ing.

I want to wish the employees and the offi-
cials of the San Diego Housing Commission,
and the forward thinking city leaders who
started the agency, a happy anniversary. May
you provide many others with the basic oppor-
tunity and right of housing in San Diego in the
years to come.

CALVARY CHILDREN’S CENTER

HON. BOB BARR
OF GEORGIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. BARR of Georgia. Mr. Speaker, it is my
distinct honor today to recognize an excep-
tional organization that has made a significant
difference in the lives of hundreds of Georgia’s
children. That organization is Calvary Chil-
dren’s home.

The Calvary Children’s Home was founded
in 1966 by Reverend Ben F. Turner, and has
been located in Cobb County, Georgia, for 33
years. Rev. Turner’s first vision of Calvary
took place on the streets of Jerusalem, when
a poor woman offered to sell her baby to his
tour group for money to support her other chil-
dren. Then, in 1965 a local father and mother
of six were returning from shopping when both
were killed in an automobile accident. How-
ever, as much as the children were disturbed
by the loss of their parents, they were equally
upset with the prospect of being separated
from each other in the foster care system, es-
pecially after such a great loss.

In September 1997, Rev. Turner’s ultimate
dream was finally realized, as the Calvary
Children’s Home moved from its original dor-
mitory-style complex into three beautiful
homes located on 13 acres of land near Pow-
der Springs, Georgia. In January a new ad-
ministrative center featuring a dining hall, li-
brary, and counseling center was completed
on the property under the direction of Adminis-
trator Snyder Turner. The home has always
been funded entirely by generous private fund-
ing from churches, businesses, organizations,
and individuals dedicated to giving children in
need a second chance.

The Calvary Children’s Home presently
houses 26 children, and has housed more
than 400 children since first opening its doors
33 years ago. The center is a nonprofit, chari-
table organization providing long-term residen-
tial care for children who are victims of broken
homes, abuse, neglect, or abandonment. The
majority of its residents are brothers and sis-
ters who otherwise would have been sepa-
rated from each other and placed into sepa-
rate homes through the foster care system.

The Calvary Children’s Home is an excellent
example of private individuals reaching out
and making a difference in the lives of our
youth, without public mandates or tax dollars.
It speaks well of Georgia’s Seventh District
that such an organization can survive. I wish
Administrator Turner, the staff, residents, and
donors well in continuing their commitments to
love, spiritual values, and improving the lives
of our young people.
f

IN HONOR OF YOLANDA’S ACAD-
EMY OF MUSIC AND DANCE ON
ITS 25TH ANNUAL RECITAL AND
ITS FOUNDER, MS. YOLANDA
FERNANDEZ-QUINCOCES

HON. ROBERT MENENDEZ
OF NEW JERSEY

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. MENENDEZ. Mr. Speaker, I rise today
to recognize Yolanda’s Academy of Music and

Dance on the celebration of its 25th Annual
Recital and its founder, Ms. Yolanda
Fernandez-Quincoces, for her many accom-
plishments. She has made every effort to pro-
vide a forum in which the young people of
Hudson County, and particularly of Union City,
NJ, are able to express their interest in the
arts.

Born in Havana, Cuba, Ms. Fernandez dem-
onstrated tremendous artistic ability at a very
young age. After moving to the United States
with her family, Ms. Fernandez begun taking
lessons in ballet and piano at the age of five.
She continued her training at the New Jersey
Ballet, Oneida’s Dance Studio, and the Amer-
ican Ballet Theater, where she also excelled in
Flamenco dance and piano while attending
classes with renowned leaders in the fields of
study.

Ms. Fernandez, since receiving her bach-
elor’s degree in Music Education from New
York University, has served as a music and
dance educator at the Woodrow Wilson
School for the Integrated Arts in my hometown
of Union City, NJ, where she is known for her
remarkable commitment to her student’s edu-
cation.

Ms. Fernandez has demonstrated her dedi-
cation to the arts and education through her
involvement in such associations as the
Dance Educators of America, the Dance Mas-
ters of America, the National Guild of Piano
Teachers, and the National Education Asso-
ciation. Her participation in the advancement
of the arts includes making personal appear-
ances at the New Jersey Opera and on var-
ious television broadcasts. In addition, she
produced and hosted her own television pro-
gram called ‘‘Art Beat.’’

Ms. Fernandez’s artistic contributions to the
community and her unwavering commitment to
promoting the arts in our schools have not
gone unnoticed. In 1996, she was named
‘‘Teacher of the Year’’ by Union City, Hudson
County, and the Governor of the State of New
Jersey. In 1996 and 1997, she received the
prestigious ‘‘Outstanding Choreographer’’
Award from the Dance Educators of America
in New York City.

In recognition of Ms. Fernandez’s impas-
sioned devotion to promoting the arts in our
schools and communities, I ask that my col-
leagues join me in congratulating her, as well
as Yolanda’s Academy of Music and Dance,
on this occasion, the 25th Annual Recital, and
wishing Ms. Fernandez continued success in
her endeavors.
f

IN TRIBUTE TO SENIOR MASTER
SERGEANT ALBERT M. ROMANO,
JR.

HON. ELTON GALLEGLY
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999
Mr. GALLEGLY. Mr. Speaker, I rise to pay

tribute to Senior Master Sergeant Albert M.
Romano, Jr., one of 12 U.S. Air Force Out-
standing Airmen of the Year.

‘‘Buddy’’ Romano hails from Oxnard, Cali-
fornia, in my district, where he starred in var-
sity football and baseball at Santa Clara High
School and was ranked 32nd in California for
motocross racing.

He married his high school sweetheart, the
former Jennifer Suytar, also of Oxnard. The
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couple now have three children, 12-year-old
Tyler, 9-year-old Megan, and 5-year-old
Zachary, who must be very proud of their fa-
ther for all he has achieved.

The Outstanding Airmen Award program
began in 1956 during the Air Force Associa-
tion’s national convention as a way to highlight
an Air Force military manpower crisis at the
time. It proved so popular that it became an
official Air Force award the following year.

Competition for Airman of the Year is stren-
uous. Nominations are sent from each com-
mand, separate operating agency, direct re-
porting unit, Air Force Reserve and Air Na-
tional Guard to the Air Force Manpower Per-
sonnel Center. A high-ranking selection board
narrows the field, then the final selections are
validated and approved by the U.S. Air Force
Chief of Staff.

The criteria for this honor is ‘‘unique, un-
usual, or outstanding individual involvement
and achievement within the preceding 12
months.’’ Selection considerations include: su-
perior general job performance; job knowledge
and leadership qualities applied to a specific
Air Force problem or situation; development of
new techniques or procedures resulting in in-
creased mission effectiveness; noteworthy
self-improvement through on- or off-duty edu-
cational studies, participation in professional or
cultural societies/associations, or development
of creative abilities; participation in social, cul-
tural, or religious activities in the military and/
or civilian community which contribute directly
or indirectly to community or group welfare,
morale, or status; other significant achieve-
ments on- or off-duty which by their nature or
results clearly distinguish the Airman from oth-
ers of equal or higher grade; Air Force or civil-
ian awards in recognition of personal service
or contribution; and demonstrated ability as an
articulate and positive Air Force spokes-
person.

Buddy Romano must have been an easy
selection.

He joined the Air Force in 1981 and quickly
established himself as an outstanding airman.
In 1983, he was named NCO of the Year. In
1984, he earned the Distinguished Graduate
Award from the 15th Air Force NCO Leader-
ship School at Ellsworth Air Force Base in
South Dakota. He maintained a 96 percent
fully mission capable rating during his first
year—his unit’s highest—as Dedicated Crew
Chief at the 388th Fighter Wing, Hill Air Force
Base, Utah. In 1987, he served in Operation
Desert Storm. In 1988, he earned the NCO of
the Year for the 548th Aircraft Generation
Squadron, while maintaining a place on the
Dean’s List for Embry Riddle Aeronautical Uni-
versity. In 1992, he earned his degree in Air-
craft Maintenance from the Community Col-
lege of the Air Force.

Somehow, he has free time. Buddy has
filled it by coaching or umpiring during almost
every intramural varsity, high school, or youth
basketball and baseball season since he be-
came an airman. He has volunteered count-
less hours to the Equal Opportunity and Treat-
ment Program, Anglo American sports day,
Special Olympics, Arrive Alive Program, Toys
for Tots Program, Top Three events, and
countless other Air Force-sponsored events.

His military decorations include the Meri-
torious Service Medal, with two clusters; the
Air Force Commendation Medal, with one
cluster; the Air Force Achievement Medal; the
Air Force Good Conduct Medal, with five oak

leaf clusters; the National Defense Service
Medal; the Armed Forces Expeditionary
Medal; the Southwest Asia Service Medal, the
Humanitarian Service Medal; and the Kuwait
Liberation Medal.

Mr. Speaker, I had the pleasure of recently
meeting with Senior Master Sergeant and Jen-
nifer Romano. They serve as a model for mili-
tary couples, dedicating their lives to their fam-
ily and their country. I know my colleagues will
join me in saluting Albert M. Romano, Jr., for
earning the respect and gratitude of his peers,
his officers, and his country.
f

RECOGNIZING BORUNDA INC. AND
PLAZA VENTANA RESTAURANT

HON. GEORGE RADANOVICH
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. RADANOVICH. Mr. Speaker, I rise
today to recognize David Borunda as Presi-
dent and CEO of Borunda Inc., along with
Plaza Ventana Restaurant. Borunda Inc. is a
corporation specializing in the food service
business; and Plaza Ventana is a product of
David’s perseverance to become an entre-
preneur.

David Borunda originally established his
business in 1977 by opening Plaza Mexican
Restaurant. Due to the tremendous success of
the restaurant, Borunda was invited to join the
food court at Fresno’s Manchester Mall, in
which his operation became the largest vol-
ume food operation in the facility. Borunda’s
career further escalated in 1984 when he was
invited to join the food court at Fresno’s Fash-
ion Faire Shopping Center. Thus, he opened
his third location and immediately assumed
the number one volume store in the food
court. Branching away from food courts,
Borunda opened a full sit down restaurant lo-
cated in the Times Square Shopping Center in
Fresno. Plaza Ventana was well received and
immediately became a success. As a result,
this location was expanded by an additional
one thousand square feet, which included a
full service bar and an additional dining area.

Borunda was born and raised in Fresno,
California and is well rooted in the community.
He served as president of the California Res-
taurant Association Fresno Chapter in 1993
and 1994, and has over 50 employees. As
proof of Borunda’s enormous success, one
has to look no further than the three Best
Mexican Restaurant award, given by the Cali-
fornia Restaurant Association, he has won.

Mr. Speaker, it is my pleasure to honor
David Borunda for his tremendous success as
an entrepreneur. I urge my colleagues to join
me in wishing David many more years of con-
tinued success.
f

QUALITY CARE FOR THE
UNINSURED ACT OF 1999

SPEECH OF

HON. HOWARD P. ‘‘BUCK’’ McKEON
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Wednesday, October 6, 1999

Mr. McKEON. Mr. Speaker, I join my col-
leagues today in supporting this bill that ad-

dresses the problem of the rising number of
Americans who cannot afford health insur-
ance. Under this plan, we will be able to ex-
tend health care options to the 44 million peo-
ple in our country who remain uninsured.

We know that most people without health in-
surance have one thing in common: they can-
not afford health care. They are either self-em-
ployed or they work in a small business that
cannot afford to pay for health benefits.

The Quality Care for the Uninsured Act cre-
ates Association Health Plans to combat the
high cost of health care in our country. Small
businesses and self-employers will now have
the ability to join together under the umbrella
of trade and professional organizations to buy
health insurance for themselves and their em-
ployees.

Association Health Plans will bring more
choices and greater flexibility to those who
need it most. Estimates show that small busi-
nesses will save between 10 and 20 percent
on health care costs with Association Health
Plans. By cutting costs, we can expand health
care coverage for the millions of hard-working
Americans that are currently uninsured.

I commend Representative TALENT and
Representative SHADEGG for their dedication
to this important issue, and I urge my col-
leagues to support this bill.
f

THE PENSION REDUCTION
DISCLOSURE ACT OF 1999

HON. ROBERT T. MATSUI
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. MARSUI. Mr. Speaker, I am pleased to
introduce bipartisan legislation, developed with
my colleague on the Ways and Means Com-
mittee Mr. WELLER and in conjunction with the
Administration, which will provide increased
notice to employees when their employers
convert their pension plans from traditional de-
fined benefit plans to so-called ‘‘cash balance’’
plans.

The Pension Reduction Disclosure Act of
1999 revises existing section 204(h) of ERISA
and adds related ERISA and tax provisions
providing for the following: (1) a basic advance
notice must be given for amendments that re-
duce the rate of future benefit accrual in a
pension plan; (2) an enhanced advance notice
must be given when applicable large plans are
converted to cash balance plans or otherwise
amended to reduce the rate of future benefit
accrual; (3) individuals receiving the enhanced
notice have the right to receive supporting
general plan information, such as the plan’s
benefit formula and actuarial factors; and (4)
individuals receiving the enhanced notice also
have the right to receive individual benefit
statements relating to the projected effect of
the amendment on them. In general, the infor-
mation required to be provided under the Act
must be written in a manner calculated to be
reasonably understood by the average plan
participant. The Act imposes minimum notice
and information requirements; employers may
choose to provide information (in the required
notice or otherwise) that is in addition to that
required under the Act.

Basic advance notice: Current law requires
15 days’ advance notice for amendments that
reduce the rate of future benefit accrual in a
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pension plan. Pension plans subject to the Act
requirements are those plans subject to exist-
ing section 204(h) of ERISA. The Act in-
creases this to 45 days before the effective
date. The Act eliminates the current law re-
quirement that notice be provided only after
the plan amendment has been adopted. A
plan is not to be treated as failing to meet the
notice requirements of the Act merely because
notice is provided before the adoption of the
amendment if no modification of the amend-
ment occurs before the amendment is adopted
that would affect the information required to be
in the notice. The notice must include the ef-
fective date and the classes of individuals
under the plan to which the amendment ap-
plies. The notice must state that the amend-
ment significantly reduces the rate of future
benefit accrual and must summarize the im-
portant terms of the amendment. For example,
in the case of a money purchase pension plan
in which the rate of future contributions for all
salaried employees is reduced from 7% of
compensation to 4% of compensation, the
basic notice must state that the plan is being
amended to significantly reduce the rate of fu-
ture contributions, that the rate of future con-
tributions is being reduced from 7% of com-
pensation to 4% of compensation, and that the
amendment applies to all participants who are
salaried employees on or after the effective
date, which must be specified in the notice.

Enhanced advance notice: The enhanced
advance notice applies to plans with at least
100 active participants at the end of the prior
plan year (this information is on the Form
5500). This notice must provide the following
additional information concerning the amend-
ment: (1) a more detailed description of the
plan amendment; (2) illustrative examples; (3)
supporting information; and (4) individual ben-
efit statements.

More detailed description. The enhanced
notice provided to an affected participant must
be describe the normal and, if applicable, the
early retirement benefit formulas under which
the participant had been earning benefits be-
fore the amendment, describe the formulas
under the plan as amended, and explain the
effect of the amendment on the participant’s
normal and early retirement benefits. The en-
hanced notice, like the basic notice, must also
state that the amendment is expected to sig-
nificantly reduce the rate of future benefit ac-
crual.

In addition, the enhanced notice must ex-
plicitly disclose any ‘‘wearaway’’ or ‘‘benefit
plateau’’ or temporary period, expected to re-
sult from the amendment, during which there
are no accruals or only minimal accruals. For
example, if a large pension plan were amend-
ed from a traditional defined benefit plan to a
cash balance plan through an amendment that
reduced the rate of future benefit accrual, and
the amendment provided for the establishment
of an opening account balance using a for-
mula or factors that resulted in the opening
account balance being less than certain par-
ticipants’ section 417(e) lump sum value, the
enhanced notice would have to identify the
participants likely to experience a temporary
cessation of accruals and explain why the
wearaway occurred (for example, because the
opening account balance was established
using a different interest rate than required by
the law to value lump sum benefits or because
the formula used to establish the opening ac-
count balance did not take into account early
retirement subsidies).

Illustrative examples. The enhanced notice
must also include illustrative examples show-
ing at representative future dates the esti-
mated effect of the amendment on the partici-
pants in the examples. The illustrative exam-
ples will include estimates that provide a
meaningful comparison of benefits that would
be earned under the amended plan with bene-
fits that would have been earned assuming
the plan had not been amended. At a min-
imum, for a comparison to be meaningful, it
must show benefits under the old and new for-
mulas in the same form and at the same time.
Accordingly, a comparison of an immediate
lump sum under a new cash balance formula
with an age 65 annuity under the pre-amend-
ment final average pay formula would not sat-
isfy the requirement that the comparison be
meaningful; instead, the comparison must be
in a life annuity form or a form authorized
under Treasury regulations (which may, for ex-
ample, authorize the comparison to be based
on a lump sum form provided that that form is
used for both the old and the new formulas).
The notice (including the basic notice, but not
including the supporting information) must be
written in a manner reasonable calculated to
be understood by the average plan participant.

Representative categories: The examples
must be selected in a manner that is fully and
fairly representative of the various categories
of adversely affected individuals depending on
whether the amendment results in similar re-
ductions. While the classes of participants
identified in the basic notice will generally be
able to be determined under the plan docu-
ment (e.g. salaried vs. hourly, Subsidiary A vs.
Subsidiary B), it is intended that the categories
used in the enhanced notice be more refined.
While the determination of differing categories
will depend on the plan’s formulas before and
after the amendment, the factors relevant to
the determination of the number of categories
appropriate to illustrate the effects of the
amendment may include age, service and
early or normal retirement eligibility. For exam-
ple, in the case of an amendment that reduces
the normal and early retirement benefits, em-
ployees who are already eligible for early re-
tirement might be grouped together in a single
category.

Supporting information required to be made
available at time of advanced enhanced no-
tice: The supporting information required to be
made available upon a participant’s request
will include the factors used to convert the
cash balance to an annuity, early retirement
reduction factors, and similar assumptions for
benefit projections, but the employer will not
be required to make available the participant’s
personal information, such as the participant’s
date of hire, service history, or compensation.
It is understood that, because the information
may contain formulas and definitions of plan
terms, it may not be practical for this informa-
tion to be presented in a manner that can be
readily understood by the average plan partici-
pant, but this information, along with the per-
sonal information, should be sufficient so that
a professional advisor for the participant can
perform the calculations. It is expected that
employers could satisfy these requirements by
making available appropriate computer pro-
grams or other appropriate technology, or pro-
viding a plan document with necessary sup-
plemental schedules of current interest and
mortality assumptions.

Individual benefit statements: Each indi-
vidual to whom the enhanced advance notice

has been, or is required to have been, fur-
nished can make one request for an individual
benefit statement at any time up to one year
after the effective date of any amendment that
requires section 204(h) enhanced disclosure.
As under current law, no charge may be im-
posed for furnishing the required individual
benefit statement. Under section 502(c)(2) of
ERISA, an administrator is subject to liability
up to $100 a day if the individual benefit state-
ment is not provided within 30 days after the
date of the request. In no event is the state-
ment required to be provided earlier than 90
days after the effective date of the plan
amendment. The Secretary of Labor may in
her discretion determine that the statement
may be provided at a later date. For example,
the Secretary of Labor may determine in a
particular case or by guidance of general ap-
plicability that the statement can be provided
up to 60 days after the request (or, if later, six
months after the effective date) in exceptional
circumstances. Such exceptional cir-
cumstances might include, for example, cases
in which the participant’s accrual credit is in
part based on periods during which the partici-
pant has worked for a predecessor or another
party other than the plan sponsor, and the
participant’s work history with the other party
is not readily available.

However, it is not intended that any such
extension of time is to be permitted to be used
as a pretext for a broad-based delay in deliv-
ering individual benefit statements that can
reasonably be furnished at an earlier date.

Anti-abuse intent: It is intended that the pro-
tections of the Act are not to be evaded, so
that, for example, if a plan seeks to evade the
enhanced notice requirements by freezing
benefits and then resuming accruals at a re-
duced accrual rate, a second enhanced notice
would be required (taking into account the
new accrual rate).

No inference: The fact that enhanced disclo-
sure is required as to certain effects of an
amendment on certain classes of participants
is not intended to imply that the amendment or
the plan design change effected by the
amendment complies with current law.

Alternative methods of compliance: The
Secretary of the Treasury is authorized to pre-
scribe alternative or simplified methods of
compliance with section 204(h) for the en-
hanced notice and related information, includ-
ing and exemption, from some or all of these
requirements, in situations not involving a fun-
damental change in the manner in which ac-
cruals are calculated where such other meth-
ods are adequate to reasonably inform appli-
cable individuals of the nature of the reduc-
tions (such as a complete suspension of ac-
cruals under the plan, certain uniform reduc-
tions in the benefit accrual formula, or an in-
cremental change in the period taken into ac-
count to determine career average or other
plan compensation). A fundamental change in
the manner in which accruals are calculated
would not include certain changes in the com-
pensation taken into account or a uniform re-
duction in the percentage of compensation on
which contributions or accruals are based, but
would include, for example, a conversion from
a traditional plan (i.e., a flat dollar benefit, ca-
reer average pay or final pay defined benefit
pension plan) to a hybrid pension plan, such
as a cash balance plan. A simplified or alter-
native method may also be permitted in order
to ensure that the Act does not discourage
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consolidation of an individual’s plan benefits,
for example, if a buyer’s plan is involved in a
merger or consolidation with the seller’s plan
or if the buyer’s plan receives a transfer from
the seller’s plan, the buyer is not subject to re-
quirements that would not apply if the buyer’s
plan had not accepted a transfer from the sell-
er’s plan.

The Secretary of the Treasury may also
issue guidance under which a plan may pro-
vide the notice only 15 days before the effec-
tive date in cases in which a 45-day advance
notice would be unduly burdensome either be-
cause the amendment is contingent on a
merger, acquisition, disposition or other similar
transaction or because 45-day advance notice
would be impracticable (such as where bene-
fits are being reduced as part of a liquidation
or reorganization in bankruptcy or insolvency
proceedings).

Sanctions: An excise tax applies to a failure
to satisfy the notice requirements and, in the
case of an egregious violation, the individual is
entitled to the greater of the benefit under the
amended plan or the plan before the amend-
ment. Except in the case of a multiemployer
plan, the tax is imposed on the employer. If a
plan (other than a multiemployer plan) is spon-
sored by a party other than an employer, it is
intended that the plan sponsor will be treated
as the employer for this purpose. An egre-
gious violation includes a situation in which
there has been no intentional failure to provide
notice, but the employer fails to take reason-
able corrective steps after discovering that
there was a failure to provide notice to some
individuals.

Effective date exception where information
provided within 120 days of enactment: The
notice and information required under the Act
is not required to be provided earlier than 120
days after the date of enactment of the Act.
For example, if a large pension plan is amend-
ed to reduce benefits effective on the day after
the enactment of the Act, the amendment
could go into effect on the day after the enact-
ment of the Act, but the plan could provide the
required enhanced notice and related informa-
tion (and also furnish any requested individual
benefit statements) as late as 120 days after
the date of enactment.
f

HONORING THE BROOKLYN CHI-
NESE-AMERICAN ASSOCIATION’S
EIGHTH AVENUE SENIOR CEN-
TER ON ITS SIX YEARS OF
SERVICE

HON. NYDIA M. VELÁZQUEZ
OF NEW YORK

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Ms. VELÁZQUEZ. Mr. Speaker, I rise today
to recognize the achievements of the Brooklyn
Chinese-American Association, and the sixth
anniversary of its Eighth Avenue Senior Cen-
ter.

For more than a decade, the Brooklyn Chi-
nese-American Association has provided vital
assistance to tens of thousands of the Chi-
nese-American residents who constitute one
of New York’s fastest-growing communities.
Six years ago, recognizing a critical need in
this community, the Association opened the
Eighth Avenue Senior Center, which provides
daily congregate meals, citizenship classes,

medical check-ups and screenings, monthly
birthday parties, field trips and many other
services.

Operating out of modest facilities but with
exceptional heart and dedication, the center
has a membership of almost 2,000 and offers
services to over 160 senior members daily.

The centerpiece of this year’s sixth anniver-
sary commemoration is the Millennial Round-
table Celebration. Fulfilling an extraordinary
and touching ceremony, tables will be orga-
nized with seating for 12 seniors who are each
at least 84 years of age—totaling 1,000 years.
For the first time, to commemorate the end of
the century and the turn of the millennium, a
Double Millennial Roundtable will be featured,
with seating for 23 seniors who are at least 87
years of age and totaling 2,000 years of age.

A poet wrote, ‘‘I like spring, but it is too
young. I like summer, but it is too proud. So
I like best of all autumn, because its tone is
mellower, its colors are richer, and it is tinged
with a little sorrow. Its golden richness speaks
not of the innocence of spring, nor the power
of summer, but of the mellowness and kindly
wisdom of approaching age.’’

Mr. Speaker, I urge all my colleagues to join
me when I commend the Eighth Avenue Sen-
ior Center, and the Brooklyn Chinese-Amer-
ican Association, for its work to ensure golden
richness in the lives of our seniors.
f

PROVIDING FOR CONSIDERATION
OF H.R. 2990, QUALITY CARE FOR
THE UNINSURED ACT OF 1999,
AND H.R. 2723, BIPARTISAN CON-
SENSUS MANAGED CARE IM-
PROVEMENT ACT OF 1999

SPEECH OF

HON. JAY INSLEE
OF WASHINGTON

IN THE HOUSE OF REPRESENTATIVES

Wednesday, October 6, 1999

Mr. INSLEE. Mr. Speaker, I rise in opposi-
tion to the rigged rule for debate on the pa-
tients’ bill of rights. Ever since this session
began, I have been working with my col-
leagues to bring ‘bipartisan patients‘ bill of
rights to the floor for a vote. But now that Re-
publicans have been forced to allow a vote on
the bipartisan consensus managed care bill,
they have written a rule designed to kill the
measure.

Instead of providing a fair and open rule
considering the patients’ bill of rights, the Re-
publican Leadership has stacked the deck by
writing a rule that blends the managed care
bill with a measure riddled with special interest
‘‘poison pills’’ designed to kill the measure,
and that denies us the opportunity to offset
any potential revenue losses from the meas-
ure.

The Republican Leadership is combining the
bipartisan managed care bill with a so-called
insurance access bill, which is not paid for. In
addition, the Republican leadership is denying
a bipartisan group of members the right to
offer an amendment to offset the cost of the
bill and be fiscally responsible.

If we can defeat this flawed rule, bipartisan
advocates of managed care reform will return
with a fair and open rule that will permit enact-
ment of managed care reform. My constituents
deserve patients’ bill of rights. I urge my col-
leagues to vote down this rule and to support

real managed care reform and bipartisan pa-
tients’ bill of rights.
f

HONORING THE RAMSEY FIRE DE-
PARTMENT ON ITS 100TH ANNI-
VERSARY

HON. MARGE ROUKEMA
OF NEW JERSEY

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mrs. ROUKEMA. Mr. Speaker, I rise to con-
gratulate the Ramsey Fire Department on its
100th Anniversary. This volunteer unit is one
of the finest in New Jersey and deserves the
thanks and support of every resident of our
community.

Volunteer firefighters are among the most
dedicated public servants in our communities.
They set aside their own convenience—in-
deed, their own safety—to protect the lives
and property of their neighbors and ask noth-
ing in return. Volunteer firefighters turn out to
do their duty in the darkness of freezing winter
nights and in the heat of suffocating summer
days without hesitation.

The Ramsey Fire Department was estab-
lished in 1899 with 32 original members. The
new fire company made a $25 deposit on their
first fire engine, an 1885 Babcock Chemical
Wagon purchased second-hand from the
Rutherford Fire Department. The Dater family
of Ramsey donated property near the railroad
tracks for the first firehouse, built at a cost of
$197, and the Ramsey Fire Department was
in business. The first alarm was a brush fire
near the tracks in April and the first building
fire followed in January 1900.

The department grew quickly during the
early years of the century, soon adding a
horse-drawn ladder wagon and going to mo-
torized fire trucks in 1912. A modern pumper
was added in 1927 and the Ladies Auxiliary
was founded in 1935 with 23 charter mem-
bers. Additional equipment was purchased in
subsequent years and the Island Avenue fire
station constructed in 1951 to accommodate
the growing fleet. A substation in the form of
a three-bay addition to the borough garage
was added in the 1960s. The 1970s saw the
formation of the Junior Fire Brigade to encour-
age young people to become involved and a
conversion from the traditional ‘‘fire engine
red’’ paint scheme on equipment to lime yel-
low.

The Ramsey Fire Department has twice re-
ceived the Box 54 Unit Citation Award from
the New Jersey-New York Volunteer Fire-
men’s Association for daring rescues, once in
1975 and again in 1984. In 1981, the depart-
ment found itself the victim of arson when fire
destroyed the second floor of the Island Ave-
nue building. The building was repaired and
rededicated the next year.

Major renovations of the fire department
headquarters on Island Avenue were com-
pleted in 1992, including a room to display an-
tique fire apparatus, a new radio room, a chief
officer’s room, an office for administrative offi-
cers and a 150-foot radio communications
tower. Since 1996, the headquarters building
has been known as the Robert E. Litchult Fire
Safety Building in honor of Litchult, who
served a record 63 years with the department.

Responding to nationwide difficulties in re-
cruiting volunteer firefighters, the department
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in 1994 formed a Recruitment and Retention
Program to solicit new members.

Throughout its long and distinguished his-
tory, the Ramsey Fire Department has pro-
tected both lives and property through profes-
sionalism, dedication and skill of its many
members. The department has grown vastly in
personnel, equipment and other resources.
Today, it is among the finest firefighting orga-
nizations in the State of New Jersey. Members
constantly train to improve performance in
order to do their jobs as safely and efficiently
as possible.

The Ramsey Fire Department has come a
long way from its founding. Today’s state-of-
the-art fire engines and high-tech equipment
put Ramsey on par with any other fire depart-
ment in the region. But it takes more than
equipment and buildings to run a fire depart-
ment. It takes dedicated, hard-working individ-
uals willing to put the safety and property of
their neighbors first. People like President Ken
Bell and Fire Chief George Sutherland and all
the officers and firefighters of the Ramsey Fire
Department deserve our most special thanks.

The Ramsey Fire Department was founded
100 years ago on the principle of neighbors
helping neighbors. That principal has made
the department a success and will continue to
do so in the future.

I would like to ask my colleagues in the
House to join me in congratulating the
Ramsey Fire Department on 100 years of
meritorious service to the community, and in
paying tribute to the brave and dedicated fire-
fighters who have sacrificed personal safety in
response to the needs of others. All past and
present members of this very professional
‘‘volunteer’’ fire department deserve our deep-
est thanks for their work on the behalf of our
community.
f

THE SENIOR CITIZENS
PROTECTION ACT

HON. RICK LAZIO
OF NEW YORK

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. LAZIO. Mr. Speaker, I rise today to in-
troduce a bill to cut fraud and abuse in our
Medicare system, restore balance in our
health care system, and give us all a better
quality of life. Federal, state, and local govern-
ments need more tools at their disposal to
crack down on rampant health care fraud.
Congress needs to empower law enforcement
to preserve and protect Medicare, decrease
the crime rate, and let each and every one of
us feel safe and secure in our retirement
years.

The Health and Human Services’ Office of
the Inspector General recently released star-
tling information on their audit of the Health
Care Financing Administration (HCFA). Ac-
cording to the audit, the Medicare Program
lost $20 billion in fraud and improper pay-
ments in Fiscal Year 1997. What is uncon-
scionable is that only $4 billion was recovered.

A recently published Focus Group Study of
Medicare Insurance Counselors found that
most officials believe a significant amount of
fraud exists and continues to undermine the
Medicare program. In the study, many experts
said HCFA took no action after being notified
of fraud. The May 1998 study further cited that

HCFA did not have adequate systems and
procedures in place to root out fraud.

A major reason health care fraud is at his-
toric levels is because current law bars state
officials from even investigating Medicare
fraud. They are limited to investigating sus-
pected fraud in the Medicaid. This creates an
enforcement gap because an entity defrauding
Medicaid is often linked to fraud in other fed-
eral health programs.

An example from my district on Long Island
illustrates this predicament perfectly. A pro-
vider was suspected of defrauding Medicaid.
The state and its Medicaid Fraud Control Unit
began an investigation. That investigation
spilled over into allegations of Medicare fraud
and the state could not investigate because it
lacked the requisite authority. Despite re-
peated requests from the state, the Federal
Government did not investigate or prosecute
the allegations. While the state was trying to
wrest control of the investigation for the Fed-
eral Government, the provider billed nearly $2
million. If the state had the power to inves-
tigate, some fraud could have been stopped
and stolen money would have been recovered
and returned to the government coffers.

My bill, the Senior Citizens Protection Act of
1999, will empower the states and their Med-
icaid Fraud Control Units by allowing them to
investigate Medicare fraud cases when Med-
icaid fraud has been alleged.

A second reason health care fraud remains
unchecked is because current law prohibits
states from investigating patient abuse in as-
sisted living and residential-care facilities. Cur-
rently, a state only has the authority to inves-
tigate patient abuse in facilities that receive
Medicaid reimbursement, usually nursing facili-
ties. Yet today, more and more of our friends
and family reside in assisted living and other
residential-care facilities. Normally, federal and
local governments do not investigate sus-
pected patient abuse in these non-traditional
health care facilities and the state lacks the
power to delve into these cases. The result is
a high number of cases falling through the
cracks.

My bill would authorize the states and the
Medicaid Fraud Control Units to investigate
these patient abuse cases in long-term care
facilities.

The government should be doing more—
much more—to combat fraud and abuse.
‘‘White collar’’ crimes in the health care indus-
try can be stopped. The Senior Citizens Pro-
tection Act requires coordination of anti-fraud
efforts, keeps our senior citizens safe, returns
all recoveries to the Federal Government, and
does not cost the Federal Government any-
thing.

Our government should be given all the
tools necessary to combat fraud in our health
care system and give Americans the peace of
mind that their moms and dads are well cared
for in their retirement years. We need to ferret
out providers who rip off the system, and
Americans need to rest comfortably at night
knowing our family members and friends re-
ceive the highest quality health care without
the fear of being physically, mentally, or finan-
cially abused. I urge my colleagues to support
the Senior Citizens Protection Act of 1999 be-
cause it will provide health care security to our
seniors and restore their trust in the people
who care for them from morning until night.

HONORING THE MADERA COLLEGE
CENTER

HON. GEORGE RADANOVICH
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. RADANOVICH. Mr. Speaker, I rise
today to honor the Madera College Center for
the State Center Community College District.
The Board of Trustees for the college held a
groundbreaking ceremony for the first perma-
nent building on their campus on September
24, 1999.

The Madera Center has been in existence
for approximately 15 years. The college offers
a wide variety of programs and opportunities
for students. The full-service campus includes
a library, bookstore, distance learning class-
room, cafeteria, and computer laboratories.
Utilizing services and course catalogs from its
sister institution, Reedley College, the Madera
Community College Center is able to afford its
students a choice of more than 40 Associate
Degrees and Certificates of Achievement.

The building for which ground was broken
will consist of a lecture hall, library, class-
rooms, laboratories and offices. It is projected
that the facility will be completed by August
2000, allowing for the attendance of students
for the fall 2000 semester. In addition, parking
lots and play fields will be installed as a part
of this $12.7 million development project.

Mr. Speaker, I rise to recognize the Madera
College Center and its Board of Trustees, for
their dedication to providing quality education
to students in the Madera area. I urge my col-
leagues to join me in wishing the Madera Cen-
ter many more years of success and contin-
ued growth.
f

IN HONOR OF CAPT. CLELL NEIL
AMMERMAN, U.S. NAVY (RET.)

HON. ELTON GALLEGLY
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. GALLEGLY. Mr. Speaker, I rise to honor
Capt. Clell Neil Ammerman, U.S. Navy (Ret.),
who passed away last week.

Captain Ammerman had a long and distin-
guished career serving his country in the
United States Navy. He graduated with honors
from the U.S. Naval Academy in 1954 and
quickly proved himself as a capable officer. In
1957, he commanded the USS Ely, one of the
first ships to transit the new St. Lawrence
Seaway. In 1958, he was assigned to the Na-
tional Security Agency, and in 1961 received
his master’s degree in applied mathematics
and physics.

Captain Ammerman returned to the sea,
and in August 1964 was involved in the initial
action in the Gulf of Tonkin as an officer
aboard the USS Oklahoma City. In 1967, he
completed his work in the field of nuclear
weapons effects at the Lawrence Radiation
Laboratory in Livermore, California, for which
he received the Joint Services Commendation
Medal.

After another year at sea, Captain
Ammerman served as Assistant to the Deputy
Director, Research and Technology,
ODDR&E. That stint earned him the Legion of
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Merit for outstanding management of research
and development programs. But a Navy man
belongs to the sea, and in September 1971,
Captain Ammerman assumed command of the
USS John S. McCain. Between April and Oc-
tober 1972, Captain Ammerman actively en-
gaged the enemy off the coast of the Republic
of Vietnam and was awarded the Bronze Star
with the Combat ‘‘V.’’

He then entered the academic life, serving
as professor of naval science and com-
manding officer for the NROTC Unit at UCLA.
In 1976, he again returned to sea, then moved
to Newport, Rhode Island, in 1978 to com-
mand the Navy’s prestigious Surface Warfare
Officer’s School. Finally, he served as Chief of
Staff of Battle Force Seventh Fleet,
homeported in Subic Bay, the Philippines.

In June of 1984, Captain Ammerman retired
from the Navy and settled in Camarillo, Cali-
fornia, which is in my district. Until 1995, he
continued his relationship with the Navy
through his work with naval contractors.

His wife of 20 years, Pamela, is national di-
rector of the Navy League of the United
States. She has also served as my campaign
manager for years. Aside from Pam, Captain
Ammerman is survived by six children and
four grandchildren.

Mr. Speaker, I know my colleagues will join
me for a moment of prayer for Capt. Clell Neil
Ammerman, and in sending our condolences
to Pam and all of his family.
f

IN HONOR OF THE IRONBOUND
COMMUNITY CORPORATION FOR
30 YEARS OF SERVICE TO NEW-
ARK, NEW JERSEY

HON. ROBERT MENENDEZ
OF NEW JERSEY

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. MENENDEZ. Mr. Speaker, I rise today
to recognize the Ironbound Community Cor-

poration as it celebrates its 30th anniversary
of service and dedication to the people of the
‘‘Ironbound’’ and East Ward sections of New-
ark, NJ.

Serving one of the most ethnically and cul-
turally diverse neighborhoods in the State, the
Ironbound Community Corporation (ICC) has
been a progressive and vocal force in the
community since it opened its door in 1969. it
has led the way in addressing the particular
needs and concerns faced by a multicultural
and multilingual community.

For 30 years, the ICC has planned, imple-
mented, and operated a number of vital pro-
grams for residents of the Ironbound. From a
nationally accredited preschool child care pro-
gram to an extensive ‘‘Meals on Wheels’’ de-
livery service for seniors to environmental
clean-ups to GED, English, and college
courses, the ICC has worked diligently to im-
prove the quality of life in Newark’s Ironbound.

This weekend, led by President Susanna
Stradiotti and Executive Director Joseph Della
Fave, the ICC will commemorate its 30th anni-
versary by honoring three members of the
community who embody the intent and pur-
pose of the organization and three individuals
who directly benefited from ICC’s various pro-
grams.

This year’s three honorees are: Patricia
Moreira, Preschool Teacher for 30 years at
the Ironbound Children’s Center: June
Kruszewski, resident of the community for 72
years, volunteer for 20 years, co-chair of the
Ironbound Committee Against Toxic Waste,
and member of the ICC Board of Trustees;
and, Joseph Rendeiro, principal of the Haw-
kins St. School and former teacher at the Iron-
bound Adult Education Project.

This year’s ICC Success Story honorees
are: Rosa Coneicao, graduate of the ICC
Adult Education Project, Director of Work First
at Essex County College, Fellow at Leader-
ship Newark, and member of the ICC Board of
Trustees; Fred Linhares, graduate of the Iron-
bound Childern’s Center, President of the Por-
tuguese American Congress, and Municipal

Judge; Ed Norton, graduate of the ICC Com-
munity School and Owner/Operator of the
Dalfen Printing Co.

For its unwavering commitment to the Iron-
bound and East Ward sections of Newark, and
for its continued leadership in community serv-
ice, I ask my colleagues to join me in con-
gratulating the Ironbound Community Center
on its 30th anniversary.

f

YWCA OF COBB COUNTY

HON. BOB BARR
OF GEORGIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, October 7, 1999

Mr. BARR of Georgia. Mr. Speaker, it is my
distinct honor today to recognize the YWCA,
and particularly the YWCA of Cobb County for
its efforts to combat violence, by celebrating a
’’Week Without Violence,‘‘ from October 17–
23.

The YWCA ’’Week Without Violence‘‘ is a
public awareness campaign that seeks to ad-
vocate practical and sustainable alternatives to
violence in our homes, schools, workplaces,
and neighborhoods. Since it was launched in
1995, the YWCA ‘‘Week Without Violence’’
has grown from a grassroots initiative into a
global movement with women, men, and chil-
dren participating in events throughout all 50
dates and in more than 20 countries on six
continents.

I especially applaud the YWCA of Cobb
County for its efforts to bring together people
from throughout the community to fight vio-
lence against all people, regardless of age,
race, income, or sex. The grassroots efforts
are an excellent example of Americans joining
together to fight for what is right about our
great nation. By devoting time and effort to
this cause YWCAs across America are dem-
onstrating a widespread desire to improve our
communities
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Daily Digest
HIGHLIGHTS

Senate passed Labor/HHS/Education Appropriations.

Senate
Chamber Action
Routine Proceedings, pages S12147–S12255
Measures Introduced: Five bills and two resolu-
tions were introduced, as follows: S. 1705–1709, and
S. Res. 198–199.                                                      Page S12234

Measures Reported: Reports were made as follows:
S. Res. 179, designating October 15, 1999, as

‘‘National Mammography Day’’.                      Page S12233

Measures Passed:
Labor/HHS/Education Appropriations: By 73

yeas to 25 nays (Vote No. 321), Senate passed S.
1650, making appropriations for the Departments of
Labor, Health and Human Services, and Education,
and related agencies for the fiscal year ending Sep-
tember 30, 2000, after taking action on the fol-
lowing amendments proposed thereto:
                               Pages S12147–76, S12178–85, S12188–S12215

Adopted:
Abraham Amendment No. 2269 (to Amendment

No. 1828), to prohibit the use of funds for any pro-
gram for the distribution of sterile needles or sy-
ringes for the hypodermic injection of any illegal
drug.                                                                       Pages S12148–50

Abraham (for Coverdell) Amendment No. 1828,
to prohibit the use of funds for any program for the
distribution of sterile needles or syringes for the
hypodermic injection of any illegal drug.
                                                                                  Pages S12147–50

By 98 yeas to 1 nay (Vote No. 318), Wellstone
Amendment No. 1842, to express the sense of the
Senate regarding the importance of determining the
economic status of former recipients of temporary as-
sistance to needy families.            Pages S12155–59, S12172

Wellstone Amendment No. 1880, to increase
funding for the mental health services block grant.
                                                                                  Pages S12183–85

Wellstone Amendment No. 2271 (to Amendment
No. 1880), to increase funding for the mental health
services block grant.                                        Pages S12183–85

Bingaman/Domenici Amendment No. 2272, to
require the Secretary of Health and Human Services
to conduct a study on the geographic adjustment
factors used in determining the amount of payment
for physicians’ services under the medicare program.
                                                                                          Page S12189

Harkin (for Bingaman) Amendment No. 2273, to
provide for confounding biological and physiological
influences on polygraphy.                   Pages S12193, S12201

Harkin (for Bingaman/Feingold) Amendment No.
2274, to provide funding for a dental sealant dem-
onstration program.                               Pages S12193, S12201

Specter (for Bond) Amendment No. 2275, to
limit the withholding of substance abuse funds from
certain States.                                      Pages S12193–94, S12201

Harkin (for Boxer) Amendment No. 2276, to ex-
press the sense of the Senate that funding for pros-
tate cancer research should be increased substantially.
                                                                  Pages S12193–94, S12201

Specter (for DeWine) Amendment No. 2277, to
provide for an increase and a decrease in certain edu-
cation funding.                                   Pages S12193–94, S12201

Specter (for Hutchison/Bingaman) Amendment
No. 2278, to clarify provisions relating to the
United States-Mexico Border Health Commission.
                                                                  Pages S12193–94, S12201

Specter Amendment No. 2279, to provide for cer-
tain funding increases.                    Pages S12193–94, S12201

Specter Amendment No. 2280, to strike certain
provisions of the bill.                      Pages S12193–94, S12201

Specter (for Cochran) Amendment No. 2281, to
make available certain funds from the Office on
Women’s Health to support biological, chemical and
botanical studies to assist in the development of the
clinical evaluation of phytomedicines in women’s
health.                                                     Pages S12193–94, S12201

Harkin (for Wyden) Amendment No. 2282, to
provide for a report on promoting a legal domestic
workforce and improving the compensation and
working conditions of agricultural workers.
                                                                  Pages S12193–94, S12201
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Harkin (for Murray) Amendment No. 2283, to
express the sense of the Senate concerning women’s
access to obstetric and gynecological services.
                                                                  Pages S12193–96, S12201

Harkin (for Kerry/Smith(OR)) Amendment No.
1882, to express the sense of the Senate regarding
comprehensive education reform.
                                                                  Pages S12193, S12200–01

Harkin (for Reed) Amendment No. 2284, to ex-
tend filing deadline for compensation of certain indi-
viduals exposed to mustard gas during World War
II.                                                     Pages S12193, S12196, S12201

Specter (for Stevens) Amendment No. 2285, to
correct a definition error in the Workforce Invest-
ment Act of 1998.                  Pages S12193, S12196, S12201

Harkin (for Durbin) Amendment No. 2286, to in-
crease funds for the Centers for Disease Control and
Prevention to provide grants regarding childhood
asthma.                                    Pages S12193, S12196–98, S12201

Harkin (for Reid) Amendment No. 1852, to ex-
press the sense of the Senate concerning needlestick
injury prevention.              Pages S12193, S12198–99, S12201

Harkin (for Inouye) Amendment No. 2287, to re-
name the Centers for Disease Control and Prevention
as the Thomas Harkin Centers for Disease Control
and Prevention.                         Pages S12193, S12198, S12201

Harkin (for Inouye) Amendment No. 2288, to
designate the National Library of Medicine building
in Bethesda, Maryland, as the ‘‘Arlen Specter Na-
tional Library of Medicine’’.
                                                         Pages S12193, S12198, S12201

Harkin Amendment No. 2289, to increase fund-
ing for senior nutrition programs and rural commu-
nity facilities, offset with administrative reductions.
                                                         Pages S12193, S12198, S12201

Harkin (for Reed) Amendment No. 1869, to in-
crease funding for the leveraging educational assist-
ance partnership program.   Pages S12193, S12199–S12201

Rejected:
Bingaman Amendment No. 1861, to ensure ac-

countability in programs for disadvantaged students.
(By 53 yeas to 45 nays (Vote No. 317), Senate ta-
bled the amendment.)               Pages S12150–55, S12157–58

Smith (of N.H.) Amendment No. 1844, to limit
the applicability of the Davis-Bacon Act in areas
designated as disaster areas. (By 59 yeas to 40 nays
(Vote No. 320), Senate tabled the amendment.)
                                                                                  Pages S12178–83

Withdrawn:
Bond Amendment No. 1825, to prohibit the use

of funds for the promulgation or issuing of any
standard relating to ergonomic protection. (By 2 yeas
to 97 nays (Vote No. 319), Senate earlier failed to
table the amendment.)                                   Pages S12159–76

Subsequently, Bond Amendment No. 2270 (to
Amendment No. 1825), to prohibit the use of funds

for the promulgation or issuing of any standard, reg-
ulation, or guideline relating to ergonomic protec-
tion, fell when Amendment No. 1825 was with-
drawn.                                                                    Pages S12159–76

Harkin/Robb Amendment No. 1845, to express
the sense of the Senate regarding school infrastruc-
ture.                                                                         Pages S12102–93

A unanimous-consent agreement was reached pro-
viding that the bill not be engrossed and be held at
the desk.                                                                        Page S12215

Greece/Turkey Earthquake Victims: Senate
agreed to S. Res. 198, expressing sympathy for those
killed and injured in the recent earthquakes in Tur-
key and Greece and commending Turkey and Greece
for their recent efforts in opening a national dialogue
and taking steps to further bilateral relations.
                                                                                  Pages S12253–54

National Mammography Day: Senate agreed to
S. Res. 179, designating October 15, 1999, as ‘‘Na-
tional Mammography Day’’.                               Page S12254

Agriculture Appropriations—Conference Report:
By unanimous consent, Senate agreed to the motion
to proceed to the consideration of the conference re-
port on H.R. 1906, making appropriations for Agri-
culture, Rural Development, Food and Drug Admin-
istration, and Related Agencies for the fiscal year
ending September 30, 2000.                      Pages S12215–26

A motion was entered to close further debate on
the conference report and, in accordance with the
provisions of Rule XXII of the Standing Rules of
the Senate, a vote on the cloture motion will occur
on Tuesday, October 12, 1999, at 5:30 p.m.
                                                                                          Page S12216

A unanimous-consent agreement was reached pro-
viding for further consideration of the conference re-
port on Tuesday, October 12, 1999 at 4:30 p.m.
                                                                                          Page S12254

Appointment:
Parents Advisory Council on Youth Drug Abuse:

The Chair, on behalf of the Majority Leader, pursu-
ant to Public Law 105–277, announced the appoint-
ment of the following individuals to serve as mem-
bers of the Parents Advisory Council on Youth Drug
Abuse: Robert L. Marginnis, of Virginia (two-year
term), and June Martin Milam, of Mississippi (Rep-
resentative of a Non-Profit Organization) (three-year
term).                                                                              Page S12254

Nominations Confirmed: Senate confirmed the fol-
lowing nominations:

John D. Hawke, Jr., of the District of Columbia,
to be Comptroller of the Currency for a term of five
years.

Robert Raben, of Florida, to be an Assistant At-
torney General.
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Andrew C. Fish, of Vermont, to be an Assistant
Secretary of Agriculture.

Robert S. Mueller, III, of California, to be United
States Attorney for the Northern District of Cali-
fornia for a term of four years.

John Hollingsworth Sinclair, of Vermont, to be
United States Marshal for the District of Vermont
for the term of four years.                            Pages S12254–55

Enrolled Bills Presented:                                  Page S12232

Communications:                                           Pages S12232–33

Executive Reports of Committees:     Pages S12233–34

Statements on Introduced Bills:          Pages S12234–43

Additional Cosponsors:                             Pages S12243–44

Amendments Submitted:                         Pages S12247–49

Notices of Hearings:                                            Page S12249

Authority for Committees:                              Page S12250

Additional Statements:                              Pages S12250–53

Record Votes: Five record votes were taken today.
(Total—321)
                          Pages S12158, S12172, S12175, S12183, S12215

Adjournment: Senate convened at 9:30 a.m., and
adjourned at 8:15 p.m., until 9:30 a.m., on Friday,
October 8, 1999. (For Senate’s program, see the re-
marks of the Acting Majority Leader in today’s
Record on page S12255.)

Committee Meetings
(Committees not listed did not meet)

AGRICULTURAL BIOTECHNOLOGY
Committee on Agriculture, Nutrition, and Forestry: Com-
mittee concluded hearings to review public policy
related to agricultural biotechnology, focusing on do-
mestic approval process, benefits of biotechnology
and an emphasis on challenges facing farmers to seg-
regation of product, after receiving testimony from
Representative Kucinich; Bruce Alberts, President,
National Academy of Sciences; James H. Maryanski,
Biotechnology Coordinator, Center for Food Safety
and Applied Nutrition, Food and Drug Administra-
tion, Department of Health and Human Services;
Sally L. McCammon, Science Advisor, Animal and
Plant Health Inspection Service, Department of Ag-
riculture; Janet L. Andersen, Director, Biopesticides
and Pollution Prevention Division, Office of Pes-
ticide Programs, Office of Prevention, Pesticides, and
Toxic Substances, Environmental Protection Agency;
Mark Silbergeld, Consumers Union, Michael Philips,
Biotechnology Industry Organization, Jeffrey Barach,
National Food Processors Association, and Gary
Kushner, Grocery Manufacturers of America, all of

Washington, D.C.; Tim Hume, Walsh, Colorado, on
behalf of the National Corn Growers Association;
Marc Curtis, Leland, Mississippi, on behalf of the
American Soybean Association; L. Dan Thompson,
Minnesota Corn Processors, Marshall, on behalf of
the Corn Refiners Association; and Robert Smigelski,
The Anderson, Inc., Maumee, Ohio, on behalf of the
National Grain and Feed Association.

COMPREHENSIVE TEST BAN TREATY
Committee on Armed Services: Committee concluded
hearings on the Comprehensive Nuclear Test Ban
Treaty (Treaty Doc. 105–28), focusing on the ability
of the Stockpile Stewardship Program to adequately
verify the safety and reliability of the U.S. nuclear
deterrent, after receiving testimony from Bill Rich-
ardson, Secretary, C. Paul Robinson, Director, Sandia
National Laboratories, C. Bruce Tarter, Director,
Lawrence Livermore National Laboratory, and John
C. Browne, Director, Los Alamos National Labora-
tory, all of the Department of Energy; Robert R.
Barker, former Assistant to the Secretary of Defense
for Atomic Energy; John Foster, former Director,
Lawrence Livermore National Laboratory, and former
Director, Defense Research and Engineering; Kath-
leen C. Bailey, former Assistant Director for Nuclear
and Weapons Control, Arms Control and Disar-
mament Agency; Adm. Henry G. Chiles, Jr., USN
(Ret.), former Commander-in-Chief, United States
Strategic Command; and Sidney D. Drell, Stanford
Linear Accelerator Center, Stanford, California.

BARTLESVILLE LAND CONVEYANCE/
MATERIALS CORRIDOR PARTNERSHIP
INITIATIVE
Committee on Energy and Natural Resources: Sub-
committee on Energy Research, Development, Pro-
duction and Regulation concluded hearings on S.
1183, to direct the Secretary of Energy to convey to
the city of Bartlesville, Oklahoma, the former site of
the NIPER facility of the Department of Energy,
and S. 397, to authorize the Secretary of Energy to
establish a multiagency program in support of the
Materials Corridor Partnership Initiative to promote
energy efficient, environmentally sound economic de-
velopment along the border with Mexico through
the research, development, and use of new materials,
after receiving testimony from Robert S. Kripowicz,
Principal Deputy Assistant Secretary for Fossil En-
ergy, and David L. Goldwyn, Assistant Secretary for
International Affairs, both of the Department of En-
ergy; Pam Dunlap, Bartlesville Area Chamber of
Commerce, James Fram, Bartlesville Development
Corporation, and Richard Gertsen, City of
Bartlesville, all of Bartlesville, Oklahoma; Paul C.
Maxwell, University of Texas, El Paso; Richard D.

VerDate 06-OCT-99 06:26 Oct 08, 1999 Jkt 079060 PO 00000 Frm 00003 Fmt 0627 Sfmt 0627 E:\CR\FM\D07OC9.REC pfrm08 PsN: D07OC9



CONGRESSIONAL RECORD — DAILY DIGESTD1106 October 7, 1999

Jimenez, Applied Sciences Laboratory, Inc., Albu-
querque, New Mexico; and Van Romero, New Mex-
ico Institute of Mining and Technology, Socorro.

WATER INFRASTRUCTURE
Committee on Environment and Public Works: Com-
mittee concluded hearings on S. 968, to authorize
the Administrator of the Environmental Protection
Agency to make grants to State agencies with re-
sponsibility for water source development, for the
purposes of maximizing the available water supply
and protecting the environment through the devel-
opment of alternative water sources, S. 914, to
amend the Federal Water Pollution Control Act to
require that discharges from combined storm and
sanitary sewers conform to the Combined Sewer
Overflow Control Policy of the Environmental Pro-
tection Agency, and S. 1699, to amend the Federal
Water Pollution Control Act to authorize appropria-
tions for State water pollution control revolving
funds, after receiving testimony from J. Charles Fox,
Assistant Administrator for Water, Environmental
Protection Agency; Mayor Raymond J. Wieczorek,
Manchester, New Hampshire, on behalf the CSO
Partnership; Gerald E. Dorfman, Dorfman Construc-
tion Company, Inc., Woodland Hills, California, on
behalf of the National Utility Contractors Associa-
tion; Greg Mason, Georgia Environmental Facilities
Authority, Atlanta, on behalf of the Council of Infra-
structure Financing Authorities; Tom Kamppinen,
Michigan Department of Environmental Protection,
Lansing, on behalf of the Association of State and
Interstate Water Pollution Control Administrators;
and E.D. Vergara, Southwest Florida Water Manage-
ment District, Brooksville.

WTO AGRICULTURAL NEGOTIATIONS
Committee on Finance: Subcommittee on International
Trade held hearings to examine the United States
agricultural negotiating objectives for the Seattle
World Trade Ministerial Conference, receiving testi-
mony from David L. Aaron, Under Secretary of
Commerce for International Trade; James Murphy,
Assistant United States Trade Representative for Ag-
ricultural Affairs; August Schumacher, Jr., Under
Secretary of Agriculture for Farm and Foreign Agri-
cultural Services; Jon Caspers, Swaledale, Iowa, on
behalf of the National Pork Producers Council; and
Allen F. Johnson, National Oilseed Processors Asso-
ciation, Janet A. Nuzum, International Dairy Foods
Association, and Lyn Withey, International Paper
Company, on behalf of the American Forest and
Paper Association, all of Washington, D.C.

Hearings recessed subject to call.

COMPREHENSIVE NUCLEAR TEST BAN
TREATY
Committee on Foreign Relations: Committee concluded
hearings to review the ratification of the Comprehen-
sive Nuclear Test Ban Treaty (Treaty Doc. 105–28),
after receiving testimony from Senators Warner,
Shelby, Levin, and Kerrey; Madeleine K. Albright,
Secretary of State; Caspar W. Weinberger, former
Secretary of Defense; Jeane J. Kirkpatrick, American
Enterprise Institute, Washington, D.C., former U.S.
Permanent Representative to the United Nations;
Stephen J. Ledogar, former Chief Negotiator of the
Comprehensive Nuclear Test Ban Treaty, and Rich-
ard L. Garwin, Council on Foreign Relations, both
of New York, New York; Ronald F. Lehman, Palo
Alto, California, former Director, Arms Control and
Disarmament Agency; and Troy E. Wade, Nevada
Alliance for Defense, Energy, and Business, Las
Vegas.

POST OFFICE FACILITIES
Committee on Governmental Affairs: Subcommittee on
International Security, Proliferation and Federal Serv-
ices concluded hearings on S. 556, to amend title
39, United States Code, to establish guidelines for
the relocation, closing, consolidation, or construction
of post offices, after receiving testimony from Sen-
ators Jeffords and Baucus; Rudolph K. Umscheid,
Vice President, Facilities, United States Postal Serv-
ice; Howard S. Foust, National Association of Post-
masters of the United States Retired, Alexandria,
Virginia; Richard Moe, National Trust for Historic
Preservation, Washington, D.C.; and Edward J.
Derwinski, National League of Postmasters, Alexan-
dria, Virginia.

BUSINESS MEETING
Committee on the Judiciary: Committee ordered favor-
ably reported the following business items:

S. Res. 179, designating October 15, 1999, as
‘‘National Mammography Day’’; and

The nominations of Ronald M. Gould, of Wash-
ington, to be United States Circuit Judge for the
Ninth Circuit, Anna J. Brown, to be United States
District Judge for the District of Oregon, Florence-
Marie Cooper, to be United States District Judge for
the Central District of California, Richard K. Eaton,
of the District of Columbia, to be a Judge of the
United States Court of International Trade, Ellen
Segal Huvelle, to be United States District Judge for
the District of Columbia, and Charles A. Pannell,
Jr., to be United States District Judge for the
Northern District of Georgia.
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House of Representatives
Chamber Action
Bills Introduced: 20 public bills, H.R. 3035–3036,
3038–3055; 1 private bill, H.R. 3056; and 3 resolu-
tions, H. Con. Res. 194 and H. Res. 324–325, were
introduced.                                                              Page H9644–45

Reports Filed: Reports were filed today as follows:
H.R. 748, to amend the Act that established the

Keweenaw National Historical Park to require the
Secretary of the Interior to consider nominees of var-
ious local interests in appointing members of the
Keweenaw National Historical Parks Advisory Com-
mission, amended (H. Rept. 106–367);

H.R. 1615, to amend the Wild and Scenic Rivers
Act to extend the designation of a portion of the
Lamprey River in New Hampshire as a recreational
river to include an additional river segment (H.
Rept. 106–368);

H.R. 2140, to improve protection and manage-
ment of the Chattahoochee River National Recre-
ation Area in the State of Georgia, amended (H.
Rept. 106–369); and

H.R. 3037, making appropriations for the Depart-
ments of Labor, Health and Human Services, and
Education, and related agencies for the fiscal year
ending September 30, 2000 (H. Rept. 106–370).
                                                                                            Page H9644

Speaker Pro Tempore: Read a letter from the
Speaker wherein he designated Representative
Biggert as Speaker pro tempore for today.    Page H9517

Guest Chaplain: The prayer was offered by the
guest Chaplain, Rev. Carl W. Rehling of Lothian,
Maryland.                                                                       Page H9517

Access for the Uninsured and Managed Care Im-
provement Act: The House passed H.R. 2723, to
amend title I of the Employee Retirement Income
Security Act of 1974, title XXVII of the Public
Health Service Act, and the Internal Revenue Code
of 1986 to protect consumers in managed care plans
and other health coverage by a recorded vote of 275
ayes to 151 noes, Roll No. 490. Subsequently, the
text of H.R. 2723 was added as new matter to H.R.
2990, Quality Care for the Uninsured Act. H.R.
2723 was then laid upon the table.
                                                                             Pages H9523–H9636

Rejected:
The Boehner amendment that sought to prohibit

gag rules, ensure access to emergency medical care,
direct access to an OB/GYN, access to a pediatrician
as a primary care provider, establish continuity of
care, make health care lawsuit reform with limits on
‘‘non-economic damages’’, and requires a patient

choice of provider option (rejected by a recorded vote
of 145 ayes to 284 noes, Roll No. 487;
                                                                                    Pages H9535–64

The Goss amendment that sought to establish uti-
lization review procedures, require a timely appeals
process and external review of benefit disputes, allow
patients to sue for denials that cause harm, provide
protection for employers, allow choice of medical
professionals, prohibit gag clauses, and expand access
to clinical trials (rejected by a recorded vote of 193
ayes to 238 noes, Roll No. 488); and
                                                                             Pages H9564–H9604

The Houghton amendment that sought to allow
lawsuits in Federal court against the final decision-
maker who fails to exercise ordinary care decisions
including employers, caps non-economic damages
and prohibits punitive damages (rejected by a re-
corded vote of 160 ayes to 269 noes, Roll No. 489).
                                                                                    Pages H9604–29

H. Res. 323 the rule that provided for consider-
ation of the bill was agreed to on October 6. Pursu-
ant to the rule, the amendments printed in Part A
of H. Rept. 106–366 that make technical changes
and clarify provisions to ensure that employers can-
not be held liable unless they are making medical
decisions, were considered as adopted.
Late Report: Conferees received permission to have
until midnight on Friday, October 8, to file a con-
ference report on H.R. 2561, making appropriations
for the Department of Defense for the fiscal year
ending September 30, 2000.                                Page H9636

Legislative Program: Representative Lazio an-
nounced the Legislative Program for the week of Oc-
tober 11.                                                                 Pages H9636–37

Meeting Hour—Friday, October 8: Agreed that
when the House adjourns today it adjourn to meet
at 10:00 a.m. on Friday, October 8.                Page H9637

Meeting Hour—Tuesday, October 12: Agreed that
when the House adjourns on Friday, October 8, it
adjourn to meet at 12:30 p.m. on Tuesday, October
12 for morning-hour debates.                              Page H9637

Calendar Wednesday: Agreed to dispense with the
Calendar Wednesday business of October 13.
                                                                                            Page H9637

Quorum calls—Votes: One yea and nay vote and
four recorded votes developed during the proceedings
of the House today and appear on pages H9522–23,
H9564, H9603–04, H9628–29, and H9635–36.
There were no quorum calls.
Adjournment: The House met at 10:00 a.m. and
adjourned at 5:52 p.m.
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Committee Meetings
SPARE AND REPAIR PARTS SHORTAGES
Committee on Armed Services: Subcommittee on Mili-
tary Readiness held a hearing on spare and repair
parts shortages. Testimony was heard from the fol-
lowing officials of the Department of Defense: Wil-
liam J. Lynn, III, Under Secretary (Comptroller and
Chief Financial Officer); Gen. John G. Coburn, USA,
Commander, Army Materiel Command; Gen. George
T. Babbitt, USAF, Commander, Air Force Materiel
Command; Rear Adm. Daniel H. Stone, USN, Com-
mander Defense Logistics Support Command, De-
fense Logistics Agency; Vice Adm. James Amerault,
USN, Deputy Chief of Naval Operations (Logistics);
and Maj. Gen. Gary S. McKissock, USMC, Deputy
Chief of Staff (Installations and Logistics), Head-
quarters, U.S. Marine Corps.

ELECTROMAGNETIC PULSE THREATS
Committee on Armed Services: Subcommittee on Re-
search and Development held a hearing on electro-
magnetic pulse (EMP) threats to U.S. military and
civilian infrastructure. Testimony was heard from
Stanley J. Jakubiak, Deputy Chief, Command Cen-
ter’s Division, Joint Chiefs of Staff, Department of
Defense; Michael Bernardin, Provost for Theoretical
Institute of Thermonuclear Studies, Los Alamos Na-
tional Laboratory; Lowell Wood, member, Director’s
Technical Staff, Lawrence Livermore National Lab-
oratory and Hoover Institution; and a public witness.

PUHCA REPEAL
Committee on Commerce: Subcommittee on Finance and
Hazardous Materials held a hearing on PUHCA Re-
peal: Is The Time Now? Testimony was heard from
Isaac C. Hunt, Commissioner, SEC; Douglas W.
Smith, General Counsel, Federal Energy Regulatory
Commission, Department of Energy; and public wit-
nesses.

STUDENTS RESULTS ACT
Committee on Education and the Workforce: Continued
markup of H.R. 2, Students Results Act.

Will continue October 13.

MINIMUM WAGE IMPACT ON WELFARE TO
WORK
Committee on Education and the Workforce: Held a hear-
ing on Examining the Impact of Minimum Wage on
Welfare to Work. Testimony was heard from public
witnesses.

U.S. POLICY TOWARD RUSSIA
Committee on International Relations: Continued hear-
ings on U.S. Policy Toward Russia, Part II: Corrup-

tion in the Russian Government. Testimony was
heard from public witnesses.

MISCELLANEOUS MEASURES
Committee on the Judiciary: Subcommittee on Courts
and Intellectual Property approved for full Com-
mittee action the following bills: H.R. 3028, Trade-
mark Cyberpiracy Prevention Act; and H.R. 1714,
amended, Electronic Signatures in Global and Na-
tional Commerce Act.

MISCELLANEOUS MEASURES
Committee on the Judiciary: Subcommittee on Crime
approved for full Committee action the following
bills: H.R. 1887, amended, to amend title 18,
United States Code, to punish the depiction of ani-
mal cruelty; and H.R. 1869, Stalking Prevention
and Victim Protection Act of 1999.

MISCELLANEOUS MEASURES
Committee on Resources, Subcommittee on Water and
Power held a hearing on the following bills: H.R.
2994, Sugar Pine Dam and Reservoir Conveyance
Act; H.R. 1696, to direct the Secretary of the Inte-
rior to convey the Griffith Project to the Southern
Nevada Water Authority; H.R. 2674, providing for
conveyance of the Palmetto Bend project to the State
of Texas; H.R. 2984, Middle Loup Conveyance Act;
H.R. 2974, Lower Yellowstone Irrigation Project Fa-
cilities Conveyance Act of 1999; H.R. 2889, to
amend the Central Utah Project Completion Act to
provide for acquisition of water and water rights for
Central Utah Project purposes, completion of Central
Utah project facilities, and implementation of water
conservation measures; and H.R. 1235, to authorize
the Secretary of the Interior to enter into contracts
with the Solano County Water Agency, California,
to use Solano Project facilities for impounding, stor-
age, and carriage of nonproject water for domestic,
municipal, industrial, and other beneficial purposes.
Testimony was heard from Eluid Martinez, Commis-
sioner, Bureau of Reclamation, Department of the
Interior; and public witnesses.

CRUISE SHIP SAFETY
Committee on Transportation and Infrastructure: Sub-
committee on Coast Guard and Maritime Transpor-
tation held a hearing on Cruise Ship Safety. Testi-
mony was heard from Rear Adm. Robert C. North,
USCG, Assistant Commandant for Marine Safety,
U.S. Coast Guard, Department of Transportation;
James E. Hall, Chairman, National Transportation
Safety Board; and public witnesses.
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TRANSPORTATION APPROPRIATIONS—
EFFECT ON MOTOR CARRIER SAFETY
ENFORCEMENT
Committee on Transportation and Infrastructure: Sub-
committee on Ground Transportation held a hearing
on the Effect of the Fiscal Year 2000 Department of
Transportation Appropriations Act on Motor Carrier
Safety Enforcement. Testimony was heard from
Nancy E. McFadden, General Counsel, Department
of Transportation.

GSA’S FEDERAL BUILDING SECURITY
PROGRAM
Committee on Transportation: Subcommittee on Over-
sight, Investigations, and Emergency Management
held a hearing on GSA’s Federal Building Security
Program. Testimony was heard from Bernard L.
Ungar, Director, Government Business Operations
Issues, GAO; and the following officials of the GSA:
Eugene L. Waszily, Assistant Inspector General, Au-
diting; and Robert Peck, Commissioner, Public
Buildings Service.

The Subcommittee also met in executive session
to continue hearings on this subject. Testimony was
heard from Robert H. Hast, Acting Assistant Comp-
troller General, Office of Special Investigations,
GAO; and the following officials of the GSA: Eu-
gene L. Waszily, Assistant Inspector General, Audit-
ing; Robert Peck, Commissioner, Public Buildings
Service; Robin Graf, Assistant Regional Adminis-
trator, Region 10, Auburn, Washington; and An-
thony Costa, Assistant Regional Administrator, Na-
tional Capital Region.

NEW PUBLIC LAWS
(For last listing of Public Laws, see DAILY DIGEST, p. D1085)

H.R. 2981, to extend energy conservation programs
under the Energy Policy and Conservation Act through
March 31, 2000. Signed October 5, 1999. (P.L. 106–64)

S. 1059, to authorize appropriations for fiscal year
2000 for military activities of the Department of Defense,
for military construction, and for defense activities of the
Department of Energy, to prescribe personnel strengths
for such fiscal year for the Armed Forces. Signed October
5, 1999. (P.L. 106–65)

S. 293, to direct the Secretaries of Agriculture and In-
terior to convey certain lands in San Juan County, New
Mexico, to San Juan College. Signed October 6, 1999.
(P.L. 106–66)

S. 944, to amend Public Law 105–188 to provide for
the mineral leasing of certain Indian lands in Oklahoma.
Signed October 6, 1999. (P.L. 106–67)

S. 1072, to make certain technical and other correc-
tions relating to the Centennial of Flight Commemora-
tion Act. Signed October 6, 1999. (P.L. 106–68)

f

COMMITTEE MEETINGS FOR FRIDAY,
OCTOBER 8, 1999

(Committee meetings are open unless otherwise indicated)

Senate

No meetings are scheduled.

House

No committee meetings are scheduled.
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Next Meeting of the SENATE

9:30 a.m., Friday, October 8

Senate Chamber

Program for Friday: Senate will consider the Com-
prehensive Nuclear Test Ban Treaty (Treaty Doc.
105–28). Also, Senate will consider any conference reports
when available.

Next Meeting of the HOUSE OF REPRESENTATIVES

10 a.m., Friday, October 8

House Chamber

Program for Friday: Pro forma session.
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